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Executive Summary

Federally Qualified Health Centers (FQHCs) face increasing pressure to expand access,
enhance patient experience, and remain financially sustainable in a rapidly changing
healthcare environment.

This white paper presents lessons learned from Compassion Health Care, Inc. (CHC), a
North Carolina-based FQHC, as it implemented one of the first FQHC-operated urgent
cares in the United States and integrated urgent care into the organization's overarching
portfolio of services.

This paper explores CHC’s experience in developing an urgent care service line that
complements primary care without compromising continuity and mitigating impacts on
quality metric outcomes. It aims to provide practical insights for peer organizations
evaluating similar paths.




Background

CHC traces its roots to 1978, when a small group of community leaders and healthcare
professionals in rural Caswell County recognized that far too many residents were living
without consistent access to primary care. The county’s isolation, high poverty rates, and
limited transportation meant that people often delayed treatment until emergencies arose.
Out of that need, local advocates joined forces to open a modest clinic dedicated to
providing affordable, compassionate care to everyone, regardless of their ability to pay.

What began as a grassroots effort grew more sophisticated and respected over time. In
2016, CHC adopted the Patient Centered Medical Home (PCMH) service delivery model
for its primary care operations. The shift in implementing strategies that leaned into
requiring patients to choose a provider-led care team with which they would establish a
long-term and consistent relationship was dramatically different than the walk-in access to
primary care the community was used to.

While the organization was committed to the shift, it recognized the vacuum that was
created for the part of the population that, for a variety of reasons, was not ready to
'establish’ with a primary care provider. Without an emergency room or even another
urgent care in the county, CHC was able to identify what the community was looking for
and implemented the solution. CHC started a planning process and ultimately launched
an urgent care service line that was independent of, but adjacent to, the existing primary
care service line.




Strategic Considerations
Market Need & Strategic Alignment

During the planning period, CHC's key strategic considerations included an evaluation of
the market need, an assessment of payer requirements as they related to urgent care,
and a review of the HRSA Compliance Manual. CHC was also careful to ensure
leadership alignment between the Board and the organization's leadership team in terms
of the mindset shifts that would be required in order to for the project to be successful.

Community Demographics & Demand Patterns

CHC conducted a comprehensive market scan to ensure that the decision was both data-
informed and mission-aligned. The leadership team recognized that success would
depend on a deep understanding of the community’s needs, the competitive landscape,
and the organization’s readiness to expand. The goal was not only to determine whether
urgent care was feasible, but to confirm that it would enhance access, strengthen
continuity, and advance CHC’s mission to serve all residents of its region with dignity and
compassion.

The first step was assessing community demographics and demand. CHC analyzed
population size, age distribution, household income levels, and insurance coverage
across its service area, along with commuting and activity patterns. The data revealed a
unique dynamic within Caswell County’s working-age population: many residents who live
in the county commute outside of it for employment and tend to “live life” elsewhere,
seeking healthcare, shopping, and recreation in neighboring communities where they
work. Conversely, a significant share of individuals employed by in-county businesses
commute in from surrounding areas, meaning that weekday healthcare utilization by
working adults within Caswell itself was lower than expected. The analysis also
highlighted a large, retired population that remains highly active within the county during
daytime hours. This group typically runs errands and seeks care early in the day, during
the week, and places a high value on local access to essential services. Together, these
findings suggested that local demand for urgent care would be driven less by evening or
weekend needs and more by weekday, daytime accessibility and convenience for older
adults and those living nearby. This information guided CHC's awareness that there was
limited demonstrated demand for services during extended evening or weekend hours.




Existing Access Gaps & Unmet Needs

CHC also examined current access and unmet needs within the community. Because
external data on emergency department utilization was limited, CHC relied primarily on
community surveys and individual feedback to understand care-seeking behaviors.
Respondents consistently reported delaying treatment for minor injuries and acute
illnesses due to a lack of local walk-in options. While many primary care offices, including
CHC'’s own sites, offered a limited number of same-day appointments, those slots were
reserved for established patients and often filled early in the day. For residents without an
existing relationship with a provider, true same-day access for non-emergent needs
simply did not exist.

The scan also revealed that even for those who were established patients, the level of
care needed sometimes exceeded what could be provided in a typical primary care visit.
For example, minor fractures, sprains, or lacerations often required imaging or procedural
capacity that most local primary care practices lacked. CHC’s existing access to on-site
x-ray equipment provided a distinct advantage in addressing those needs, reinforcing that
an urgent care model could fill a genuine gap rather than duplicate existing capacity.

Competitive Landscape & Differentation

CHC then conducted a competitor and differentiation analysis to understand how a new
urgent care would fit within the broader care landscape. The organization identified all
urgent care centers, retail clinics, and hospital-affiliated walk-in sites (including
emergency departments) in the surrounding area and confirmed that the closest of any
kind to the proposed CHC location was at least a 25-30 minute drive away.

The analysis also revealed that Caswell County is geographically large and lacks a
central hospital, meaning that where a resident lives within the county largely determines
which hospital they would choose if emergency care were required. Depending on their
location, patients typically travel to one of six different hospitals in neighboring counties or
across state lines. This fragmentation underscored both the access challenges and the
potential for CHC’s urgent care to serve as a stabilizing access point for lower-acuity
needs.




In addition, the scan noted that the county’s emergency medical services (EMS) system
is county-operated and limited in capacity, with only three ambulances in rotation at any
given time. It was not uncommon for all three to be out of the county on transports,
temporarily leaving residents without immediate EMS availability. These findings
reinforced the value of adding an in-county urgent care site capable of managing a
broader range of minor emergencies and reducing unnecessary EMS deployment.

Payer Environment & Reimbursement Landscape

Understanding the payer environment was another essential step. Due to the age
distribution of the population, CHC was not surprised to find that the payer mix leaned
heavily toward Medicare. Despite a large portion of residents having access to insurance
coverage, a significant number were still living with incomes below poverty thresholds,
which contributed to Medicaid being the next largest payer group. There were uninsured
residents, but that population represented the smallest percentage of the overall mix.
These findings guided financial modeling and influenced CHC’s planning assumptions
around reimbursement levels, visit types, and operational sustainability. The payer
analysis also highlighted opportunities to strengthen relationships with Medicare
Advantage and Medicaid managed care plans to support population health goals and
improve access for high-risk patients.

Billing & Coding Requirements for FQHC Urgent Care

For Federally Qualified Health Centers, there are specific billing and coding
considerations when adding an urgent care service line. Under Medicare, FQHCs are
reimbursed under the Prospective Payment System (PPS) or through a grandfathered
Alternative Payment Methodology (APM), both of which provide an all-inclusive per-visit
rate regardless of whether the visit is categorized as “primary care” or “urgent care.” The
distinction typically lies in the type of encounter and documentation requirements rather
than in billing codes, as all qualified medical visits are billed under the FQHC PPS rate
using G codes such as G0466—G0470. Under Medicaid, FQHCs generally receive a per-
visit encounter rate based on state-approved methodologies. However, each state
determines whether urgent care visits qualify for that encounter rate, so FQHCs must
verify whether walk-in urgent visits—especially those provided by non-primary care
providers—are recognized as billable encounters. For commercial payers, billing typically
follows standard fee-for-service protocols, using evaluation and management (E/M)
codes that correspond to the visit's complexity and duration.




In these cases, FQHCs should confirm that their contracts include appropriate recognition
for urgent care services and reimbursement at sustainable rates. Across all payers,
careful attention must be given to coding accuracy, same-day service limitations, and
scope-of-project alignment to ensure compliance and financial viability.

Financial Modeling & Productivity Benchmarks

Financial modeling and operational planning were central to the feasibility analysis.
Because peer benchmarks for FQHC-based urgent care did not exist, CHC had to
develop its own internal benchmarks through experience. Early planning relied on
adapting primary care volume assumptions, but it quickly became clear that those
benchmarks were not applicable.

Urgent care productivity potential is inherently higher than that of primary care. Visit
counts per provider per day can be significantly greater in urgent care because
appointments are shorter, follow-up work is limited, and visits are focused on resolving
immediate health concerns rather than managing chronic conditions. Additionally, urgent
care visits require far less post-encounter coordination, such as referral management, lab
result follow-up, and longitudinal care planning, allowing providers to see more patients
within the same time frame.

Over time, CHC’s experience-based benchmarking produced more accurate expectations
for throughput, staffing, and revenue, providing a stronger foundation for financial
modeling and performance tracking.

Regulatory & Compliance Readiness

The organization also gave careful attention to regulatory and compliance considerations.
CHC reviewed state and federal requirements to ensure that the urgent care operations
would meet HRSA expectations for services within scope and comply with 42 CFR 51c.
Planning included payer credentialing timelines, CLIA certification, OSHA standards, and
facility licensure requirements. During this process, CHC identified that certain payer
contracts for urgent care participation required on-site access to x-ray services as a
condition of credentialing and contracting. Because CHC already maintained radiologic
capability, this requirement further validated its readiness to operate the service and
underscored the importance of comprehensive facility planning.




This early integration of compliance and infrastructure requirements prevented costly
delays and ensured that CHC’s urgent care launch met both payer and regulatory
expectations from the outset.

Community Engagement Insights

Community engagement was a critical part of the process. CHC gathered input from local
stakeholders, including residents, business owners, and community organizations, to
better understand perceptions and expectations. These conversations confirmed that the
greatest barrier to care was the inability to be seen promptly for minor illnesses and
injuries—not a lack of after-hours options.

This insight shaped both the operating schedule and messaging strategy, ensuring that
the urgent care would complement, rather than compete with, existing primary care
providers and emergency departments.

Organizational Readiness & Care Continuum Integration

Finally, CHC assessed organizational readiness and strategic fit. Leadership carefully
evaluated staffing capacity, operational systems, and organizational culture to ensure that
the addition of urgent care would strengthen, not strain, existing operations. Planning
teams mapped EHR integration, referral protocols, and communication workflows to
maintain continuity of care. From the outset, CHC positioned urgent care as an access
point to the broader care continuum; an opportunity to welcome new patients into the
organization and connect them to ongoing primary and preventive care services.

Through this comprehensive market scan, CHC gained clarity about both the
opportunities and challenges of launching urgent care. The process confirmed that the
service would meet a genuine community need, strengthen organizational sustainability,
and remain true to CHC'’s founding mission. By approaching the analysis with rigor and
intentionality, CHC not only designed a successful urgent care service line but also
developed a model that other health centers can replicate to expand access while staying
grounded in purpose.




Key Takeaways From the Market Scan

Access Gaps Defined by Geography and Demographics: Caswell County’s size,
commuting patterns, and aging population created a clear need for same-day,
weekday care that was locally accessible rather than extended-hour services.

True Walk-In Care Did Not Exist Locally: Same-day appointments offered by
primary care practices were reserved for established patients, leaving those without a
provider relationship without timely access to care.

Competitive Distance Confirmed Opportunity: The nearest urgent care or hospital-
affiliated walk-in site was at least 25-30 minutes away, underscoring the need for an
in-county solution capable of managing minor injuries and acute illnesses.

Payer Mix Reflected the County’s Age and Income Profile: Medicare represented
the largest payer group, followed by Medicaid, with a small uninsured population.
These demographics required careful modeling of reimbursement sustainability and
visit volume projections.

Urgent Care Productivity Outpaces Primary Care: CHC'’s experience showed that
urgent care providers can see higher daily visit volumes than primary care
counterparts because visits are shorter, more episodic, and require less post-
encounter coordination.

Regulatory Readiness Was Critical: Certain payer contracts required on-site x-ray
access for credentialing, validating CHC’s infrastructure readiness, and highlighting
the importance of early attention to facility and compliance details.

Experience-Based Benchmarking Paid Off: With no established FQHC urgent care
benchmarks available, CHC built its own through practical experience—aligning visit
expectations, staffing ratios, and financial models to local realities.




Operational Model

Overview of the Operational Model

Following completion of its market scan and feasibility assessment, Compassion Health
Care (CHC) turned its attention to the practical design of an operational model that would
bring the urgent care concept to life. The goal was to develop a model that aligned with
CHC'’s mission, fit the realities of its rural environment, and remain financially sustainable
while improving access to timely, affordable care.

Service Design and Scope

CHC structured its urgent care service to focus on episodic, lower-acuity medical needs
that could be safely managed without emergency department intervention. The scope of
services was intentionally broad enough to accommodate a wide range of walk-in
conditions, such as respiratory infections, sprains, minor fractures, lacerations, and
wound care, but narrow enough to maintain efficiency and consistency. The model
emphasized short visit durations, rapid evaluation, and clear clinical protocols designed to
minimize wait times and maximize provider productivity.

In alignment with CHC’s mission and FQHC philosophy, health education and patient
navigation were prioritized as core elements of the urgent care experience. CHC’s
education efforts centered on helping patients understand the importance of establishing
and maintaining a relationship with a primary care provider. For each urgent care visit,
staff documented whether the patient already had a primary care provider. If they did,
CHC ensured continuity by noting the provider in the visit record. If the patient did not,
staff encouraged them to select one of CHC’s primary care providers and offered to
schedule an appointment before the patient left the clinic. This proactive connection
transformed each urgent care encounter into an opportunity for relationship-building and
long-term health engagement.

To reinforce this philosophy through policy, CHC structured its sliding fee discount
program to encourage continuity of care. The nominal fee for a Slide A patient (the lowest
income category) was intentionally set slightly higher for urgent care visits than for
primary care visits. This distinction subtly communicated that while urgent care was
available and accessible, ongoing primary care remained the foundation of personal
health management.




By aligning both patient education and financial structure, CHC effectively used the
urgent care service as a bridge into the medical home, not as a substitute for it.

Hours and Accessibility

CHC found that the results of the urgent care market analysis closely aligned with the
outcomes of previous organizational efforts to ensure accessible hours within its primary
care operations. Both analyses confirmed that the greatest local demand for care
occurred during daytime, weekday hours rather than evenings or weekends. As a result,
CHC structured its urgent care hours to mirror its primary care operating hours,
maintaining consistency across sites and simplifying staff scheduling, and patient
communication. Doing this also allowed urgent care to utilize some of the same
processes and workflows as primary care for things like send-out lab testing and access
to existing, on-site X-ray.

This approach allowed CHC to maximize access without overextending resources or
fragmenting provider coverage. By keeping operating hours aligned across both service
lines, CHC made it easy for patients to understand when and how they could receive
care, reinforcing trust and predictability. The model also supported staff balance and
retention, ensuring that expanding access did not come at the expense of workforce
sustainability or organizational culture.

Staffing and Team Structure

CHC established a dedicated core team for urgent care consisting of a full-time nurse
practitioner, a full-time clinical care coordinator (nurse), and a full-time front desk staff
member whose focus was solely on urgent care operations. This team provided stability,
consistency, and a clear sense of ownership for the new service line. CHC leveraged its
existing laboratory and radiology teams to supplement the urgent care team’s work,
ensuring efficient access to diagnostic services without requiring separate staffing for
those functions.

When a member of the core team was unavailable, CHC arranged coverage using staff
from within the organization. However, maintaining uninterrupted primary care operations
remained a top priority. To prevent disruption to CHC’s ongoing clinical services, the
organization created a PRN (as-needed) staffing pool specifically for the urgent care
provider role. This approach provided operational flexibility while ensuring that urgent
care remained adequately staffed at all times, eliminating the risk of potentially having to
temporarily reduce operating hours due to staffing PTO or unexpected work absences.

10



The decision to maintain a distinct urgent care provider pool also addressed an important
boundary issue between service scopes. CHC recognized that the focus and intent of an
urgent care visit differ significantly from those of a primary care encounter. When a
provider with an established patient panel attempted to see their own patient in the urgent
care setting, it was often difficult to prevent the visit from expanding beyond the acute
concern into ongoing primary care issues. By separating staffing roles, CHC protected the
integrity of both service lines, ensuring that urgent care remained efficient and focused
while primary care continued to support longitudinal patient relationships.

Integration with Primary Care

CHC'’s operational model was designed not as a stand-alone service but as a fully
integrated extension of its primary care network. Shared EHR access allowed clinicians
across all CHC sites to view urgent care documentation, lab results, and imaging reports.
Patients without an established primary care provider were connected to CHC'’s intake
and scheduling team before leaving the urgent care center, ensuring a warm handoff into
ongoing care. For established CHC patients, urgent care visits were automatically linked
to their longitudinal medical records, maintaining the integrity of care coordination and
quality reporting requirements.

This integration strategy not only improved patient experience but also protected the
organization’s compliance and reporting obligations under HRSA and value-based
payment programs.

Financial and Performance Management

Financial oversight was integrated into the operational model from day one. CHC tracked
daily and monthly key performance indicators (KPIs), including visit volume, payer mix,
provider productivity, and average reimbursement per visit. The organization also
monitored cost drivers such as overtime, supply utilization, and radiology throughput to
identify early signs of inefficiency.

Over time, CHC’s data showed that urgent care productivity exceeded initial projections,
supporting the sustainability of the model without compromising access or quality. The
alignment between operational efficiency and mission impact reinforced the viability of
urgent care as a complementary, not competing, service line within CHC’s overall delivery
system.
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Cultural Alignment

Finally, CHC recognized that introducing urgent care required cultural as well as
operational alignment. Leadership emphasized the message that urgent care was not a
separate business unit, but rather an extension of CHC’s core commitment to community
access and compassionate care. Through staff meetings, patient education, and
community outreach, CHC positioned the new service as a bridge between acute needs
and long-term health, an access point for care continuity rather than a transactional
alternative.
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Outcomes and Impact
Overview of Outcomes and Impactl

Nine years after implementing its urgent care service line, Compassion Health Care
(CHC) continues to see meaningful and measurable impact across access, patient
conversion, community relationships, and organizational sustainability. Urgent Care—only
users now account for 34% of CHC'’s total unduplicated users as reported in the
organization’s Uniform Data System (UDS) submission, and 15% of all UDS visits.

Among patients who report not having an established primary care provider,
approximately 30% convert to CHC primary care patients following their urgent care visit.
This conversion rate underscores the success of CHC'’s intentional efforts to use urgent
care as an entry point to continuous, comprehensive care, transforming single encounters
into sustained relationships.

From a quality perspective, CHC closely monitors the effect of urgent care visits on UDS
performance measures. The organization has observed only a marginal negative impact
on select indicators that are inherently tied to longitudinal primary care engagement. For
example, for the UDS measure related to cervical cancer screening, CHC recognizes that
such screenings fall outside the urgent care scope of practice. However, because urgent
care visits are included in overall UDS denominators, CHC notes a small negative impact
of 9% on its global rate.

Beyond internal metrics, the urgent care service line has strengthened CHC’s
relationships with key community partners. Local employers, including the Sheriff’'s
Department, fire departments, and transportation companies, now rely on CHC for
employee medical evaluations, workers’ compensation assessments, and specialized
physicals such as Department of Transportation (DOT) certifications. These partnerships
have deepened CHC’s role as a trusted healthcare resource for the county’s workforce
while generating sustainable, mission-aligned revenue.

Overall, CHC’s urgent care service has proven to be an invaluable addition to the
organization’s portfolio. It not only aligns with the spirit of the FQHC movement but also
embodies CHC’s mission and vision by meeting the community’s need for accessible,
affordable, and high-quality care in an essential and sustainable way.
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Lessons Learned

« Start small but design for scalability.

« Use urgent care as an access bridge, not an end point.
« Align payer contracts and billing early.

» Keep protocols simple, consistent, and replicable.

- Integrate data tracking from day one.

 Protect your primary care operations from role drift.

« Communicate relentlessly; both internally and externally.
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Conclusion

CHC'’s experience demonstrates that urgent care, when designed intentionally and
operated within the values of community health, can serve as a powerful extension of the
medical home model. It does not compete with primary care; it complements it. For
FQHCs willing to invest in thoughtful design, operational discipline, and mission fidelity,
urgent care can expand access, strengthen relationships, and sustain the heart of
community-based healthcare.
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