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Original Research

Community Health Center Staff Perspectives on
Financial Payments for Social Care

JUSTIN M. LOPEZ, ∗ HOLLY WING, † SARA L . ACKERMAN,†

DANIELLE HESSLER, † and LAURA M. GOTTLIEB†

∗University of California, Berkeley–University of California San Francisco Joint Medical
Program; †University of California, San Francisco

Policy Points:

� State and federal payers are actively considering strategies to increase the adoption of
social risk screening and interventions in health care settings, including through the
use of financial incentives.

� Activities related to social care in Oregon community health centers (CHCs) provided
a unique opportunity to explore whether and how fee-for-service payments for social
risk screening and navigation influence CHC activities.

� CHC staff, clinicians, and administrative leaders were often unaware of existing finan-
cial payments for social risk screening and navigation services. As currently designed,
fee-for-service payments are unlikely to strongly influence CHC social care practices.

Context: A growing crop of national policies has emerged to encourage health care deliv-
ery systems to ask about and try to address patients’ social risks, e.g., food, housing, and
transportation insecurity, in care delivery contexts. In this study, we explored how commu-
nity health center (CHC) staff perceive the current and potential influence of fee-for-service
payments on clinical teams’ engagement in these activities.

Methods: We interviewed 42 clinicians, frontline staff, and administrative leaders from 12
Oregon CHC clinical sites about their social care initiatives, including about the role of exist-
ing or anticipated financial payments intended to promote social risk screening and referrals
to social services. Data were analyzed using both inductive and deductive thematic analysis
approaches.
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Findings: We grouped findings into three categories: participants’ awareness of existing or
anticipated financial incentives, uses for incentive dollars, and perceived impact of financial
incentives on social care activities in clinical practices. Lack of awareness of existing incen-
tives meant these incentives were not perceived to influence the behaviors of staff respon-
sible for conducting screening and providing referrals. Current or anticipated meaningful
uses for incentive dollars included paying for social care staff, providing social services, and
supporting additional fundraising efforts. Frontline staff reported that the strongest motiva-
tor for clinic social care practices was the ability to provide responsive social services. Clinic
leaders/managers noted that for financial incentives to substantively change CHC practices
would require payments sizable enough to expand the social care workforce as well.

Conclusions: Small fee-for-service payments to CHCs for social risk screening and navigation
services are unlikely to markedly influence CHC social care practices. Refining the design
of financial incentives—e.g., by increasing clinical teams’ awareness of incentives, linking
screening to well-funded social services, and changing incentive amounts to support social
care staffing needs—may increase the uptake of social care practices in CHCs.

Keywords: social risk screening, community health centers, community health workers, fi-
nancial incentives.

A growing body of evidence indicates that social and economic
conditions—including food, housing, and transportation insecurity—shape
health care access and behaviors. This has led health care systems to ask about

and increasingly attempt to address patients’ social risks in the context of care deliv-
ery with the goal of improving health and reducing health care costs. Collectively,
health care activities to identify and intervene on social risks or to otherwise mitigate
the impacts of social risks on health and health care use are increasingly referred to as
“social care” initiatives.1

Community health centers (CHCs) face unique facilitators and barriers to incorpo-
rating social care activities. The CHC movement was founded in the 1960s as part of
the War on Poverty2; as such, many CHCs share a commitment to caring for socially
and economically marginalized populations. This commitment and related federal
mandates for CHCs have meant that many of these clinics were early adopters of so-
cial risk screening,3,4 and most provide multiple enabling services (services such as
transportation, translation services, food aid, and other social services).5 CHCs also
contend with high staff turnover, chronic understaffing, and budgetary constraints,
however, barriers that were exacerbated during the COVID pandemic and together
may make it difficult to sustainably provide well-integrated social and medical care
services.6

Prior research on social care in CHCs and similar safety-net primary care settings
has found that interdisciplinary teams [including social care staff such as social
workers and community health workers (CHWs)] and technology tools [e.g., social
screening tools embedded in electronic health records (EHRs)] facilitate social
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risk screening and interventions.7–11 Other research has shown that staff training,
dedicated team workflows (e.g., assigning staff to perform screening activities), and
quality improvement initiatives (e.g., plan-do-study-act cycles) also can influence
uptake.12–17 In parallel, several recent studies have underscored that lack of time and
lack of adequate resources continue to be important obstacles to social care adoption in
busy safety-net primary care clinics.7,18–23 None of the existing research on social care
implementation has explicitly examined the influence of fee-for-service payments
on the adoption of social care practices in safety-net settings. Related research,
however, has suggested that participation in value-based payment models (e.g.,
Accountable Care Organization participation) has not spurred investments in or
uptake of social care as much as originally anticipated, even in settings serving
low-income patients.24,25

Because financial incentives for social risk screening and navigation to social ser-
vices are emerging in an increasingly wide array of state and federal initiatives—e.g.,
programs from the National Commission for Quality Assurance and the Centers for
Medicare and Medicaid Services (CMS) that will affect health plans, hospitals, and
other care delivery systems—it is an opportune time to explore the influence of fi-
nancial incentives on social care practices. In this paper, we present the perspectives
on fee-for-service payments as well as more generally on financial incentives for social
care from CHC administrative leaders, clinicians, and frontline staff working in Ore-
gon clinics participating in one or more social care implementation initiatives and all
of which concurrently served patients potentially eligible for state Medicaid-funded
social services.

Methods

Study Setting and Design

Beginning under a state Medicaid waiver in 2012 and extended in 2017 and 2022,
the Oregon Health Authority (OHA, Oregon’s Medicaid agency) granted flexibili-
ties to the state’s coordinated care organizations (CCOs, a novel blend of accountable
care and managed care organizations) to fund a range of services to address bene-
ficiaries’ social needs. OHA’s “Flexible Services” program enables CCOs to pay for
services outside traditional health care services if such expenses could improve health
outcomes and reduce spending growth. Both CHCs and other health care providers
across Oregon can request that CCOs cover social services for CCO members, includ-
ing services such as housing rental assistance, cell phones, nonmedical transportation,
clothing, or employment services.26 Although there is no guarantee that requests for
services will be approved, a 2017 report on the waiver suggested that CCOs approve
a high share of the total requests received.26 Nonetheless, evaluations of the Medi-
caid waiver programs have indicated that the overall uptake of flexible services has
been lower than anticipated; as of 2019, flexible services spending was only 0.36%
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of total member spending.27,28 In 2023, OHA also launched a new social risk screen-
ing incentive under its health plan pay-for-performance metrics that will be tied to
payment in future years. Although the quality metric was not live at the time of
the interviews conducted during this study and is specifically targeted to CCOs, the
state metric development process spanned several years and included many different
Medicaid-serving partners, including CHC leaders from around the state.

Against this backdrop, two large pragmatic initiatives focused on social care im-
plementation were introduced in select Oregon CHCs between 2016 and 2018, each
lasting 3 to 5 years. The concurrence of these efforts in the Oregon Medicaid context
provided a unique opportunity to explore the impacts of financial incentives on the
uptake of social care practices in CHCs.

One of these large implementation initiatives was the CMS Innovation Center’s Ac-
countable Health Communities (AHC) demonstration, which began in 2016 and ini-
tially supported 32 health systems across theUnited States to develop and test amodel
of social risk screening and navigation for Medicare and Medicaid beneficiaries.29 In
Oregon, the AHC grantee provided financial payments to all participating clinical
sites (not all of which were CHCs) for each social screening completed with Medi-
care or Medicaid patients ($10 per screening during the first year of participation;
$2 per screening for the subsequent 30 months of the demonstration). Screening
questionnaires used in each AHC-participating site included a core set of questions
provided by the funder to assess housing, food, transportation, utilities security, and
interpersonal violence.30 Participating sites also were eligible to receive an additional
$100/client for providing up to 12 months of navigation services to clients endorsing
social risks. Eight AHC clinical sites were CHCs that provided primary care. Seven
of these CHCs agreed to participate in this study. All AHC CHCs developed internal
lists of community resources. The Oregon AHC grantee additionally provided partic-
ipants access to an online platform in which social risk screening data documentation
prompted a report containing a list of community resources tailored to each patient’s
screening results.

A second pragmatic trial related to social care (Approaches to CHC Implemen-
tation of SDH Data Collection and Action [ASCEND]) was launched in 2018 by
OCHIN (not an acronym). OCHIN is a nonprofit health care innovation center that
offers a fully hosted, highly customized instance of Epic practice management and
EHR solutions to over a thousand care delivery sites across the United States. The
OCHIN ASCEND study provided 26 clinical sites (not all based in Oregon and not
all providing primary care) 6 months of implementation supports to facilitate clinic
uptake of relevant EHR tools that were also available to all OCHIN clinics. The
EHR tools have been described in previous publications31,32; they included tools for
identifying patients due for social risk screening, documenting and reviewing screen-
ing results, and ordering social service referrals.33,34 The EHR infrastructure (includ-
ing the screening tools but also patient social risk summaries and population-level
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data dashboards) was available to all OCHIN member clinics and remained available
after the ASCEND study ended. The implementation supports specific to the AS-
CEND trial included practice coaching in how to use or adapt these tools in clinic
workflows. Participating clinics were encouraged to select from a range of social risk
screening questions already available in the OCHIN EHR platform, including ques-
tions from the Protocol for Responding to and Assessing Patients’ Assets, Risks, and
Experiences tool (Prapare.org)35 and the AHC demonstration project’s approved
screening questions (see Appendix).30 No financial payments were provided directly
to clinics participating in the ASCEND trial based on the number or quality of social
risk screenings conducted.
CHCs participating in the Oregon AHC and ASCEND projects incompletely over-

lapped, which enabled us to study the impacts of the two models and thereby better
explore the array of supports needed for launching and sustaining social care activi-
ties. For this study, eligible clinics were Oregon-based OCHIN-member CHCs with
embedded primary care and involvement in one or both of the two initiatives.

Participants

Fourteen OCHIN-member CHC clinic sites were eligible for this research. Partic-
ipating clinics were targeted for study recruitment 9 to 12 months after the site’s
implementation of AHC or ASCEND in the case of clinic sites participating in only
one initiative or 9 to 12 months after the implementation of the second initiative in
the case of clinic sites participating in both initiatives. Clinic enrollment in each pro-
gram also was staggered. AHC program implementation occurred gradually after the
program’s launch, and ASCEND implementation was conducted in several waves.
Twelve clinics agreed to participate. Five of the 12 clinics were involved in the

ASCEND study only, three were involved in the AHC only, and four clinics were in-
volved in both ASCEND and AHC. All participating clinics participated in either or
both of the ASCEND and AHC programs between September 2018 and April 2022,
although start and end dates varied based on the program. All clinics except one were
part of larger, networked CHCs, which meant that 11 of 12 clinics acted under a net-
work administrative leadership team located outside of the clinical delivery setting,
although a clinic-specific leadership team also sat inside the delivery setting. Clinics
were at various stages of implementation at the time of the staff interviews; clinics
in the ASCEND project had already received 6 months of implementation supports
through the trial’s intervention. Those participating in AHC were still eligible to
receive financial supports at the time of the interviews. All clinics used the OCHIN
EHR Epic platform, which meant that at the time of the interviews, all had access to
the EHR-based technology supports for social care that OCHIN had made available
to all members, including EHR social risk screening summaries and dashboards.32

http://Prapare.org
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Table 1. Participant Characteristics

Clinic Role Description
Number of

Interviews (N)

Administrative
leader

Practice managers, quality improvement
directors, team leads, clinician leaders,
and individuals familiar with social
risk screening at participating clinic
and how screening and referrals were
incorporated into practice

17

Clinician Advanced practice clinicians involved in
social risk screening/referral and have
no administrative leadership role

3

Frontline staff Clinical managers, medical assistants,
community health workers, care
coordinators, patient navigators, social
workers, nurse case managers, and
registration staff

22

Additionally, all clinics could refer CCO-enrolled patients to the CCO to apply for
support for social services under the OHA Flexible Services program.

After agreeing to be involved in this research study, clinic leaders were asked to
identify a social care “clinical champion” (e.g., practice manager, quality improve-
ment director, administrative leader) in their setting. The champion was interviewed
in each participating clinic and then asked to suggest two to four additional infor-
mants involved directly or indirectly with social risk screening and/or navigation at
their respective health center whom they thought should be approached as study key
informants. Participants ultimately included both administrative and frontline clini-
cal staff (e.g., clinical managers, medical assistants, CHWs, care coordinators, patient
navigators, social workers, and registration staff) and clinicians (e.g., physicians and
advanced practice providers). See Table 1 for detailed participant characteristics.

Data Collection

Semistructured interviews with all study participants were conducted between
November 2020 and December 2021. Although key informant recruitment was de-
layed in six clinics secondary to the COVID pandemic and state wildfire emergencies,
the AHC-participating clinics continued to be eligible to receive fee-for-social-care-
services payments throughout the study period. An interview guide was developed to
elicit participants’ views of organizational efforts to understand and address patients’
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social risks, understanding of processes related to social risk screening and referrals
in their clinic settings, and experiences with the AHC and ASCEND programs—
including specific questions related to financial and other incentives designed to in-
crease uptake. Interviewees from clinics participating in AHC were asked about their
understanding of current AHC-sponsored fee-for-service payments, other existing in-
centives for social care, and how any incentives influenced existing social care work-
flows. Interview guides also included a question about the participant’s perception of
the hypothetical role for social care incentives. Interviewees from ASCEND-only par-
ticipating clinics were asked about any exposure to incentives for social care and their
influence on current practices, as well as the same question about the hypothetical
role for social care incentives. All participants provided informed consent. Interviews
took place virtually using Zoom video conferencing, lasted approximately 60 min-
utes, and were audio recorded. All interviews were professionally transcribed. The
research was approved by the University of California, San Francisco’s Human Re-
search Protection Program. Access to study data is limited because OCHIN research
agreements are designed to protect clinic anonymity.

Data Analysis

Interview transcripts were compiled and analyzed through Dedoose, an online qual-
itative data management and analysis application (https://www.dedoose.com/). The
first phase of analysis involved reading transcripts and developing a set of codes to
organize the data. Our “integrated approach” to coding focused on deriving deduc-
tive codes from a list of topics of interest to the research team a priori and developing
inductive codes to capture topics that emerged spontaneously in interviews.36 Af-
ter developing a codebook, at least two members of the research team coded each
transcript. Differences in coding were compared and discussed until consensus was
reached.
The overarching findings from the qualitative analysis have been published

elsewhere.37 The current analysis examined a subset of codes and coded interview data
identified during the original analysis related to “External Financial/Material Sup-
port” and/or “Recommendations for improving screening/referral”—including infor-
mants’ comments about existing and ideal incentive scenarios. In this deep dive on
financial incentives, two research team members reviewed the original data related
to incentives and iteratively developed incentive-specific subcodes: knowledge of in-
centive, content of incentive, allocation of incentive, and impact of incentive. The
research team met regularly to discuss the related subcodes and to resolve any differ-
ences in understanding and interpreting those subcodes. This collaborative process of
data analysis involved both inductive and deductive interpretation and was based on
thematic analysis as described by Boyatzis and further developed by Deterding and
Waters.38,39

https://www.dedoose.com/
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Results

A total of 42 CHC administrative leaders, clinicians, and frontline staff members
from 12 CHC clinics participated in interviews. Nineteen interviews were conducted
with participants from the seven clinics eligible to receive fee-for-service payments for
social risk screening and navigation services provided as part of the AHC demonstra-
tion; 23 interviews were conducted with participants from 5 clinics that had received
6 months of implementation supports for social screening and navigation as part of
the ASCEND program but no fee-for-service payments through the AHC program.
Clinics ranged in size, serving 700 to greater than 12,000 patients annually; four clin-
ics resided in rural areas. See Table 2 for other clinic and participant characteristics.
All participating clinics served Medicaid beneficiaries who, under Oregon Medicaid
waivers, could be eligible for social services support through their CCO.

Participants’ comments about incentives were separated into three categories:
awareness of financial incentives, uses for incentive dollars, and perceived impact of
financial incentives on social care adoption. Findings related to each of these cate-
gories are detailed below, and illustrative quotes are presented in the Appendix Table.
Although findings related to each section are presented separately, categories inter-
sected; e.g., awareness of the financial incentives impacted the extent to which partic-
ipants understood the incentive’s influence on the clinical team’s social care behaviors.

Participants’ Awareness of Financial Incentives

Awareness of the AHC program’s fee-for-service payments for screening and naviga-
tion services varied by the role of the interviewee in the CHC. Most (nine of ten) staff
who had experience conducting screening (e.g., registration staff, patient navigators,
CHWs, and clinicians) in either AHC or AHC + ASCEND demonstration clinics
were not aware of the program’s financial incentives. In cases across all clinic cate-
gories (AHC, AHC + ASCEND, ASCEND), frontline staff members participating
in the study suggested that the research team discuss incentives instead with mem-
bers of the CHC administrative leadership. Several frontline staff reported “feeling”
as if there was a financial incentive but did not know program details. In these cases,
staff sometimes noted that their health center had a pool of money from which the
clinic provided direct aid to patients, but they were often unsure where the funding
came from or how it was allocated.

Administrative leaders were more likely to be aware of financial incentives than
frontline staff and clinicians, but awareness of the incentives among these leaders
still varied even in clinics participating in the AHC demonstration. For instance,
of the seven administrative leaders we spoke with in AHC clinics, five understood
that there were fee-for-services payments in the AHC demonstration, but only two
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of those five were aware of the specific dollar amounts of those payments. In other
words, not all administrators, even in clinics receiving money for conducting social
risk screening and providing navigation services, were aware of the associated pay-
ments their clinic would receive. Only one staff member from one clinic (a clinic
team supervisor) reported receiving training about the incentive. Across multiple
clinics, administrative leaders were aware that quality measures related to both social
screening and navigation to social services were on the state Medicaid program’s hori-
zon. One leader noted that they were participating in social care programs so that they
would be prepared when those quality measures were finalized. Several participants
also were aware that they could complete applications on behalf of their patients to
solicit support for social services from the patient’s CCO.

Uses for Incentive Dollars

In the AHC-participating clinics, when study participants were familiar with the
demonstration’s fee-for-service payments, they described how CHCs already allocated
or planned to allocate the incentive dollars. They and participants from ASCEND-
only clinics also described hypothetical use cases.

In some clinics, teams described that the funds would be used to pay for clinic-
level resources, e.g., hiring more social care staff (including CHWs) or increasing
staff hours. One frontline staff participant expressed hope that the incentives would
go to “Employing more social care navigators because it’s a lot of work, and with the
size of the clinics that we have, with one person, it’s not enough. I always felt like I
wanted to split myself into 10, and I couldn’t.”

In other cases, incentives were already or expected to be pooled with funds from
other grants and/or from private donors and used to pay for social services for patients.
For instance, staff from several clinics belonging to a group of networked clinics de-
scribed that their network pooled funds into a “flex fund,” which was a multisource
pool of money that went toward assisting patients with needs such as food, rent,
utility bills, and transportation. (This was distinct from flexible services available
through the CCO.) Both administrative leaders and frontline staff described that flex
fund and provided examples of direct patient uses. But several simultaneously re-
ported lack of clarity about how the AHC incentive dollars reached the fund, and
several participants expressed little confidence that the AHC dollars actually made it
to the flex fund. For instance, another frontline staff participant noted the following:

“So when the AHC program started, we were informed that there would be incen-
tives and we asked where that money was going to go. We advocated it should go
to the patients…for rental assistance. But when we signed up for this program,
we didn’t get an answer. I think it was around last year, when we heard that, if we
did do a screening, it would go towards our patient flex funds, which is the pro-
gram we used to help for food, rental assistance, utilities. It’s hard to see if that’s
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happening, I choose to believe that it is. Because we do get funding, but the ma-
jority of the funding comes from donors and grants. Due to the pandemic, there’s
been a rise of that. So we have funds, but I can’t say whether a percentage came
from the reimbursement, I just believe that it is occurring.”

A third use case for the incentives was less direct but anticipated to lead to the
same outcomes (increasing social care staff and providing social services). In this case,
participants described that if the incentives for screening, particularly increased doc-
umentation of social needs, it might in turn support the clinic’s future fundraising
efforts. In other words, more documentation of their population’s specific needs could
help the staff demonstrate the clinic’s eligibility for other, larger grants that could
support them to hire social care staff, strengthen partnerships between clinics and
community groups, or pay for more social services.
In no cases did the clinic staff report that financial incentives were passed on to

clinic employees; one interviewee described county laws prohibiting the use of in-
centives for the purchase of employee gift cards.

Perceived Impact of Financial Incentives on Social Care
Uptake

Whether participants worked in clinics receiving incentives or not, opinions varied
regarding the current or potential impact of financial incentives on the uptake of
social risk screening or navigation. Perceptions that incentives had relatively little
impact on the clinical team’s practices came in three distinct flavors. First, although
a few participants hoped that the incentive programs would be an important part of
more comprehensive strategies to fund new staff and/or to increase hours allotted to
staff for social care–related activities, a more dominant sentiment was that incentives
were unlikely to be large enough to overcome barriers to supporting the needed train-
ing, workflows, and workforce required to establish new or strengthen existing social
care pathways. As one administrative leader framed it,

“I mean, it’s a lot of work every day. And, we often don’t have time to stop and
do everything we want to with the patients. It’s unlikely that having a monetary
incentive is really going to make a difference for us on the ground, I guess. They
can tell us that, they often do with, ‘Oh, we’re going to get a grant if we do this,’
and we still don’t have enough motivation to do anything about it, because I just
don’t have time to put in an extra dot phrase, or ask every patient this particular
question that I don’t think is relevant to every single patient, or whatever the ask
is.”

A second group of participants that lacked confidence that financial incentives were
or could be influential on social care practices shared a different perspective. These
participants thought that social care was fundamentally part of CHCs’ social mission.
In these cases, participants indicated that the financial incentive was likely irrelevant
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because their CHC would do this work regardless of financial reward. For example,
one frontline staff participant commented,

“I guess because everybody who is in this position is really passionate about the
work that they do, there hasn’t really been a need to incentivize. We’re all pretty
good aboutmaking sure we are screening our patients ormaking those connections,
at least offering the services, even if the patients don’t reach out or reach out at a
later date.”

Several participants from one AHC clinic location described a corollary rationale to
explain why the fee-for-social-care-service payments did not directly influence their
team’s short-term behavior. This group flagged concerns about the design of the AHC
program, which as a CMS Innovation Center program is designed for Medicare and/or
Medicaid beneficiaries. Study participants from that particular CHC were disinclined
to develop different care workflows for patients based on their health benefits, essen-
tially underscoring the misalignment between the current benefit design and their
clinic’s social mission. As one administrative leader explained,

“And the other part that I think we had to kind of work around, and we worked
with AHC to figure out, is that a lot of our patients have Medicaid and some
have Medicare. A lot of our patients are underinsured. And we didn’t want to
have a different process for patients based on insurance status. We didn’t want to
unintentionally prioritize screening for certain groups.”

A third concern raised by participants who were not sure the incentives influenced
or could influence clinical teams’ behaviors was that the screening and navigation
activities would not lead to changes in patients’ social conditions. They described the
tension between standardizing social care activities absent funding for meaningfully
addressing identified social needs. They did not see that financial incentives paid to
clinics could ever achieve a significant reduction in patients’ experiences of social
adversity. One frontline staff participant commented,

“Partly that’s because it comes back to that thing of you don’t want to put yourself
in a position where you’re constantly asking people what they need and then not
satisfying their need because the trust that I build with the people that walk up to
my window, I hold in high value. No, I did not want to put myself in a position
where I was constantly asking people what they need and then not providing any
response to that.”

In contrast, other participants across administrative leadership, clinical, and front-
line staff roles endorsed the impact (or potential impact) of financial incentives on
social care practices in CHC settings because they could envision that the incentive
dollars to clinics would directly translate into funding to support social services that
would reduce patients’ needs. For instance, this was the case in clinics where partic-
ipants indicated that the AHC money would be put into the clinic’s flex funds or
otherwise be given to patients. As one administrative leader stated,
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“[The incentive] definitely did [feel impactful] because it was like, oh, this is great.
This is an ability for us to get programs going. So we were looking at using this
money to buy cell phones for patients or prepaid cards or shoes, food, like do more
food banks, go to wellness programs that we have here.”

These and other participants indicated that bigger incentives (more
money/incentive) would more strongly influence the clinical team’s screening
behaviors precisely because they would be more likely to affect patients’ social
conditions. For instance, one frontline staff participant commented,

“So I feel like if we could have more money, it would be to be able to directly
impact the patients. Because I know that right now we’re only offering $250 just
because of the amount of money that we received. But I know in the past they
were covering whole rents, like I think $5,000, $2,000. I’m like, if we could do
that again, that would be amazing. So I guess for me, it’s just being able to impact
them more directly is what I would want in a perfect world.”

Multiple participants in this group that thought incentives could be influential
believed that they would be motivated if incentive dollars were given directly to
patients completing screening forms, although none of the CHCs in the study was
doing this. Frontline staff—including CHWs—indicated that this shift alone would
motivate them to increase social screening practices and then to make more referrals
to social care staff. One participant indicated that $5/patient screening would be
sufficient to motivate the staff member to encourage screening.

Discussion

This is the first study of which we are aware to explore the perspectives of CHC clin-
ical teams on how financial incentives might influence the uptake and sustainability
of social risk screening and navigation services in CHC settings, which serve many
patients experiencing social and economic barriers to health promotion and disease
management. Almost half of our study participants worked in clinics participating
in a program already offering fee-for-service payments for social risk screening and
social services navigation. All of the clinical teams we spoke with in this study could
refer patients to the Oregon Medicaid CCO Flexible Services program, in which there
was a high likelihood that requests to cover select social services would be granted.26

Clinic staff and clinicians that had been participating in the AHC demonstration
for over 1 year were rarely aware of the program’s fee-for-services payments for social
risk screening and navigation services, although several participants were aware that
the state of Oregon was considering quality measures related to social risk screen-
ing. Because the AHC program was time limited and not all patients served by the
CHCs were eligible for reimbursements, it is possible that clinic leaders who initially
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committed the clinic to participating in the program did not invest substantial re-
sources in either the initial or ongoing training and education about them; the ad-
ministrative leaders making decisions about participation also sometimes were phys-
ically removed from networked clinics that were responsible for providing services.
These together may have led to a lack of awareness of the AHC fee-for-service pay-
ments for social care. Awareness of incentives, not surprisingly, has been shown in
other studies to affect the uptake of desired practice changes. For instance, a study
on incentives for specific care changes in accountable care organizations showed that
few care providers were aware of incentives at all, fewer were aware of the specific
components of those incentives, and furthermore, lack of awareness of the incentives
was associated with difficulty adopting new care recommendations.40 Across Oregon
clinic teams we spoke with, interestingly, few participants even mentioned the op-
portunity to support patients with social needs to apply for the state-sponsored and
CCO-mediated program that could help to pay for select social services. That find-
ing is consistent with a 2017 report to the state suggesting that low uptake of CCO
Flexible Services benefits was in part due to difficulty spreading the word about the
program to clinical teams.26 Although the CCO benefit is not a financial incentive
provided to the clinic, the finding similarly underscores the challenges associated
with communicating information about available social care programs.

A logical next question, however, is whether increasing awareness of financial in-
centives would then lead clinical teams to adopt social care practices. In fact, there
already is mixed evidence about the effectiveness—and sustained effectiveness—of
financial incentives on the uptake of more common clinical practices, such as al-
cohol screening,41 diabetes management,42 immunization administration,43–45 and
colorectal screening.46–48 One study on pay-for-performance incentives, specifically,
noted that they also can have a wide range of unintended consequences, includ-
ing leading to “box-ticking” or rote activities that do not contribute to meaningful
changes in the quality of care.49

In our interviews, despite believing that social care was consistent with their over-
arching organizational mission, staff described multiple, deeply embedded barriers to
social care, which together suggest that financial incentives are likely to be less im-
pactful for social care than for other clinical care activities. These reasons included that
the staff and workflows for social care differ markedly from other clinical pathways
and therefore require more resources. This is consistent with the related literature on
social risk screening that has not explored financial incentives but has identified other
key clinical barriers to social care practice adoption.7,18–23 In our study, multiple par-
ticipants noted that financial incentives would have to be either sizable enough to
overcome those clinical staff and workflow barriers or, alternatively, directly benefit
patients by paying for social services. Both pathways would eventually lead to what
participants believed could be meaningful changes in patients’ social conditions. Im-
portantly, the availability of the CCO-mediated program that would pay for CCO
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patients’ social services did not seem sufficient, perhaps because the teams were not
aware of it or because CCO-level funding for social services was too distal to influence
CHC staff practices.
Multiple frontline staff, clinicians, and administrative leaders in the study indi-

cated interest in paying patients directly for completing social risk screenings. This
idea is similar to the desire to provide social services through the clinic but could be
a less resource-intensive approach to overcoming the concern that the clinic is un-
able to offer adequate and responsive social supports.18,50–61 That said, other research
has shown that patient-directed incentives do not consistently lead to improvements
in the delivery of all clinical preventive services. For instance, in one recent study,
fecal immunochemical test completion did not increase significantly with patient-
directed incentives.62 But there are other cases in which patient-directed incentives
can be impactful. In one large review, the Community Preventive Services Task Force
found sufficient evidence for client or family incentive rewards for vaccinations, for
example.63 Patient-directed incentives may be worth testing in the case of social risk
screening because, in our study, it appeared that they would reduce staff discomfort
around assessing social risks without subsequently having something to offer patients
who endorse specific needs.

Limitations

Our findings should be interpreted in light of several study limitations. The biggest
limitation to consider is perhaps simultaneously the study’s biggest strength. Ore-
gon’s Medicaid program has long been and continues to be a champion for the inte-
gration of social and medical services. That context helped the Oregon AHC appli-
cant win the AHC award under the federal demonstration project and explains why
many ASCEND project clinical sites are based in Oregon. In parallel, however, this
context also means that the interest in social care may be higher in Oregon than in
other areas of the country, and participants may require fewer financial incentives for
adopting social care than in other settings, which together limit the generalizability
of our study findings. It is also possible that the Oregon context meant that CHC staff
believed that patients’ social needs were being met through the CCOs. This explana-
tion seems unlikely because the uptake of the CCO Flexible Services program at the
time of our study interviews was so low.26,27 In future work, it may be worth asking
more directly about the influence of the CCO funding for social services on social care
practices. CHC teams’ awareness that the state would soon be offering other forms
of financial payments for social care also might have diminished enthusiasm for the
relatively small dollar amounts involved in the AHC demonstration. That said, even
non–AHC-involved clinic participants were skeptical about the influence of financial
incentives—however structured—for social care in CHC settings.
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An additional limitation is that although we recruited clinics serving diverse pop-
ulations of patients in both urban and rural areas, we spoke with staff from a relatively
small number of CHCs that provide primary care. This limits the generalizability of
our findings to other health care contexts. It is likely that fee-for-service payments
work differently in settings that do not provide safety-net primary care. Furthermore,
about half of our study CHCs were not receiving fee-for-service incentives for social
risk screening and navigation services. Although we asked participants in these clinics
about the hypothetical influence of incentives, hypothetical versus actual influence of
financial incentives may not be congruent. Finally, although we intentionally aimed
to interview staff involved in different roles in social screening and intervention pro-
grams, ultimately, we conducted interviews based on staff availability, and therefore,
the sample may not fully represent the environment or culture even of a participat-
ing CHC. It is important to note, however, that we were able to interview many
frontline staff responsible for screening and navigation program delivery, who often
are not available to participate in and therefore not represented in other qualitative
research.

Conclusion

In this qualitative study, participants indicated that as designed, fee-for-service pay-
ments for social screening had—and if scaled, would have—relatively little impact
on more systematic uptake of social screening and navigation services in CHCs. It is
relevant that an ongoing dialogue about financial incentives in medicine has raised
the possibility that financial incentives for medical care practices may undermine
professionalism64,65 or health care professionals’ “unique training and intrinsic con-
cern for their patients.”66 This point resonates in our findings that the CHC staff
felt like social care was already part and parcel of their daily activities—and study
participants felt that financial incentives as designed were at times incongruent with
those activities, whether because the recommended practices were not applicable to
all their patients or were unlikely to lead to meaningful changes in patients’ social
conditions. That said, changing clinical norms often requires more than reliance on
professionalism, even when the new practices are consistent with an organization’s
mission. Even those scholars who have raised reasonable concerns about incentives,
e.g., performance measures, recognize that health care systems are likely to continue
to need some extrinsic incentives to improve care. One way to ensure that financial
incentives for social care augment rather than undermine the professionalism of CHC
teams would be to design them specifically based on the needs and priorities of those
organizations. Design changes for CHCs might include providing payments directly
to patients and increasing incentive payments either explicitly to better support the
CHCs’ social care workforce or to provide resources that CHCs could use to directly
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provide social supports. Future research should leverage the emerging federal social
care quality measures67,68 to better evaluate how incentive design in different health
care settings can influence both implementation and effectiveness of these initiatives.
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