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Abstract

Introduction: Federally Qualified Health Centers (FQHCs) serve 29.8 million low-income
patients across the U.S., many of whom have unaddressed social risks. In 2019, for the first time,
data on social risk screening capabilities were collected from every U.S. FQHC. The objectives
of this study were to describe national rates of social risk screening capabilities across FQHCs,
identify organizational predictors of screening, and assess between-state heterogeneity.

Methods: Using a 100% sample of U.S. FQHCs (N=1,384, representing 29.8 million patients)
from the 2019 Uniform Data System, the primary outcome was whether an FQHC collected data
on patients’ social risk factors (yes/no). Summary statistics on rates of social risk screening
capabilities were generated in aggregate and by state. Linear probability models were then

used to estimate the relationship between probability of social risk screening and 7 key FQHC
characteristics (e.g., FQHC size, Medicaid MCO contract, Medicaid accountable care organization
presence). Data were analyzed in 2020-2021.

Results: Most (71%) FQHCs collected social risk data, with between-state variation. The most
common screener was the Protocol for Responding to and Assessing Patients” Assets Risks and
Experiences (43% of FQHCs that screened), whereas 22% collected social risk data using a non-
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standardized screener. After adjusting for other characteristics, FQHCs with social risk screening
capabilities served more total patients, were more likely to be located in a state with a Medicaid
accountable care organization, and were less likely to have an MCO contract.

Conclusions: There has been widespread adoption of social risk screening tools across U.S.
FQHCs, but between-state disparities exist. Targeting social risk screening resources to smaller
FQHCs may increase adoption of screening tools.

INTRODUCTION

There is growing recognition that social risks such as housing instability or food insecurity
are associated with delays in necessary care, lower-quality care, and worse health outcomes,
especially among low-income patients.1~3 Federally Qualified Health Centers (FQHCs)
provide primary care services to 29.8 million low-income patients across the U.S.,

who disproportionately experience social risks.#-8 FQHCs are uniquely positioned to

help mimimize the social risks of patients by addressing social needs through federally
required enabling services’ and community partnerships, and many FQHCs provide on-site
assistance with care coordination, applying for government programs, transportation, and
food needs.>8-10 A likely important first step to addressing patients’ social risks in clinical
settings is to adopt tools that systematically screen for social risk factors,1! for which

there has been growing adoption by providers and support from professional organizations,
including the National Academies.12-14 Some evidence suggests that, compared with other
physician practices, FQHCs are more likely to screen for social risk factors3:15.16: however,
these studies rely on samples of practices and there are no known national data on the extent
to which FQHCs collect data on individual social risks.

There is also limited evidence on FQHC-level and between-state variation in social

risk screening tool adoption. Several studies have examined strategies for initiating and
integrating social risk screening tools in electronic health records (EHRs)1"21 and a few
single-state or multistate studies have characterized screening rates within FQHCs.22-24
However, few studies have quantified organizational characteristics that might facilitate
screening capabilities in FQHCs, where FQHCs with more resources—such as larger,
more urban FQHCs, FQHCs with fewer uninsured patients including those in states with
expanded Medicaid eligibility, or FQHCs with more grant revenue—may be better equipped
to adopt screening protocols. There are also many different social risk screener tools

(e.g., Protocol for Responding to and Assessing Patients’ Assets Risks and Experiences
[PRAPARE]?) available; however, no studies have assessed which screeners are most
commonly used nationwide, which may be important when considering if and how to
better standardize social risk data across organizations. Further, state policies and delivery
systems can influence adoption of social risk screening tools. In many states, Medicaid
agencies require that accountable care organizations (ACOs) and MCOs screen for social
risk factors,18 which could help facilitate adoption of social risk screening tools at the
provider level. Despite the continued importance in state-led efforts to assess and address
social risks, no known studies have examined between-state variation in adoption of social
risk screening tools.
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In 2019, for the first time, national data on social risk screening capabilities were collected
from every FQHC in the U.S. The objectives of this study were to describe rates of social
risk screening capabilities across FQHCs, assess heterogeneity across states, and identify
organizational predictors of whether FQHCs screen for social risk.

e

The primary data source was the Health Resources and Services Administration 2019
Uniform Data System (UDS),26 which includes a 100% sample of FQHCs (N=1,384) in

the U.S., representing 29.8 million low-income patients across all 50 U.S. states, the District
of Columbia, and 8 U.S. territories. UDS data are reported annually by all FQHCs that
received grants under Section 330 of the Public Health Service Act. The data included
detailed FQHC-level information on patient sociodemographic characteristics, quality of
care and service utilization data, and FQHC organizational features.

The primary outcome was whether an FQHC screened for social risk (yes/no) in 2019, based
on the UDS question: Does your health center collect data on individual patients’ social
risk factors... ? Among those that responded yes, type of standardized screener used was
further assessed. FQHCs could select multiple screeners, and options included Accountable
Health Communities Screening Tools, Upstream Risks Screening Tool and Guide;, iHELP,
Recommend Social and Behavioral Domains for EHRS, PRAPARE, Well Child Care,
Evaluation, Community Resources, Advocacy Referral, Education (WE CARE), WellRx;,
Other, including a modified version of one of the above;, or we do not use a standardized
screener.26 Appendix Table 1 provides the domains and constructs measured by each tool.

Statistical Analysis

The unit of analysis was the FQHC. First, summary statistics on rates of social risk
screening capabilities were generated. Among those responding yes, types of standardized
screeners used, if any, were further examined. Second, characteristics of FQHCs with versus
without social risk screening capabilities were compared using Wilcoxon—-Mann-Whitney
tests. FQHC-level patient composition was examined, where characteristics included age,
race/ethnicity, poverty level, health insurance coverage type, an indicator for experiencing
homelessness, English proficiency, sexual orientation, and Veteran status. FQHC-level
patient volume, total revenue per patient, urban service area, and other organizational
characteristics (e.g., Medicaid managed care contract, EHR use) were also compared. State-
level characteristics included Medicaid expansion status (Appendix Table 2) and having an
active statewide Medicaid ACO model (Appendix Table 3) as of 2019. Third, rates of social
risk screening capabilties were described by state, which measured the percentage of all
FQHCs in each state, district, or territory that responded yesto screening patients for social
risks.

To estimate the relationship between the probability of screening for social risks and key
FQHC characteristics, a linear probability model was used that adjusted for the following
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covariates, for which there was a statistically significant difference between groups prior to
adjustment or for which prior literature suggested a relationship with screening likelihood?:
percentage of FQHC’s patients who were uninsured (measured in quartiles); whether an
FQHC served an urban versus rural patient population; FQHC size, based on number of
unique patients served (measured in quartiles); total revenue per patient served; whether

an FQHC was located in a Medicaid expansion state; whether an FQHC was located

in a state actively implementing a statewide Medicaid ACO model; and whether the

FQHC participated in a Medicaid managed care contract. Models used robust Huber—White
sandwich variance estimators and clustered errors at the state level. In subanalyses, main
analyses were rerun, but excluded FQHCs located in U.S. territories.

All results and probabilities were reported on a scale of 0-100, and differences were
measured in percentage point terms. All p-values were 2-tailed and statistical significance
was set at a=0.05. Analyses were performed using Stata, version 17.0 in 2020-2021.

The IRB at Boston University deemed this study exempt.

Seventy-one percent of FQHCs reported social risk factor screening capabilities in 2019
(Figure 1). Among those that screened for social risk, the most common type of screener
was the PRAPARE (43%); 11% of FQHCs used Recommended Social and Behavioral
Domains for EHRs; 8% used Accountable Health Communities Screening Tools; 7% used
WE CARE; 2% used either Upstream, WellRx, or iHELP; and 25% used another screener
that was not included in the list of survey options, which was inclusive of modified versions
of screening tools. Of note, 22% of FQHCs that screened for social risks did not use any
standardized screener.

Characteristics of FQHCs that did versus did not have social risk screening capabilities were
statistically similar, with some exceptions (Table 1). FQHCs that did not screen patients had
a greater proportion of patients who were uninsured (27% vs 24%) and were less likely to
serve an urban area (56% vs 63%) relative to those that screened. FQHCs that did not screen
also served fewer unique patients per year on average (17,200 vs 23,368), had more total
revenue per patient, and were much less likely to be located in a Medicaid expansion state
(64% vs 72%) or in a state with an active Medicaid ACO (11% vs 24%).

There was variation in use of social risk screening tool adoption between states (Figure

2). States with highest rates of screening adoption included Colorado (95% of FQHCs),
Connecticut (100%), the District of Columbia (88%), Delaware (100%), Massachusetts
(92%), Missouri (100%), North Dakota (100%), New Hampshire (90%), Rhode Island
(100%), and Vermont (100%). States with the lowest rates of screening implementation
included Alaska (56% of FQHCs), Florida (55%), Louisiana (56%), Maryland (41%), New
Jersey (58%), Nevada (50%), South Dakota (20%), Wisconsin (56%), West Virginia (54%),
and Wyoming (33%).

Finally, when examining the adjusted association between key FQHC characteristics and
probability of social risk screening capabilities (Table 2), 3 characteristics were statistically
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associated with probability of social risk screening. FQHC size was a significant predictor
of screening, where the smallest FQHCs were 14.3 percentage points (95% CI=7.6, 21.0)
less likely to screen for social risks, relative to the largest FQHCs. In addition, being
located in a state with an active Medicaid ACO was associated with a 15.2 percentage point
(95% CI1=9.1, 21.4) increase in the probability of social risk screening. Finally, FQHCs that
participated in a Medicaid managed care contract were 9.5 percentage points (95% Cl1=4.8,
14.2) less likely to screen for social risks, relative to FQHCs without Medicaid managed
care, after adjusting for the other characteristics.

When excluding U.S. territories from the main analyses, results were similar (Appendix
Table 4).

DISCUSSION

Using the first known national data on social risk screening at FQHCs, this study found that
most (71%) FQHCs across the U.S. collected data on patient social risk factors, although
there was between-state variation in FQHC adoption. Among FQHCs with social risk
screening capabilities, the most commonly used screener was the PRAPARE tool, whereas
about one quarter collected social risk data but did not use any standardized screener. After
adjusting for other characteristics, FQHCs that did not screen patients for social risks served
fewer total patients, were less likely to be located in a state with an active Medicaid ACO
model, and were more likely to have an MCO contract.

To the authors’ knowledge, no studies have quantified the prevalence of social risk screening
capabilities using a national census of facilities; rather, most have relied on samples and
have focused on a specific set of social risk factors. A study using 2017-2018 data from

a nationally representative sample of providers estimated that 16% of physician practices,
24% of hospitals, and 30% of FQHCs screened for food insecurity, housing instability,
utility needs, transportation needs, and interpersonal violence,13 and a recent 2021 study
found that, across these same domains, FQHCs were consistently more likely to screen than
non-FQHC safety net primary care practices or non-safety net primary care practices.16

In a recent study, 39% of a regional sample of emergency departments reported screening
for housing instability, food insecurity, transportation needs, or trouble paying utilities.28
This study builds upon these estimates in important ways. It uses a census of all FQHCs to
present national and between-state variation. Compared with previous regional or nationally
representative estimates, it finds that a higher proportion of FQHCs nationwide use a social
risk screener. It also adds new national data on type of screeners implemented by FQHCs.

Despite high rates of social screening capabilities across FQHCs, a fairly large proportion
(29%) of FQHCs did not collect any social risk data as of 2019. Findings indicate that
smaller FQHCs may be less resourced to implement social risk screening tools. Prior work
has indicated that lack of financial resources is a barrier to social risk screening or, more
broadly, care delivery innovation.13 Integrating social risk screening tools into EHRs and
workflow processes can be costly, time intensive, and require additional staffing.17.29-31
Even if FQHCs are motivated to screen for and address unmet social needs, smaller FQHCs
may be under-resourced to invest in the necessary infrastructural changes. Federal grant
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dollars and technical assistance that target adoption and implementation of social risk
screening tools may help overcome barriers in resources and technical expertise, which
may be particularly beneficial to smaller sites.

Study results also suggest there is wide between-state variation in adoption of social risk
screening, including more widespread adoption in the Northeast and less adoption in

the South. This is likely driven in part by state-level policies, including but not limited

to policies directly explored in this paper, and other political influences and budgetary
priorities.32 In lower-adopter states, there may be missed opportunity for linking patients
with social services given that all FQHCs are federally required to provide enabling services,
such as eligibility assistance for the “provision of medical, social, housing, educational,

or other related services.”” This in turn may exacerbate between-state inequities in access
to social services and associated health outcomes, although there still remain significant
differences in between-state availability of social services.32 More so, in January 2021,

the Centers for Medicare and Medicaid Services issued guidance indicating that FQHCs
could be reimbursed with Medicaid dollars to screen patients for social needs, collect and
analyze social needs data to develop interventions, or co-locate social services,33 suggesting
that implementation of social risk screening may be driven by state-led Medicaid payment
and delivery efforts. Participation in innovative Medicaid delivery models such as Medicaid
ACOs that include quality metrics associated with social risk screening and aim to integrate
social services with physical and behavioral services may also increase adoption.3* Recent
evidence suggests that Medicaid ACO participation is associated with a higher likelihood
of social risk screening and screening for more social risks,13:1° as supported by the study
results.

Results suggest that, after accounting for Medicaid ACO status and select other
organizational characteristics, FQHCs with Medicaid MCO contracts—health insurance
plans that provide comprehensive benefits to Medicaid beneficiaries—were somewhat less
likely to have social risk screening capabilities. Though this may be due, in part, to
collinearity with other organizational characteristics, this suggests that there are untapped
opportunities to leverage MCQOs to promote social risk screening. States can direct MCOs
to implement alternative payment models that incentivize providers to screen for social risk
factors, or they can require MCOs to collect these data from participating providers. They
can also require use of a standardized screening tool. As of 2019, among 40 states with
MCOs, 25 reported having an MCO contract requirement to screen enrollees for social risk
factors and 28 required that enrollees are referred to social services.2” Modifying managed
care contracts to incentivize social risk screening and linkages to social services could
further accelerate adoption,3° and this may be particularly important in states without other
adoption mechanisms such as Medicaid ACOs.

About 1 in 4 FQHCs that screened for social risks did not use a standardized tool or a
modified standardized tool, which could limit the ability of FQHCs to aggregate and share
data with other practices or providers.36:37 Non-standardized screeners may also impact the
number and types of risks that are assessed and in turn addressed. Further research is needed
to understand the content of non-standardized tools used by U.S. FQHCs and if and how
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lack of having a standardized or modified standardized tool may affect the ability of FQHCs
to understand and address important social risk factors.

Finally, although this study focuses on social risk screening as a structural measure, it

is important to note that screening capability does not equate to adequately screening all
patients (a process measure) nor addressing the unmet social needs of patients. Though
adopting a social risk screening tool may be an important first step to identifying and
addressing social risks of patients, there is likely significant heterogeneity in when, where,
and how often FQHCs screen patients, where the reported extent of social risk screening
may also depend on the survey language used when FQHCs are asked about screening
implementation.38 It is critical that further research is conducted to better quantify the extent
to which patients are screened for social risks within U.S. FQHCs. Furthermore, beyond
screening, addressing unmet social needs among patients who want assistance requires
developing relationships with community partners, maintaining updated resource lists, and
creating appropriate workflows and referral processes,20 frequently including some degree
of data sharing, all of which are resource-intensive activities. However, there is limited
evidence to date on how providers can effectively address social needs,3%41 and even
organizations that are committed to addressing the social needs of patients continue to face
considerable challenges.3” For instance, FQHC survey data from 2014 found that only 8% of
patients reported receiving FQHC assistance to address basic needs such as food, housing, or
employment, despite large proportions of patients reporting social risk factors.> For FQHCs
that do not screen for social risks, this could in part be due to provider disinterest in
screening if they do not otherwise have resources, partnerships, or appropriate workflows in
place to actually address the needs of patients. Thus, efforts to incentivize screening must

be coupled with investment in social services, community organizations, and organizational
resources that empower providers to address patients’ social risk factors. This is particularly
critical now, during the coronavirus disease 2019 (COVID-19) pandemic, when underlying
social risks of low-income patients have risen to historic levels.42-44

This study has limitations. First, although it examined the relationship between select FQHC
characteristics and the probability of using social risk screening tools, these estimates should
be interpreted as associations only. For instance, states that are already more invested in
addressing the social needs of patients may be more likely to implement a Medicaid ACO;
causality or directionality cannot be inferred from any of the results. Second, though this
study captures whether FQHCs have adopted a social risk screening tool (a structural
measure), it does not capture the percentage of the FQHC population that has been

screened (a process measure), where the latter may be a more useful measure of impact.
Although valid data on percentage of patients screened across all U.S. FQHCs are currently
unavailable, in the future, standardized EHR documentation that allows for valid national
reporting of patient screening rates and positivity rates by domain would enable research

in this area. Third, screening for social risk does not imply that patients’ social needs are
being addressed, which the authors were also unable to measure in this study. Finally, this
study was limited by the organizational characteristics reported in UDS, and it possible
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that other characteristics (e.g., number of full-time equivalents, FQHC-related capabilities,
management or leadership) could drive adoption of social risk screening.1’

CONCLUSIONS

There has been widespread adoption of social risk screening tools across U.S. FQHCs.
However, vast between-state disparities exist, where FQHCs in states with Medicaid ACOs
are significantly more likely to have social risk screening capabilities. In low-adopter

states, there may be missed opportunities for linking low-income FQHC patients with

social services and supports. Targeting social risk screening resources and support to
smaller, less resourced FQHCs may be one way to increase social risk screening at the
remaining FQHCs. Finally, there remain untapped opportunities to leverage Medicaid MCOs
to promote social risk screening.
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Percent of FQHCs with social risk screening capabilities (N=1,384)

Of FQHCs with social risk screening capabilities (N=978), which screener(s) are used??
PRAPARE 43% |

omains _11%]

-
<

ither standardized screener b 25%

Jo standardized screener 22%

Figure 1.
Rates of social risk screening capabilities across all U.S. FQHCs (2019).

8FQHCs may report using more than one screener and therefore, distributions of “which
screener(s) used” do not add up to 100%.

b»Qther standardized screener” is inclusive of modified versions of the other listed screeners.
¢ “Capabilities” indicates any social risk data collection (yes/no) and not the extent of data
collection.

FQHC, Federally Qualified Health Center; PRAPARE, Protocol for Responding to and
Assessing Patients” Assets Risks and Experiences; AHC, Accountable Health Communities;
WECARE, Well Child Care, Evaluation, Community Resources, Advocacy, Referral,
Education; iHELP, Income, Housing, Education, Legal Status, Literacy, Personal Safety.
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Figure 2.
Percent of FQHCs with social risk capabilities by state, unadjusted (2019).

Notes. States with fewer than 5 FQHCs have wider Cls around screening adoption rates.
This includes the states of Delaware, North Dakota, and South Dakota, plus all territories
except for Puerto Rico. However, because the data include the universe of FQHCs in the
U.S., rather than a sample, data are reported for each state regardless of number of FQHCs.
FQHC, Federally Qualified Health Center.
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Table 1.

Characteristics of FQHCs With Versus Without Social Risk Screening Capabilities (2019)

Page 14

Characteristics

Screen for social risk N=978
FQHCs, serving 22.9 million

Do not screen for social risk
N=406 FQHCs, serving 7.0

Difference

patients million patients
Age, years, %
0-17 26.5 26.7
18—-64 62.7 62.2
265 10.8 11.2
Female, % 56.2 56.7
Race/ethnicity, %
White, non-Hispanic 415 39.8
Black, non-Hispanic 18.4 18.5
Hispanic 28.3 28.8
Asian, non-Hispanic 34 2.8
American Indian/Alaskan Native, non-Hispanic 17 2.9 *
Other race, non-Hispanic 5.8 75 *
Poverty level, %
Below 100% FPL 64.0 65.1
Above 200% FPL 10.7 10.5
Insurance coverage, %
Medicaid 434 41.1
Medicare 11.2 10.9
Other public 0.7 0.7
Private 20.8 20.1
Uninsured 239 27.2 i
Other patient characteristics, %
Experiencing homelessness 77 5.7
English is not primary language 19.8 19.7
Sexual minority 49 41
Veteran 1.8 1.6
FQHC-level characteristics
Urban service area, % 63.2 56.2 el
Number of unique patients, 7 23,368 17,200 HAA
Total revenue/patient, $ $458 $552 *
EHR use, % 99.7 99.3
Medicaid managed care contract, % 23.1 254
State-level characteristics (excluding territories), %7
Medicaid expansion state of 2019 72.1 63.5 il
Active state Medicaid ACO 23.7 111 Hk

Notes.

£<0.05;
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Ak
p<0.01;

Aok

£<0.001.

aEchudes FQHCs located in the 8 US territories; when including territories, 71.0% vs 60.8% were located in a Medicaid expansion state and
23.3% vs 10.6% were in a Medicaid ACO state (p<0.001).

FPL, federal poverty level; EHR, electronic health record; ACO, accountable care organization; FQHC, Federally Qualified Health Center.
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Adjusted Association Between Key FQHC Characteristics and Probability of Having Social Risk Screening

Capabilities”
Variable Difference in probability of social risk screening capabilitiesb (95% ClI) p-value
Percent patients who are uninsured
ql: 0—<11.5% ref ref
g2: 11.5—<20.6% 7.27 (—0.54, 15.08) 0.068
g3: 20.6—<32.8% 4.38 (—3.00, 11.78) 0.24
04: 232.8% 5.14 (—1.98, 12.27) 0.154
Urban service area (ref=rural) 4.03 (—2.48, 10.54) 0.22
FQHC size
g1: >25,892 unique patients ref ref
2: 13,146 to 25,862 pts —3.20 (—10.57, 4.16) 0.387
g3: 6,530 to 13,146 pts —9.15 (—2.98, —15.31) 0.004
g4: <6,530 pts —14.29 (—7.58, —21.00) <0.001
Total revenue ($)/1,000 patients served —1.92 (—4.62, 7.80) 0.16
FQHC has Medicaid managed care contract —9.50 (—4.80, —14.20) <0.001
Medicaid expansion state as of 2019 5.50 (—1.88, 12.89) 0.141
Active Medicaid ACO in state 15.22 (9.07, 21.37) <0.001

aN:1,384 federally qualified health centers (FQHCs), representing 29.8 million FQHC patients across all 50 U.S. states, the District of Columbia,

and 8 U.S. territories, based on data from the 2019 Uniform Data System (UDS).

All coefficients are based on results from a linear probability regression model that adjusts for percent of patients who are uninsured, FQHC size
(number of patients), urban vs rural service area, total revenue per 1,000 unique patients served, location in a Medicaid expansion state, location in
a state with an active Medicaid accountable care organization (ACO), and participation in at least 1 Medicaid managed care contract, with robust

SEs clustered at the state-level. Boldface indicates statistical significance (p<0.05).
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