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Abstract 
Community health centers serve as an important source of care to a patient population of 20.2 million patients that is 
largely low-income and insured by Medicaid or uninsured. The Patient Protection and Affordable Care Act (ACA) 
allocated $11 billion in funds through 2015 to community health centers (CHCs) to grow their capacity. Nurses are 
essential to the ability of CHCs to provide care to a patient population at higher risk for chronic health problems. This 
article draws on federal CHC staffing data and CHC growth estimates to examine the nursing workforce challenges that 
will need to be overcome in delivering care to 20 million new patients. 
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Introduction 
Community health centers serve as an important source of care to a patient population of 20.2 million patients that is 
largely low-income and insured by Medicaid or uninsured [1]. Nearly all (93 percent) community health center (CHC) 
patients are low-income (72 percent are poor and 21 percent are between 100% and 200% of Federal Poverty Level) [2]. 
Nationally, about a third of the US population is low-income — 15% are poor and 19.4% are between one and two times 
the poverty line [3]. The national percentage of the low-income population served by CHCs is 17.2% but varies by state, 
ranging from six percent in Nevada to 55 percent in the District of Columbia [4]. 

The Patient Protection and Affordable Care Act (ACA) allocated $11 billion in funds through 2015 to CHCs to enable 
them to double their capacity to 40 million patients by 2019, expanded Medicaid coverage for adults up to 133% of 
poverty, and established health insurance Exchanges to provide subsidized private health insurance to individuals and 
small businesses [5]. Although the ACA also mandates coverage of numerous preventive services (including breast, 
cervical, and colorectal cancer screenings, screening and counseling for alcohol misuse and obesity, and screening for 
blood pressure, depression, and cholesterol levels for adults, and obesity screening and counseling, behavioral asse- 
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ssments, and appropriate vaccinations for children) that will significantly help to address the complex health and social 
needs of low-income patients at risk for acute and chronic conditions [6], there is little understanding of the workforce 
needs for supporting effective care delivery. In this article, we examine the current and future role of nurses at CHCs by 
using data from the Uniform Data System, to which CHCs are required to report annual data on staffing, services provided, 
and financial information, and a brief literature review of nurses at CHCs. 

CHC nursing shortfall 
Nurses play an essential role in every healthcare setting; at CHCs, their roles include providing clinical support, in the 
form of primary and preventive care and home visits, as well as serving in administrative and leadership roles [7]. In 2011, 
nurses, nurse practitioners (NPs), and certified nurse midwives (CNMs) represented 12% of total full-time equivalent 
(FTE) employees at CHCs and 20% of total clinic visits; when looking specifically at medical services, they comprise 34% 
of FTE medical staff and 28% of clinic visits [8]. But to fully leverage the investments made under the ACA, CHCs will 
need to overcome significant workforce obstacles, such as retention and recruitment barriers in isolated and rural areas [9]. 
In 2004, 9% of nurse practitioner, 5.2% of certified nurse midwife, and 10.6% of registered nurse positions at CHCs were 
vacant. The numbers of these professionals per grantee were significantly lower in rural than in urban locations, and rural 
centers were more likely than urban centers to report that recruiting nurses and certified nurse midwives was very  
difficult [10]. 

Nurse Practitioners and other advanced practice nurses are responsible for an estimated 40% of primary care provided at 
CHCs, but their scope of duties vary by state scope of practice laws [11]. As of March, 2013, sixteen states and the District 
of Columbia allow nurse practitioners to engage in “full practice”, including being able to prescribe medications, without 
the supervision of physicians [12]. CHCs are more likely to employ nurse practitioners in states with more limited Medicaid 
coverage for adults, likely because of their lower employment costs [13]. 

An approximation of the number of providers required to serve 30 million patients at CHCs in 2015 estimated a minimum 
requirement of 20,329 nurses, 9,890 mid-level providers (nurse practitioners, physician assistants, and certified nurse 
midwives), and 17,582 physicians [14]. Figure 1 compares these estimates with the actual numbers of FTE providers at 
CHCs in 2011 and indicates that while the number of mid-level providers is close to the estimated requirement for 2015, 
the physician and nurse workforce will need to rapidly grow to meet the estimated patient demand. 

Figure 1. Numbers of Providers 
at CHCs in 2011 and Estimated 
Required Numbers of Providers 
at CHCs in 2015 to Serve 30 
Million Patients 

CHCs rely on team-based care to serve patients who tend to be at higher risk for chronic diseases — the average 
percentage of medical patients at CHCs who had a primary diagnosis of a chronic disease was 31% in 2011 [15]. When 
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compared to patients at private physician offices, CHC patients have higher rates of diabetes, depression, and obesity [16]. 
In a separate study, when compared to physician office visits, CHC visits were more likely to be for depression or diabetes, 
but were less likely to be for acute conditions. Given their patients’ need for more intensive care management and their 
greater focus on preventative care, CHCs are more likely to have at least one non-physician clinician and to have higher 
numbers of non-physician clinicians compared to physician offices [17]. 

As in other low-resource settings, CHCs also use non-physician clinicians as a way to address the shortage of primary care 
physicians and to increase the provision of primary care. From 2005-2025, the workload for adult primary care practi- 
tioners is expected to increase by 29% while the number of adult primary care practitioners is estimated to grow by only 
2%-7% [18]. 

ACA opportunity and challenges 
The ACA allocated funding for a number of measures to address the national problem of primary care provider shortages, 
many of which target nursing students, nurses, and nurse practitioners. The Health Resources and Services Administration 
(HRSA) provides scholarships through the Nursing Scholarship Program to nursing students in exchange for a service 
commitment to work in critical shortage facilities, which include CHCs, in health professional shortage areas [19]. The 
ACA also provides funding for the training of an additional 600 nurse practitioners and the establishment of 10 nurse- 
managed health clinics in medically underserved areas, which will be led by nurse practitioners while at the same time 
serving as a training site for nurse practitioners [20]. 

A survey of 390 CHCs found that 88% offer some sort of health professionals training program, that CHCs commonly 
offered nursing training for both post-graduate and current students, and that about half and a third of CHCs are interested 
in expanding or developing training programs for nurse practitioners and registered nurses, respectively (see Figure 2) [21]. 
The main advantages that CHCs cite in offering training programs is to recruit or retain health professionals and to 
encourage students’ future practice of community healthcare, but the main barriers to offering training are lack of funding, 
lost staff productivity due to teaching, and the effects of the poor economy. Yet in the face of an increased demand for 
health services through health reform and an aging population, significant nursing shortages are expected and these efforts 
may be insufficient to meet the demand for nurses [22]. 

Figure 2. CHCs That 
Offer and Would Like 
to Expand Nursing 
Health Professionals 
Training  
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Additionally, health centers will struggle to double their capacity to serve 40 million patients by 2019 due to the 
uncertainty surrounding states’ decisions to expand Medicaid. In June 2012, the Supreme Court decision that upheld the 
individual mandate for health insurance simultaneously struck down the provision that required states to implement the 
Medicaid expansion. As of July 26, 2013, 16 states will not participate in the Medicaid expansion and a further seven will 
likely not participate [23]. It remains to be seen how many individuals will gain insurance coverage through the ACA and 
how this will impact the patient population at CHCs. 

Adequate numbers of providers are important for CHCs because centers without physician or nurse practitioner shortages 
have greater medical home capacity [24]. When CHC visits are compared based on whether the patient saw a physician or a 
nurse practitioner, nurse practitioners were more likely to provide patients with health education services, but they did not 
differ on the provision of any other services, the reason for the visit, or the disposition of the visit (e.g. referred for 
specialty care) [25]. Nurse practitioners were more likely to see patients age 18-39 and female patients while physicians 
were more likely to see elderly patients, Medicare patients, patients with arthritis, and male patients. A study of seven 
Boston area CHCs found that, among health center factors, the most common barrier to chronic disease management care 
is the lack of staff members at CHCs that leaves existing staff members overburdened [26]. Based upon previous research 
which has found that nurse or nurse practitioner case management for chronic diseases results in improved care and patient 
outcomes, a trial of nurse practitioner and community health worker (CHW) case management teams on cardiovascular 
disease risk reduction for urban CHC patients was performed. Compared with patients who received enhanced usual care, 
patients under the care of the NP/CHW teams had significantly greater improvements in clinical health outcomes and 
perceptions of the quality of their care [27]. A systematic review comparing care provided by nurses and primary care 
doctors in primary care settings (i.e., not limited to CHCs) found no differences in patient health outcomes or processes of 
care, although nurses spent more time with patients [28]. 

Conclusion 
Nurses are essential to the ability of community health centers (CHCs) to provide care to a largely low-income and 
uninsured or publicly insured patient population located in medically underserved areas. Many CHCs provide training 
opportunities for nursing students and post-graduates and many are interested in expanding training opportunities for 
nurses. However, nursing vacancies at CHCs are common, nursing positions are more difficult to recruit for in rural areas, 
and it seems unlikely that the number of nurses will increase to meet the level of forecasted patient demand at CHCs. 
While the ACA will likely increase the demand for health services at CHCs, provider shortages may limit CHCs’ abilities 
to meet that demand and it is unclear how effective provisions of the ACA that are intended to address provider shortages 
will be. 
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