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EXECUTIVE SUMMARY 

 

Community Health Centers (CHCs) are community-based, patient-directed organizations that 

serve populations with limited access to health care by providing them with comprehensive and 

efficient primary care. Due to the demonstrated success of CHCs in improving patient outcomes 

and lowering costs, the federal government aims to substantially increase the number of people 

served through these organizations.
1
 This expansion will create workforce challenges, including 

in New York State where CHCs play a significant role in the provision of primary care.  

 

Project Overview 

The purpose of this report is to document findings from research to understand the CHC 

workforce in New York State.  The research was conducted by the City University of New York 

(CUNY) in partnership with the Community Health Care Association of New York State 

(CHCANYS) and the University of Albany’s Center for Health Workforce Studies (CHWS). The 

New York Alliance for Careers in Health (NYACH) and the New York City Workforce 

Development Corporation (WDC) provided support for the project. 

 

Methods 

For this study, a mixed-methods approach, incorporating both quantitative (i.e., survey) and 

qualitative (i.e., interview and focus group) methodologies, was used. The quantitative portion of 

the study, a statewide survey of CHCs, illuminated staffing patterns (e.g., types of health 

professionals employed, recruitment, retention) within the participating CHCs.   This portion of 

the study was conducted by the CHWS, with findings detailed in the report entitled The 

Community Health Center Workforce in New York.
2
  

 

The qualitative portion of the study included interviews and focus groups with executives from 

CHCs across New York State.  The interviews and focus groups were centered on three topic 

areas: 

 

 The workforce implications of changing trends in health care;  

 The composition of their current workforce, and anticipated changes in that workforce; and 

 Current and anticipated skill shortages in CHCs and implications for hiring, training and 

advancement.   

 

Interviews were conducted with executives from four large CHCs based in New York City. 

Following the interviews, two focus groups (of CHC representatives) were conducted during the 

October 2011 Statewide Conference and Clinical Forum of CHCANYS members. 

 

Key Findings 
Quantitative Results 

The statewide survey highlighted the role of CHCs as holistic service providers that employ a 

broad range of health occupations to meet patient needs. Although the workforce issues faced by 

CHCs varied depending on their size and geographic location, some general workforce patterns 

emerged. Survey results indicated that, overall, medical assistants were the most commonly 

employed health professionals in CHCs, followed by LPNs and family practitioners. CHCs 

reported experiencing the most difficulty with recruiting psychiatrists, 
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obstetricians/gynecologists, psychiatric nurse practitioners, and geriatric nurse practitioners. 

General internists, licensed practical nurses, and medical assistants were the most difficult health 

professionals to retain.  

 

Qualitative Results 

Similar to the study’s quantitative results, the qualitative results highlighted the variability 

among CHCs.  Despite this variance, several key themes emerged:   

 

Theme 1: General Organization of Clinical Teams 

Patient care was provided by clinical teams, often focused on the management of chronic 

diseases, with a primary care provider (i.e. pediatrician, family practitioner) at the center of the 

team. Typical clinical team members varied by site (and, sometimes, by medical diagnosis), but 

teams generally included a medical assistant and/or an LPN. Job titles for ancillary staff (e.g., 

community health workers) were similar across the participating CHCs, yet there was diversity 

in the job functions and qualifications of these staff members. 

 

Recruitment and retention are challenging for CHCs, which use a variety of strategies to attract 

and retain staff. While respondents discussed the value of loan repayment and higher salaries as 

key incentives, they also emphasized the importance of careful recruitment and creating a 

positive work environment. One challenge is finding staff who are bilingual and/or culturally 

competent. High position turnover for registered nurses, licensed practical nurses, medical 

assistants, and front desk staff was attributed to the challenging work demands in CHCs. 

 

Theme 2: Professional Development 

Both in the interviews and focus groups, CHC representatives indicated that there has been some 

success in offering clinical/internship experiences in the community health setting, primarily for 

medical residents and medical assistants. Clinical/internship experiences in nursing have proven 

more challenging to implement and sustain.  

 

Most of the centers reported that they were providing training for their staff, particularly in the 

area of information technology. General recommendations for future staff development included 

training programs focusing on customer service, computer skills, using electronic health records, 

and chronic disease management. Other topic areas deemed important included training for peer 

educators and community health workers, documentation, patient relations, and patient 

accounting.  

 

Overall, participants were in favor of the development and implementation of career ladder 

opportunities for their staff, although not all of the participating CHCs had such opportunities in 

place.  
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Theme 3: Health Care Trends 

Two main health care trends were discussed: 1) the recent focus on technology; and 2) the 

impact of Medicaid redesign and health reform.  Although most of the centers represented had 

completed implementation of an electronic health record (EHR) system, the sites varied on how 

they accomplished the roll-out and maintained their systems. There was concern that achieving 

“full implementation” of the EHR would require additional staff (users) in the future. 

 

Community health center leaders were asked to discuss future directions for their facilities, in 

light of state-level initiatives spurred by the federal health reform movement (e.g., New York 

State’s organization of a Medicaid Redesign Team). Several primary considerations emerged 

from this discussion: the impact of anticipated changes on payment structure and funding; the 

increasing influence of the Patient-Centered Medical Home model; and recommendations for 

changes that would allow staff to practice at the top of their professional capabilities.  

 

Theme 4: Expansion and Future Directions 

Anticipated increases in patient volume have prompted some CHCs to contemplate, plan, and 

develop new programs to respond to the growth. Although some CHCs were working to increase 

their physical space and service capacity, there was serious concern that personnel shortages 

would present future problems. 

 

Conclusion/Recommendations 

Community health centers (CHCs) have a long-standing history of providing quality, culturally 

competent care to underserved communities.  The current study is in line with ongoing federal 

and state-level efforts to expand the reach of CHCs.  Key findings and recommendations from 

this study, which investigated the CHC workforce in New York State, include the following: 

 

1) New York State’s CHCs vary in their workforce compositions and approaches to workforce 

issues, but they also share many characteristics, including: a pressing need for bilingual staff; 

support for increased flexibility in workforce models and scopes of practice for ancillary 

personnel; the existence of robust internal training programs; and a desire to enhance 

training, educational, and career ladder opportunities at their centers.  Ongoing collaborations 

with organizations such as CHCANYS and CUNY will enhance the ability of CHCs to 

provide tailored, cost-effective training, as well as educational and career advancement 

opportunities. 

 

2) Successful approaches for recruiting and retaining staff included fostering a family-like 

environment and providing incentives, but challenges remain in identifying, recruiting, and 

retaining bilingual staff.  Future research and support is needed in this area, to ensure that 

CHCs can continue to provide culturally competent care to their diverse patient populations.   

 

3) CHC representatives indicated general support for increased workforce flexibility, including 

allowing providers and ancillary staff to perform at the highest level within their scopes of 

responsibility.    
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INTRODUCTION 

 

History and Impact of Community Health Centers in the United States 

For over forty years, community health centers (CHCs) have broken many barriers to health care 

access in America’s poorest communities, while also customizing their services to meet the 

needs of the communities they serve.  CHCs are community-based, patient-directed primary care 

organizations that serve populations with limited access to medical services, by providing them 

with comprehensive and efficient primary care. Health centers serve anyone requiring care, 

regardless of insurance status or ability to pay.
3-5

 As health care costs continue to rise, there is an 

increasing demand for the services provided by community health centers.  

 

Since the nation’s first health centers opened in the 1960s, federal legislation has facilitated 

significant growth in the number of health centers. Today, there are 1,200 CHCs at over 8,000 

service delivery sites nationwide, which provide health care to approximately 20 million people.
4
  

Studies have shown that CHCs offer: 
 

 Efficient and cost-effective care, which reduces or eliminates the need for more expensive 

services such as emergency room visits and avoidable hospital stays.  CHCs provide 

significant cost savings to the Medicaid program, while delivering quality care to low-

income patients enrolled in Medicaid.
4,6-9

   

 Higher rates of preventive care services (e.g., immunization, cancer screenings) for 

Medicaid-insured and uninsured CHC patients, as compared to their counterparts who 

receive preventive care in non-CHC settings.
4,10

 

 High quality care for chronically ill patients, including screening, diagnosis and management 

of chronic illnesses such as diabetes, asthma, heart and lung disease, depression, cancer, and 

HIV/AIDS.
4,11

  

 Reduction in race/ethnicity-related and income-related health disparities in perinatal care 

(i.e., prenatal, postpartum and newborn care), low birth weight, and infant mortality.
4,12-14

    

Today, CHCs face numerous challenges in providing effective care to their patient populations.  

For example, patients between the ages of 45 to 64 who are chronically ill and living in poverty, 

a population with significant health care needs, represent one of the fastest growing segments of 

the CHC service population. In response to the growing demand for care, CHCs have rapidly 

increased their capacity, doubling the number of patients served between 2000 and 2009;
8
 

similarly, from 1998 to 2011, CHCs doubled the number of uninsured patients served.
4
  Health 

centers now serve one out of seven individuals receiving Medicaid and one in six uninsured 

individuals nationally,
15

 including one in five of the low-income uninsured.
16

 Demand is at an 

all-time high, and health centers are responding by expanding their reach and building the 

workforce and facilities to answer the need. 

Tomorrow’s challenges loom even larger. The nation’s CHCs are expected to face a shortage of 

approximately 16,000-19,000 providers and 12,000-14,000 nurses by the year 2015.
17

  Experts 

also predict that, unless the Affordable Care Act (ACA) is successful in significantly expanding 

health insurance coverage, more than 56 million Americans (i.e., one of every five non-elderly 

individuals) will be uninsured by the end of the decade.  Many of these individuals will seek 

health care at CHCs.  Even with full implementation of the ACA, approximately 22 million 
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individuals (nearly 8% of the non-elderly population) will be without insurance by 2019.
18

  In 

addition, disparities in health outcomes persist for racial/ethnic minorities, who comprise a large 

proportion of the CHC patient population.
4
 

Affordable and accessible health care can transform the neediest communities by narrowing 

health disparities, eliminating low birth weight, reducing chronic disease, and lowering the 

incidence of unnecessary hospitalizations. In this vein, the federal government has committed 

$11 billion to fund CHC expansion as part of health reform, with the goal of doubling the current 

capacity of CHCs– to serve 40 million people– by the year 2015.
8,19

 

Community Health Centers in New York State 

CHCs are an important part of New York’s primary care delivery system. According to the 

Community Health Care Association of New York State (CHCANYS), the association that 

represents New York’s CHCs, there are more than 60 CHCs serving 1.4 million people (at 

approximately 500 sites) across the state.
20

  Although CHCs face particularly difficult challenges 

in recruiting and retaining well-qualified staff,
17

 little is known about the workforce challenges 

impacting New York State’s CHCs.  The current study sought to address this knowledge gap. 

 

Project Overview 

The City University of New York (CUNY) set out to understand the health care workforce in 

community health centers, because of anticipated employment growth in these settings and 

because CHCs are at the forefront of innovation as the health care sector undergoes 

transformation. The purpose of this report is to present findings from this research, which was 

conducted in partnership with the Community Health Care Association of New York State 

(CHCANYS) and the University of Albany’s Center for Health Workforce Studies (CHWS); a 

description of each partner organization is provided in Appendix A.  Project support was 

provided by the New York Alliance for Careers in Health (NYACH) and the New York City 

Workforce Development Corporation (WDC).   

 

The increasing importance and influence of community health centers in the national and state-

level healthcare landscape demonstrates the timeliness of this study.  Community health centers 

will continue to be at the heart of health reform, particularly with respect to ensuring access to 

high-quality care for underserved and vulnerable populations. 
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METHODS 

 

For this study, a mixed-methods approach, incorporating both quantitative (i.e., survey) and 

qualitative (i.e., interview and focus group) methodologies, was used.  This approach allowed the 

research team to capture important numerical data (e.g., full-time equivalents [FTEs], current and 

projected vacancy rates) while also allowing us to delve into topics that lend themselves to a 

conversational approach (e.g., anticipated impact of health care trends).  A mixed methodology 

such as this generally provides richer data than the use of either a quantitative or qualitative 

approach alone. 

 

The current report presents a summary of the quantitative findings, excerpted from the Center for 

Health Workforce Studies (CHWS) report entitled The Community Health Center Workforce in 

New York,
2
 along with full results from the subsequent qualitative interviews and focus groups 

with community health center (CHC) personnel.  

 

Quantitative Method 

A full discussion of the methods used for the quantitative portion of the study can be found in the 

August 2011 Community Health Center Workforce in New York report,
2
 which is included as 

Appendix B of the current report. Following is a summary of the survey method.   

 

A survey on workforce issues was distributed to 63 CHCs across New York State in March 

2011.  A response rate of 63% was achieved, with 40 CHCs returning the survey.  The 

responding CHCs were geographically representative of the population of CHCs in New York 

State.  CHCs were categorized by size (small, medium or large, as determined by number of total 

full-time equivalents (FTEs)) and location (New York City or upstate; rural or urban).   

 

Respondents provided data on a variety of staffing issues for 28 clinical occupations/professions 

in five categories: primary care, nursing, behavioral health, oral health, and ancillary care.  Data 

were collected on topics such as current and projected FTEs, recruitment, retention, desired 

support services, and the need for bilingual staff.   

 

Qualitative Method 

The qualitative portion of the study included both interviews and focus groups.  Results of the 

Community Health Center Workforce in New York survey informed the overarching topical areas 

addressed during the interviews and focus groups, which included:    

 

 The workforce implications of changing trends in health care;  

 The composition of their current workforce, and anticipated changes in that workforce; and 

 Current and anticipated skill shortages in CHCs and implications for hiring, training and 

advancement.   

 

Interviews were conducted with executives from four large CHCs based in New York City, over 

the course of approximately one month (from July 2011 to August 2011). Interviewees were 

selected for their expertise and knowledge of the CHC landscape, as evidenced by their long 

tenures as leaders in the CHC arena.  Interviews were conducted by staff from the City 

University of New York (CUNY), Center for Health Workforce Studies (CHWS) and 
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Community Health Care Association of New York State (CHCANYS).  The questions that 

guided the interview discussions are provided in Appendix C. 

 

Following the interviews, two focus groups were conducted during the October 2011 Statewide 

Conference and Clinical Forum of CHCANYS members.  These focus groups were intended to 

provide additional insight into the topic areas covered during the Community Health Center 

Workforce in New York survey and the qualitative interviews.  The questions that guided the 

focus group discussions are provided in Appendix D.   

 

The recruitment and selection of focus group participants were conducted by CHCANYS staff, 

who distributed a request for volunteer participants in September 2011.  Invited participants were 

selected from the group of individuals who responded to the request for volunteers.  These 

invited participants included 7 Chief Executive Officers (CEOs)/Executive Directors (EDs) and 

8 Human Resources (HR) executives.  Selection was based on a goal of achieving representation 

by the size and location factors noted in Methods above. While the focus was on New York City 

employers, representatives were also included from upstate facilities. In addition, a concerted 

effort was made to reflect variation in center size.  Each focus group was scheduled for 90 

minutes.  Focus groups were audiotaped and moderated by staff from CHWS, CUNY, and 

CHCANYS.   

 

The first focus group included seven CHC CEOs/EDs, who were tapped to provide a global 

perspective on the current and future issues impacting CHCs. The participants included five of 

the originally invited participants and two additional volunteers. Participating CEOs/EDs 

represented CHCs from a variety of locations (New York City and upstate), of various sizes, and 

from both urban and rural communities.   

 

The second focus group included six of the eight invited Human Resources (HR) executives, 

who were tapped to provide an in-depth analysis of the current and future CHC workforce. 

Similar to the CEO/ED group, the participating HR executives represented urban and rural CHCs 

from various locations and of various sizes.   

 

Notes from the four interviews and notes/audio recordings from the two focus groups were 

reviewed to identify common themes.  Interview and focus group notes were then consolidated 

and collated according to these themes, while noting apparent, significant areas of difference.  

The results of this analysis are presented in the following Results section.    
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RESULTS 

 

The overarching goal of this two-part study was to gather timely data on workforce issues and 

challenges facing New York’s CHCs.  Areas of inquiry included the workforce implications of 

changing trends in health care; the composition of their current workforce, and anticipated 

changes in that workforce; as well as current and anticipated skill shortages in CHCs, and 

implications for hiring, training and advancement.  A summary of the quantitative results is 

provided below, followed by a full report on the study’s qualitative findings.  Full results from 

the quantitative portion of the study can be found in the August 2011 Community Health Center 

Workforce in New York report,
2
 which is included here as Appendix B. 

 

Summary of Quantitative Results  

CHCs provide holistic services and include a broad range of health occupations to meet patient 

needs, as was reflected in the survey results. The study found the most common occupation in 

health centers to be medical assistants (average of 11 per CHC), followed by LPNs (7.7) and 

family practitioners (4.4). CHCs have the most difficulty recruiting psychiatrists, obstetricians/ 

gynecologists, as well as psychiatric and geriatric nurse practitioners. Vacancy rates were highest 

for psychiatrists and psychiatric nurse practitioners, with one in four jobs being vacant. Vacancy 

rates for obstetricians/gynecologists, social workers, general internists, and family nurse 

practitioner jobs were also high, on average 15% or higher. CHCs reported the most difficulty 

retaining general internists, licensed practical nurses, and medical assistants.  

 

Rural CHCs relied much more heavily on physician assistants to provide primary care services 

compared to their urban counterparts, in both upstate and downstate metropolitan areas. Not 

surprisingly, rural CHCs reported more difficulty recruiting all categories of primary care 

professionals compared to urban CHCs, while urban CHCs reported more difficulty retaining 

primary care providers.  

 

An important finding of the survey was the variability of the workforce issues faced by CHCs, 

depending on their size and geographic location. Clearly, a one-size-fits-all approach would not 

be appropriate for workforce policy designed to address the needs of CHCs in New York. Given 

the importance of CHCs to the health care system in New York and to the success of health 

reform overall, this workforce merits regular, systematic monitoring. This will help ensure the 

availability of up-to-date and comprehensive information about the CHC workforce to inform 

policymakers and other stakeholders in New York.  

 

Qualitative Results 

Similar to the study’s quantitative results, the qualitative results highlighted the variability 

among CHCs.  Despite this variability, general themes did emerge from the qualitative 

interviews and focus groups.  The emergent themes are detailed below. Areas where the CHCs 

varied in their operations or viewpoints are also discussed.     

  

Theme 1: General Organization of Clinical Teams 

At the time of the study, patient care was provided by clinical teams with a primary care provider 

(i.e. pediatrician, family practitioner) at the center. The members of the team varied by site and, 

sometimes, by medical diagnosis, but generally included a medical assistant and/or an LPN. The 
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most commonly cited rationale for this approach was the reimbursement structure and practice 

guidelines which require the direct involvement of a physician.  

 

It was noted by several participants that care teams are often built around the management of 

chronic diseases, such as diabetes. As a benefit, they can provide case management while 

extending non-physician services to patients. One center described their team which included a 

Certified Diabetes Educator as well as, among others, a peer educator, nutritionist, pharmacist, or 

nurse depending on patient needs. 

Incentives – Recruitment and Retention 

The quantitative survey results highlighted the difficulties that CHCs faced in recruiting and 

retaining certain types of physicians (e.g., OB-GYNs and psychiatrists).  The interviews and 

focus groups sought to elucidate the strategies that CHCs employ to enhance their recruitment 

and retention efforts.  In the interviews, participants identified the recruitment incentives 

perceived as successful for attracting physicians to CHCs, such as loan repayment. Other site 

directors also noted that loan repayment was being used by at least one social worker and one 

physician assistant. Other financial incentives for retention, such as salary structure and pay for 

performance, were only mentioned once. Generally, a careful recruitment process and a 

collaborative work environment were seen as key to identifying and keeping staff. 

 

There were several reasons cited as barriers to attracting staff to a CHC: geographical location 

(i.e., urban, upstate), competition with hospitals for qualified staff, the perception of the 

community health setting as being less ideal than a hospital-based job, and the lack of awareness 

of the CHC setting as an employment option. However, one of the biggest barriers to attracting 

the “right” staff is the difficulty in finding workers who are bilingual and culturally competent. 

Nearly every participant identified one professional category that had been difficult to hire, such 

as psychiatrists, nutritionists, and social workers but, most especially, nurses. In addition to 

attracting these staff, participants also identified the challenges in keeping staff once hired. High 

position turnover for registered nurses, licensed practical nurses, medical assistants, and front 

desk staff was attributed to the challenging work demands in CHCs. 

Job Function and Definition 

Interview and focus group participants described job functions as they relate to delivering patient 

care in CHCs. Although the job titles were similar, there was diversity in job functions. For 

example, registered nurses at one center were functioning at a managerial level; at another 

center, RNs provide direct care or care coordination. Consequently, job function influenced the 

required education for RNs sought to perform at these different levels. 

 

Interview participants described the role of ancillary staff as extending the services of the clinical 

team through patient education, guidance, and follow-up. Although there was overlap in their 

positions, there was variety in the educational requirements for and roles of the patient navigator, 

community health worker, case manager, and health educator in the community health setting. 

Most centers were looking for these team members to have some college education, if not a 

bachelor’s degree. The functions of these varied roles include supporting patients with chronic 

disease management, prenatal outreach, HIV/AIDS outreach, and connecting patients to needed 

services.  
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Theme 2: Professional Development 

Clinical and Post-graduate Experiences 

Both in the interviews and focus groups there was consensus that there has been some success 

(although not universal) in offering clinical experiences in the community health setting, 

primarily for medical residents and medical assistants. These training experiences were 

considered beneficial to the centers, as they provided trained professionals with exposure to the 

environment and opportunities to develop skills specific to the setting. These training 

experiences resulted from contractual arrangements with medical schools for the residents and 

proprietary schools for medical assistants.  

 

The quantitative survey results indicated that some CHCs were interested in serving as clinical 

rotation sites for providers and allied health professionals in training. The qualitative results 

corroborated these findings, although some CHCs who have previously served as clinical sites 

reported less success in offering clinical training experiences for nursing students/graduates. 

There were several reasons cited as to why this has been difficult to implement. Only a few of 

the centers reported having a relationship with nursing programs. Despite having an agreement, 

none were able to report having the arrangement materialize. Secondly, there has been difficulty 

in identifying personnel able to supervise nursing students. The general impression was that 

nursing schools struggled with faculty shortages, which make it difficult for them to provide 

instructional staff for on-site supervision. In addition, because of the managerial role of nurses at 

one of the centers, one HR executive reported that there was no one available on-site to supervise 

clinical rotations. Another HR executive suggested that a “win-win relationship” in which both 

parties benefited would be ideal. He then provided the example of the CHC providing expanded 

clinical training capacity while schools provide tuition support or some other educational 

opportunity for CHC staff. There was the general impression that nursing students were not 

aware of training or work opportunities in CHCs and that clinical placement would be a way to 

increase exposure.  

Training Needs 

Most of the CHCs reported that they were providing training for their staff. The duration of the 

training programs for new employees varied by position and center, from a few days to one week 

of customized, site-specific training. There was specific training for health information 

technology. Other training needs for specific skills were identified; however, these had not yet 

been addressed. 

 

For the use of health information technology (HIT) in the health centers, most of the training was 

being provided internally. At one center, the nurse managers are serving as HIT trainers and at 

another center all employees were trained by internal “superusers.” Internal training seems to 

have benefited some of these health centers and they are preparing for next steps. For example, 

one site indicated that because their training and refresher program was so robust, they were 

planning to open a technology-based training facility. At another facility, their training needs had 

reduced because of their implementation and compliance with “meaningful use” since 2007. 

However, there was interest in training for the analysis, interpretation and utilization of data that 

was now available as a result of this implementation, indicating that the skills and supportive 

training needs continued to evolve. 
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During an interview, one CEO indicated that medical assistants many times lacked needed skills 

and additional training was provided in areas such phlebotomy, taking vital signs, and 

documenting chief complaints. As a result, this senior administrator considered starting a training 

program for medical assistants. Another site director indicated that continuing medical education 

was needed for LPNs but did not specify topics. 

 

There was concern that clinical staff would continue to struggle with the balance required 

between data entry and patient contact. In the HR executive focus group, there was talk of the 

relationship between provider and patient and the challenge of maintaining contact while being 

efficient. Recommendations for provider training were connected to practicing in a collaborative 

care model. Another recommendation made was to educate the medical assistant in the specific 

functions that will enable providers to stay on schedule and reduce the amount of time patients 

spend with the physician.  

 

In the HR Executive focus group, one of the concerns raised was the anticipated need for patient 

education, particularly around the use and management of electronic health records and health 

literacy in general. There was some discussion concerning who should be responsible for 

informing patients, so that patient expectations are managed and there is increased understanding 

of the changes. Patients should be aware of their rights, responsibilities, and their new role in 

managing personal health data. Although there was no consensus reached, it was suggested that 

front-desk staff or supporting clinical staff (i.e., medical assistants) be responsible for 

communicating the changes. Both groups would also need training to take on this responsibility. 

 

There were general recommendations for staff development and those that were position 

specific. Topics recommended as targets for training included customer service skills, computer 

skills, and the use of electronic health records. There was also interest in training in chronic 

disease management, specifically culturally appropriate diabetes education, asthma management, 

and the needs of special populations such as people who are homeless or patients with cancer. 

One participant also described training for the role of peer educator, a six week program with a 

stipend. Other topics that were considered important were documentation, patient relations, and 

patient accounting. There was also a recommendation that both front and back office staff need 

to understand the tasks associated with each other’s roles to improve data collection, patient 

record management, and claims processing. For community health workers, there was interest in 

training for community engagement, physical assessment, and interpersonal skills. 

Career Ladders 

Overall, participants had a favorable impression of supporting staff with career ladder 

opportunities within their setting, although not all had developed pathways. One HR executive 

described a training program that was offered to staff, but indicated that there was an internal 

competitive hiring process for the job opening. Examples of existing and recommended models 

of training and promotion were discussed. The positions which were focused on included front 

desk staff, community health workers, and medical assistants (See Figures 1, 2, and 3). Career 

ladders for medical assistants were most widely discussed in the HR focus group, both as 

existing models and those recommended as possible career pathways. 

 

There were mixed results reported on the successes of existing models such as one where 

medical assistants attended an associate’s degree level nursing program. Participants expressed 



Page 14 of 85 
 

concern that once an LPN went to school to become a registered nurse, they frequently left their 

employer. There was also concern that the LPN to RN pathway was not ideal, due in part to the 

difficulty that many LPNs faced with meeting the admissions criteria for entry into an RN 

program, as well as the time needed to complete an RN program. 

 

Specific recommendations were made regarding professionalization, incentives and promotion, 

strategies for recruiting eligible staff, and retention of valued employees. One center director 

recommended a review and development of career ladders for jobs that were related but were not 

well defined (e.g., community health worker, patient navigator). A comprehensive plan for 

reviewing and developing career ladder possibilities would include the following tasks: 

assessment of current staff members’ skills; evaluation and restructuring of job descriptions; and 

development of training programs. 

 

 

 
 

Theme 3: Health Care Trends 

Technology 

Although most of the centers represented had completed implementation of an electronic health 

records system, the sites varied on how they accomplished the roll-out as well as the 

maintenance of the system. One site reported an internal “train the trainer” model, another 
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reported needing trainers, whereas another indicated that they kept a trainer from the initial start- 

up to provide continuous and ongoing support for the staff. Again, these approaches reinforce the 

concept that developing staff internally has been effective. However, there was concern that 

EHR requirements and “full implementation” would mean that additional staff (users) would be 

needed in the future. 

 

With respect to emerging technologies, one participant (representing a rural CHC) forecasted the 

value of telemedicine as a way to share specialists between CHCs.  Such resource-sharing would 

alleviate the need for duplication in services, and would address the geographic barriers that limit 

access to care for many rural patients. 

Medicaid Redesign and Health Reform 

In light of the governor’s appointment of the Medicaid Redesign Team Workgroups in New 

York State, CHC leaders were asked to discuss future directions for their setting and best case 

scenarios for change. Three primary themes emerged during this discussion: anticipated changes 

to payment structure and funding, implementation and use of the Patient-Centered Medical 

Home (PCMH) and recommendations for change in scopes of responsibilities.  

 

One center director indicated that they were to lose family planning funding, which would 

change their payment structure from grant-based to a Medicaid reimbursement program. It was 

anticipated that this change would likely impact undocumented and uninsured patients who are 

not Medicaid eligible. Another center director anticipated the challenges ahead with changes to 

Medicaid reimbursement and discussed possible strategies. She indicated that care coordination, 

documentation of cost savings, and tracking outcomes are of paramount importance.  

 

In the interviews, challenges and benefits of the PCMH were discussed. One participant stated 

that the PCMH would become the standard of care. Another executive expressed concern that in 

pursuing PCMH designation, there was difficulty in identifying hospital and provider partners. 

However, one center, which had already received the designation, reported having greater 

flexibility and creativity with staffing plans.  

 

When prompted, focus group participants made specific recommendations for changes to scope 

of practice that would benefit their operations. These suggestions were to broaden existing 

practices for licensed professionals in New York State, specifically in nursing. In one of the 

interviews, an administrator cited unionization of positions as one of the barriers to flexibility in 

scope of responsibilities (i.e., the union title classifications tend to narrowly define, and in some 

instances restrict, duties).  Administrators suggested expanding the role of the LPN to cover 

more outpatient service and administration of medication. It was also suggested that medical 

assistants be allowed to give vaccines and administer medication as well. Other 

recommendations were made regarding reimbursement, including perhaps allowing providers to 

conduct group visits. Participants recognized that buy-in from groups such as the New York 

State Nurses Association should be pursued. Also suggested was a review of practices in others 

states to see how scopes of responsibilities vary and a review of training needs or regular 

recertification for those whose jobs would change. 
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Theme 4: Expansion and Future Directions 

Anticipation of increased patient volume has prompted some of the CHCs to contemplate, plan, 

and develop programs to meet the growth. One interviewee indicated that their facility was 

expanding services for the increase seen due to hospital closures. Another center recently broke 

ground to build a new facility and recently acquired an existing building. Although physical 

space and services were being increased, there was serious concern that, given the present 

difficulty hiring, staffing qualified personnel would present problems for CHCs in the future. 
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CONCLUSION/RECOMMENDATIONS 

 

Community health centers (CHCs) have a long-standing history of providing quality, culturally 

competent care to underserved communities nationally and in New York State.  The current 

study is in line with ongoing efforts to support and bolster the important work of CHCs.  It also 

demonstrates the value of partnerships between New York State’s CHCs, CHCANYS (the 

professional association representing the state’s CHCs), academic institutions such as CUNY, 

and research organizations such as the Center for Health Workforce Studies (CHWS).   

 

One key finding from this study is that New York State’s CHCs vary in their workforce 

compositions and approaches to workforce issues. Despite their idiosyncrasies, CHCs also share 

many characteristics, including: a pressing need for bilingual staff; a supportive attitude towards 

increased flexibility in workforce models and scopes of practice for ancillary personnel; the 

existence of robust internal training programs; and a desire to collaborate with external partners 

to enhance training, educational, and career ladder opportunities at their centers. 

 

With respect to staffing, the study highlighted approaches that proved successful for recruiting 

and retaining staff.  These included: fostering a family-like environment that values open 

communication; providing incentives (e.g., pay-for performance, attractive benefits packages); 

and making use of external incentive-based programs (e.g., loan repayment).  It is important to 

note that these approaches alone have not eliminated the difficulties that CHCs have encountered 

with identifying, recruiting, and retaining bilingual staff.  Future research and support is needed 

in this area, to ensure that community health centers continue to be successful in providing 

culturally competent care to their surrounding communities.   

 

CHC representatives indicated general support for increased workforce flexibility, including 

allowing providers and ancillary staff to perform at the highest level within their scopes of 

practice.  Representatives of CHCANYS, CUNY, and CHWS were actively involved in the work 

of the Medicaid Redesign Team’s Workforce Flexibility and Scope of Practice Work Group.  

The work of this group has the potential to spur innovation in the workforce models that CHCs 

employ to deliver quality, community-based care.   

 

Many opportunities exist for enhancing training, educational, and career ladder offerings within 

New York State’s CHCs.  Ongoing collaborations with organizations such as CHCANYS and 

CUNY will enhance the ability of CHCs to provide tailored, cost-effective training and 

educational opportunities.  For example, CUNY has designed a credited, college-level certificate 

to train incumbent frontline healthcare workers (e.g., medical assistants, community health 

workers, frontline mental health personnel) as care coordinators/health coaches.  The training 

program is intended to enhance workers’ job skills and expands their knowledge base.  It also 

provides an opportunity for upgrading and career mobility which will help to retain this 

important cadre of frontline workers.  CHCANYS and the community health centers that the 

association represents could be key partners in this effort.   

 

CHCs are poised for an exciting and challenging future, as care increasingly moves to 

community-based settings.  This report highlights key workforce issues impacting New York 

State’s CHCs, and can inform efforts to support the work of this growing healthcare sector.   



Page 18 of 85 
 

References 

 

1. Andrews M. Health overhaul could double community health centers’ caseload. Kaiser 

Health News. April 12, 2011. http://www.kaiserhealthnews.org/features/insuring-your-

health/michelle-andrews-on-community-health-centers.aspx. Accessed April 26, 2012. 

 

2. McGinnis S, Martiniano R, Moore J. The Community Health Center Workforce in New York. 

Rensselaer, NY: Center for Health Workforce Studies, School of Public Health, SUNY 

Albany; 2011. http://chws.albany.edu/index.php?center_reports. Accessed April 24, 2012. 

 

3. United Stated Department of Health and Human Services, Health Services Resource 

Administration. What is a Health Center? http://bphc.hrsa.gov/about. Accessed April 24, 

2012. 

 

4. National Association of Community Health Centers. America’s Health Centers (Fact Sheet 

#0811); 2011. http://www.nachc.com/client/documents/America's Health Centers updated 

August 2011.pdf. Accessed April 21, 2012. 
 

5. Takach M. Federal Community Health Centers and State Health Policy: A Primer for Policy 

Makers. Washington, DC: National Academy for State Health Policy; 2008. 

http://www.nashp.org/Files/health_centers_primer.pdf. Accessed April 21, 2012. 

 

6. Rust G, Baltrus P, Ye J et al. Presence of a community health center and uninsured 

emergency department visit rates in rural counties. Journal of Rural Health. 2009;25(1):8-16. 

 

7. Cunningham PJ. What accounts for differences in the use of hospital emergency departments 

across U.S. communities? Health Affairs. 2006;25(5):W324-W336. 

 

8. Ku L, Richard P, Dor A, Tan E, Shin P, Rosenbaum S. Strengthening Primary Care to Bend 

the Cost Curve: The Expansion of Community Health Centers Through Health Reform 

(Policy Research Brief No. 19). Washington, DC: Geiger Gibson/RCHN Community Health 

Foundation Research Collaborative, George Washington University School of Public Health 

and Health Services; 2010.  http://www.gwumc.edu/sphhs/departments/healthpolicy/dhp_ 

publications/pub_uploads/dhpPublication_895A7FC0-5056-9D20-3DDB8A6567031078. 

pdf. Accessed April 20, 2012. 

 

9. Choudhry L, Douglass M, Lewis J, Olson CH, Osterman R, Shah P. The Impact of 

Community Health Centers and Community-Affiliated Health Plans on Emergency 

Department Use. Washington, DC: Association for Community Affiliated Plans, Bethesda, 

MD: National Association of Community Health Centers; 2007.  http://www.ahcahp.org/ 

LinkClick.aspx?fileticket=dBy-A8GgRH4%3d&tabid=208&mid= 686&forcedownload=true. 

Accessed April 21, 2012. 

 

10. Dor A, Pylypchuck Y, Shin P, Rosenbaum S. Uninsured and Medicaid Patients’ Access to 

Preventive Care: Comparison of Health Centers and Other Primary Care Providers 

(Research Brief #4). Washington, DC: Geiger Gibson/RCHN Community Health Foundation 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Rust%20G%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Baltrus%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Ye%20J%22%5BAuthor%5D


Page 19 of 85 
 

Research Collaborative, George Washington University School of Public Health and Health 

Services; 2008. http://www.gwumc.edu/sphhs/departments/healthpolicy/dhp_ publications/ 

pub_uploads/dhpPublication_A5EFC6C5-5056-9D20-3DBB2F5E5B966398. pdf. Accessed 

April 21, 2012. 

 

11. Hicks LS, O’Malley J, Lieu TA et al. The quality of chronic disease care in U.S. community 

health centers. Health Affairs. 2006;25(6):1712-1723. 

 

12. Shi L, Stevens GD, Wulu, JT, Politzer RM, Xu J. America’s health centers: Reducing racial 

and ethnic disparities in perinatal care and birth outcomes. Health Services Research. 2004; 

39(6):1881-1901. 

 

13. Shin P, Sharac J. Role of Community Health Centers in Providing Services to Low-Income 

Women (Policy Research Brief No. 28). Washington, DC: Geiger Gibson/RCHN Community 

Health Foundation Research Collaborative, George Washington University School of Public 

Health and Health Services; 2012. http://www.gwumc.edu/sphhs/departments/healthpolicy/ 

dhp_publications/pub_uploads/dhpPublication_09822648-5056-9D20-3DF35D 

4E2F822F28.pdf. Accessed April 21, 2012. 

 

14. National Association of Community Health Centers. Snapshot: Health Center Patients have 

Fewer Low Birth Weight Babies (Fact Sheet #1010); 2010. http://www.nachc.org/client/ 

documents/Snapshot Low Birth Weight 10 10.pdf. Accessed April 21, 2012. 

 

15. National Association of Community Health Centers. Access Endangered: Profiles of the 

Medically Disenfranchised; 2011. http://www.nachc.org/client/NAC_AccessEndangered_ 

FINAL_Lo.pdf. Accessed April 21, 2012.   

 

16. National Association of Community Health Centers. Health Centers and the Uninsured: 

Improving Health and Access to Care (Fact Sheet #0312); 2012. http://www.nachc.org/ 

client/documents/Uninsured Final March 2012.pdf. Accessed April 21, 2012. 

 

17. National Association of Community Health Centers, Robert Graham Center, George 

Washington University School of Public Health and Health Services. Access Transformed: 

Building a Primary Care Workforce for the 21
st
 Century; 2008. http://www.nachc.com/client/ 

documents/ACCESS Transformed full report.PDF. Accessed April 21, 2012. 
 

18. Kaiser Commission on Medicaid and the Uninsured. The Uninsured: A Primer; 2011. 

http://www.kff.org/uninsured/upload/7451-07.pdf. Accessed April 21, 2012.  

 

19. National Association of Community Health Centers. Expanding Health Centers Under 

Health Care Reform: Doubling Patient Capacity and Bringing Down Costs; 2010.  

http://www.nachc.org/client/documents/HCR_New_Patients_Final.pdf. Accessed April 20, 

2012. 
 

20. Community Health Center Association of New York State. New York State FQHC Facts;  

2012. http://www.chcanys.org/clientuploads/2012_PDFs/FQHC_Facts_2012_ for_web.pdf. 

Accessed April 23, 2012.

http://www.nachc.org/client/documents/HCR_New_Patients_Final.pdf


Page 20 of 85 
 

Appendix A 

Description of Partner Organizations 

 

City University of New York (CUNY) 

 

The City University of New York is the nation’s largest urban university, comprised of 11 senior 

colleges, 7 community colleges, an honors college, a graduate school, a law school, as well as 

schools of professional studies, biomedical education, journalism and public health.  Each year 

more than 271,000 students enroll in credited courses, and another 270,000 enroll in adult and 

continuing education programs.  

 

CUNY offers more than 150 credited certificate and degree programs in health and human 

services fields at the undergraduate and graduate levels, including nursing and allied health.  The 

university also offers over 50 non-credit continuing education programs in these fields. Each 

year, through this expansive network of health professional programs, CUNY prepares a large 

pool of qualified, culturally diverse personnel dedicated to providing quality healthcare services 

to all New Yorkers.  

 

Passage of the federal Patient Protection and Affordable Care Act (ACA) is accelerating changes 

in the healthcare delivery system, including trends toward community-based services, patient-

centered care, care coordination among multiple providers and transitions across care settings, a 

multi-disciplinary team approach, incorporation of new technologies such as electronic health 

records, and accountability for the total care of the patient. Stakeholders in the healthcare field 

are mounting efforts to project short and long-term demand and to identify the programs and 

curricula that are needed to implement the new models of service delivery.  CUNY is working 

closely with unions, employers, and industry associations on a number of collaborative efforts at 

the local, state and national levels to analyze workforce needs as they unfold and to prepare the 

University to offer the most up-to-date training and education programs. CUNY also collects, 

analyzes and disseminates university-wide and college-specific data on enrollment, retention, 

graduation, licensing, demographics, employment and earnings of students in nursing and other 

health professions programs, and produces reports on related workforce issues. 

 

Given the University’s role and reputation as a leader in public education, CUNY is consistently 

and actively involved in local, state and federal policy initiatives, such as New York State’s 

Medicaid Redesign Team.  

 

  



Page 21 of 85 
 

Community Health Care Association of New York State (CHCANYS) 

 

Mission 

CHCANYS’ purpose is to ensure that all New Yorkers, including those who are medically 

underserved, have continuous access to high quality community-based health care services 

including a primary care home. To do this, CHCANYS serves as the voice of community health 

centers as leading providers of primary health care in New York State.  As New York State’s 

Primary Care Association, CHCANYS works closely with more than 60 federally qualified 

health centers (FQHCs) and FQHC Look-Alikes that operate approximately 490 sites across the 

state.  Serving 1.4 million New Yorkers, these FQHCs are central to New York’s health care 

safety net.   

 

CHCANYS brings the full range of its experience and expertise to growing and strengthening 

New York’s FQHC network by drawing federal resources into the state, advocating for sound 

policy to support a strong primary care safety net, working to ensure FQHCs have the human and 

financial resources to serve an ever-growing number of patients, and developing and 

disseminating operational and clinical best practices, including those related to Patient Centered 

Medical Home, Health Information Technology (HIT) Meaningful Use, and the Health Home 

model.  

 

Since its founding 40 years ago, CHCANYS has established itself both as the voice of New York 

State’s FQHCs and as the most appropriate avenue through which to coordinate training and 

support for health centers, because of its strong relationship with, immediate access to and deep 

understanding of health centers and their communities. Over the past year, CHCANYS has 

assumed an even more prominent role in the public policy arena, particularly at the State level, 

bringing expertise to ongoing reform of New York’s primary care system and working closely 

with leadership at the New York State Department of Health, including through its 

representatives on the governor’s Medicaid Redesign Team (MRT) and several MRT Work 

Groups, including the Workgroup on “Workforce Flexibility and Scope of Practice.” 

 

CHCANYS is currently staffed by 30 highly-skilled individuals at offices in New York City and 

Albany who work to increase access to health care for all New Yorkers through a program of 

health policy leadership, regulatory reform, and grassroots advocacy, and who support 

community health centers with the tools and information necessary to maintain and improve 

existing programs, strengthen core services and build new programs. CHCANYS has a proven 

track record of addressing the needs of its FQHCs by sharing information and developing 

training modules on a variety of topics, enabling them to meet contractual reporting obligations, 

address regulatory changes, and standardize and improve care.  

 

Major Activities 

CHCANYS’ main program areas are: Policy and Advocacy; Statewide Health Information 

Technology; Clinical Quality Improvement; Workforce Development; the Health Center 

Network of New York; Health Center Support; Emergency Preparedness; and 

AmeriCorps/Community HealthCorps. 
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Center for Health Workforce Studies 

 

The Center for Health Workforce Studies, established in 1996, is based at the School of Public 

Health, University at Albany. The mission of the Center is to provide timely, accurate data and 

conduct policy-relevant research about the health workforce. The Center’s research supports and 

promotes health workforce planning and policymaking at local, regional, state, and national 

levels.  The Center systematically studies the health workforce and brings great academic rigor 

to this important field. As such, the Center has established itself as one of the country’s leading 

research centers of excellence in this area. The Center was recognized and supported in this 

effort as one of only six centers nationally to have been awarded a cooperative agreement with 

the federal Department of Health and Human Services between 1998 and 2007. 

 

The Center conducts studies at the local, state, regional, and national levels. These research 

studies are supported by the federal government, states, and local agencies; foundations; and 

health provider associations. Research results are presented at national conferences and 

professional meetings, and in articles and reports. The Center is often called upon for data and 

information and the Center’s director and staff are frequent speakers on health policy and the 

health workforce. The Center’s research activities include the following broad areas: 

 Collecting, analyzing, and presenting health workforce data; 

 Studying the impact of changing demographics in health care on the supply, demand, and use 

of health workers; 

 Assessing the relationship between the health workforce and access, quality, and costs of 

health care; 

 Advising local, state, regional, and national policy makers on health workforce issues and 

approaches to collecting and analyzing health workforce data; 

 Analyzing current supply and demand and forecasting future supply and demand for specific 

disciplines and specialties; and 

 Providing technical assistance to health and education organizations on current and projected 

health workforce issues. 

 

The Center is a national leader in conducting workforce studies for medical and professional, 

professional associations, government agencies, payers, and provider groups. The Center has a 

well-earned reputation in the public and private sectors for delivering significant value to its 

clients. This value is derived from the Center’s professional and experienced staff, insights into 

the issues that clients face, rigorous approach to analyzing and solving problems, and 

commitment to independence, innovation, and integrity. The Center provides access to a team of 

researchers with extensive knowledge of health workforce issues, workforce modeling, data 

analysis, and state-of-the-art survey methods.  
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Appendix B 

Community Health Center Workforce in New York (Final Report) 
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Appendix C 

Interview Questions 

 

The following questions guided the interviews conducted with Chief Executive Officers/ 

Directors of CHCs in the New York City area: 

 

1.  What staffing approaches do you currently use in service delivery?  

 

2. How do workforce shortages affect your approach to staffing?  

 

3. How does the use of health information technology affect your workforce? What HIT-related 

workforce challenges do you anticipate in the future? 

 

4. What strategies do you use to address issues of diversity and cultural competency? 

 

5. How will changes related to the Medicaid redesign plan and federal health care reform 

initiatives affect the strategic direction of your center in terms of the size and scope of 

services? What are the workforce implications of these changes now and in the future?  

 

6. What changes in service delivery models do you anticipate in the future? (e.g. patient-

centered medical home, chronic disease management, etc.) What staffing approaches offer 

the most promise for the future? Will workers need new skills?  

 

7.  What barriers prevent you from using workers more effectively? (e.g. limitations on scope of 

practice, other regulatory barriers, need for training etc.)  

 

8. Are there viable career ladders that allow for advancement of existing workers? What are the 

barriers to advancement? 
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Appendix D 

Focus Group Questions 

 

The following questions guided the CEO/ED focus group discussion:   

1. How has the composition of your workforce changed (or how will it change) in response to 

healthcare reform and its focus on: 

 Team-based models of care, with frontline workers in more prominent roles 

 Enhanced care coordination within facilities and across settings 

 Improving chronic disease management 

2. Please share your experiences with serving as a clinical/internship site for health professions 

students/graduates. 

 What are the major barriers to administering clinical rotations/internships at your facility?   

 If you have not served as a clinical or internship site, would you be open to doing so?  

What additional resources would be needed?  What barriers do you anticipate? 

3. Please share your facility’s experiences with developing career ladder opportunities for 

incumbent workers.   

 What role (if any) does academic coursework play in your career ladder programs?  

Please specify if the coursework involved is credit-bearing or continuing education.   

 For facilities without a history of implementing career ladder programs, how open are 

you to developing career ladder opportunities?  What additional resources would be 

needed?  What barriers do you anticipate?   

4. What effects, if any, have workforce flexibility regulations (e.g., scopes of practice) had on 

your ability to implement creative workforce models? 

 

The following questions guided the HR focus group discussion:  

1. How has the composition of your workforce changed (or how will it change) in response to 

healthcare reform and its focus on: 

 Team-based models of care, with frontline workers in more prominent roles 

 Enhanced care coordination within facilities and across settings 

 Improving chronic disease management 

2. What are your most pressing staffing, recruitment and retention needs?   

3. What are the most pressing training needs for your workforce?  What partnerships do you 

currently have in place to meet those training needs? 

4. Please share your facility’s experiences with developing career ladder opportunities for 

incumbent workers.   

 What barriers exist for advancement? (e.g., lack of basic academic skills) 

 What role (if any) does academic coursework play in your career ladder programs?  

Please specify if the coursework involved is credit-bearing or continuing education.   

 For facilities without a history of implementing career ladder programs, what additional 

resources would be needed to develop such programs?  What barriers do you anticipate?   

5. Please share your experiences with serving as a clinical/internship site for health professions 

students or graduates. 

 What are/were the major barriers to administering these programs at your facility?   

 If you have not served as a clinical or internship site, what additional resources would be 

needed to develop such opportunities?  What barriers do you anticipate? 

 


