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Abstract

Context—In fall 2020, Community Clinic Association of Los Angeles County, in collaboration
with the Los Angeles County Department of Public Health, launched a 3-year, cohort-based
quality improvement (QI) coaching program to assist Federally Qualified Health Centers (FQHCs)
in improving their clinical management of hypertension, high blood cholesterol, diabetes, and
chronic kidney disease.

Program—The QI program utilized a cohort-based coaching model in which 5 FQHCs were
each assigned a practice transformation coach who provided them with guidance and support

to monitor clinical quality measures. These measures were then used to facilitate changes and
improvements in clinical workflows and approaches to patient care. To encourage peer learning
and promote inter-organizational collaboration, the coaching team hosted quarterly cohort check-
ins and an online group messaging board where the participating FQHCs could share lessons
learned. Throughout the program, the FQHCs were provided trainings and resources to advance
their clinical quality measures of choice.
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Implementation—To implement the program, each FQHC selected 2 clinical quality measures
to focus on, completing a minimum of 1 Plan-Do-Study-Act cycle per year for each measure.
Throughout, the coaches met regularly with FQHC staff to discuss progress, strategize on how best
to address challenges encountered, and identify training or resource needs for their clinic sites.

Evaluation—To drive implementation of QI interventions and monitor overall progress, the
FQHCs reported quarterly on the clinical quality measures being addressed. By program’s end, all
5 FQHCs reached their 10% improvement goals.

Discussion—This QI coaching program allowed participating FQHCs to build new
competencies and achieve measurable improvements in how they managed their patients’ chronic
diseases. This model of practice serves as a promising approach for achieving sustainable clinical
improvements in these FQHCs.

Keywords

chronic disease; continuous quality improvement; diabetes; Federally Qualified Health Centers;
hypertension

Introduction

Chronic disease is both common and costly. An estimated 60% of American adults have

at least one chronic disease. About 90% of health care expenditures in the United States

are attributed to these conditions.! Nationally, hypertension is among the most common
chronic diseases in the general population.12 Approximately 48% of American adults (119.9
million) have hypertension; less than a quarter (22.5%) has this condition under control.2

In the United States, the costs of hypertension, including direct costs of health care visits
and medication and lost productivity due to premature mortality, have been estimated to

be approximately $131 billion to $198 billion annually.3 This disease condition frequently
co-occurs with other chronic diseases such as diabetes; for example, more than 2 out of

3 people with diabetes have high blood pressure.* To effectively reduce morbidity and
mortality among Americans, health systems will need to improve their population health
management of chronic diseases such as hypertension, high blood cholesterol, diabetes, and
chronic kidney disease (CKD).>~7

Optimizing clinical care practices through the integration of tools and activities such as
clinical decision support, staff trainings, use of standing orders, and improved workflows
can serve as an effective strategy for preventing and managing chronic diseases and their
related complications among a broad range of patients. Quality improvement (QI) strategies
can support these efforts by facilitating systematic and iterative planning, which helps clinics
to more deliberately implement, evaluate, and refine interventions. Through a QI approach,
a clinic can test an intervention in a limited setting, observe which components of the
intervention worked, and make adjustments prior to scaling up the intervention for use in

the entire system.® QI strategies have been successfully implemented in a variety of clinic
types, including community health centers and Federally Qualified Health Centers (FQHCs),
which often serve socioeconomically vulnerable populations with complex health and

social needs.1911 QI projects in these clinic settings have achieved target goals, including
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improved hypertension and diabetes control.11-13 In one such example, 11 clinics from three
FQHCs in Oregon implemented a QI project that successfully adapted strategies originally
developed for an integrated care setting to improve guideline-concordant prescribing rates
for patients with diabetes.1* Key QI activities in this project included integration of
automated electronic health record alerts, pre-programmed order sets, practice facilitators,
and clinician champions.

Although implementation of QI strategies has been shown to positively impact chronic
disease outcomes, it has been challenging for many clinics to engage in such activities due
to multiple competing priorities and limited resources. QI coaching, or practice facilitation,
can help clinics in this regard by offering a variety of support services such as goal setting,
provision of resources and tools, use of practice-level data to drive change, and building
capacity to effectively use health information technology.1518 There is emerging evidence
that the use of a cohort learning model can further help support QI efforts to substantively
improve clinical care practices, including in FQHC settings.1”:18 Cohort learning models add
an additional layer of value to standard QI coaching practice by offering opportunities for
peer-to-peer sharing and engagement in interorganizational learning activities.

In an effort to improve the management of chronic diseases, Community Clinic Association
of Los Angeles County (CCALAC), in collaboration with the Los Angeles County
Department of Public Health (DPH), launched a cohort-based QI coaching program for
FQHC systems in Los Angeles County (LAC), California. The program sought to help
participating health centers build new competencies through the provision of technical
assistance and support to achieve improvements in hypertension, cholesterol, diabetes, and
CKD management. This article describes this model of practice, providing an overview

of the key activities implemented by the FQHCs participating in this coaching program.
Lessons learned can inform health and public health organizations looking to establish or
improve their own QI coaching program.

Community Clinic Association of Los Angeles County

Founded in 1994, CCALAC is a consortium of community health centers across LAC. Its
mission is to empower health centers to remain at the forefront of health care transformation
by forging partnerships, fostering innovation, promoting health equity, and advocating

for the communities they serve. Recognizing that community health centers face many
operational and regulatory challenges when providing care to their patients, CCALAC
provides its members with a range of trainings, technical assistance, and resources to support
the delivery of quality health care. CCALAC’s membership consists of 66 organizations that
offer medical, dental, and behavioral health services at over 380 primary care sites in LAC.
These members include private, non-profit, FQHCs, FQHC Look-Alikes, and community
clinics; collectively, they serve upwards of 1.89 million patients annually.1®
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In Fall 2020, CCALAC and DPH launched the Solutions for Healthier Communities
Program (SHCP), a three-year, cohort-based QI coaching program that sought to address key
chronic disease areas of interest — i.e., hypertension, high blood cholesterol, diabetes, and
CKD. The program’s design drew from several sources: CCALAC’s previous experience
implementing cohort-based QI strategies, principles of practice facilitation, models such

as the Institute for Healthcare Improvement breakthrough series, 29 and CCALAC’s own
rich understanding of their members and the various challenges that these health centers
face with making system-level changes (including ongoing demands brought on by the
coronavirus disease 2019 [COVID-19] pandemic).

As part of SHCP, each participating FQHC was assigned a practice transformation coach
who provided subject matter expertise and guidance to monitor clinical quality measures
(CQMs), apply them to facilitate changes and improvements in clinical workflows, and
promote patient-centered care approaches. Participating FQHCs were also given some
funding support to facilitate participation, and access to technical trainings, peer learning
and sharing, and a variety of templates and resources to use. To guide the work throughout
the course of the program, each FQHC selected two CQM s to focus on from a menu
developed by the CCALAC coaching team (“coaching team”) and DPH. These CQMs
included: (i) high blood pressure control—percent of patients with diagnosed hypertension
whose blood pressure was adequately controlled; (ii) patients prescribed statin—percent of
patients indicated as benefiting from statin therapy who actively used or were prescribed
statin therapy; (iii) undiagnosed hypertension—number of patients with a blood pressure
readings consistent with hypertension in the last 12 months but with no formal diagnosis;
(iv) poor diabetes control—number of patients with diabetes who had a hemoglobin Alc
value above nine or did not have an updated lab value on record; and (v) CKD screening
—number of diabetic and hypertensive patients who had been screened for CKD. Where
feasible, CQMs were structured to align with existing FQHC reporting requirements (e.g.,
Uniform Data System [UDS] reporting) to minimize reporting burden and to facilitate
sustainability of CQM use to drive clinic-level changes. To address each selected CQM,
the FQHC was expected to implement at least one Plan-Do-Study-Act (PDSA) cycle per
year and demonstrate a 5-10% improvement from baseline by the end of the three-year
program. Regardless of the CQMs selected, each FQHC was asked to report data on all
CQMs on a quarterly basis for program monitoring purposes. Collected data was analyzed
via Salesforce. Coaches reviewed results with individual health centers to assess impact of
changes implemented and also with the cohort to share progress and encourage friendly
competition. To further monitor progress and support clinic efforts toward meeting program
objectives, the CCALAC team implemented a five-item Practice Assessment Tool (PAT).
Example milestones assessed by the PAT included ability to easily report on CQM data
and commitment of leadership to participate in SHCP. The PAT was completed annually
by clinic staff, and each milestone was scored as either being in the planning stage, being
implemented, or being adopted as standard work.
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Program Start-up and Implementation

In an effort to recruit FQHCs to participate in SHCP, the coaching team reviewed data
collected on a quarterly basis from its membership to identify FQHCs who had diabetes and
hypertension control rates in the 50th-75th percentile and could benefit most from program
participation. This effort yielded a pool of eight potential health center participants who
were then invited to complete a survey that assessed their ability to meet key program
requirements, including having: the capacity to report on key data points, the ability to
assign a provider champion to the program, and the commitment to appoint a QI lead

who could work on PDSA interventions. The survey also asked prospective health center
participants about their general interest in the coaching program and to identify any
circumstances or factors they could foresee as potential barriers to participating. Based on
these responses, the coaching team met with potential participants to review their eligibility,
answer any questions, and confirm interest and enrollment in the program. A total of 5
FQHCs completed the survey and were ultimately enrolled in the program.

After enrollment, each participating FQHC met with their assigned coach and established a
SHCP-QI team for their clinic sites. The coach and the team then examined existing clinical
priorities and practices, selected the target CQMs they planned to work on, and established
project aims. A project charter was subsequently developed to formalize participation in

the project as well as commitment to program goals, objectives, and activities. The charter
was designed to serve as a document that could be revisited frequently during the course

of SHCP to help reinforce commitment and refocus efforts when needed. Upon finalizing
the charter, the coaches and SHCP-QI teams met monthly or bi-monthly to: (a) set and
achieve program goals using a variety of practical tools (e.g., fishbone diagrams, pareto
charts, 5 Whys); (b) identify how best to align program QI activities with each FQHC’s
existing clinical priorities; (c) track progress; (d) strategize and discuss planned interventions
and needed refinements; and (e) identify and address resource and training needs among
staff at each participating site. All participating FQHCs were provided individual- and
cohort-level trainings to help advance activities tied to selected CQMs. Training topics
included management of hypertension, diabetes, and CKD; use of patient-centered medical
homes; application of Lean and QI strategies; identification and use of available technology
vendors for services such as remote patient monitoring; and the development of scopes

of practice for clinical staff. To facilitate peer-learning and collaboration, the coaching

team hosted virtual quarterly cohort check-ins as well as an online group messaging board
where participating FQHC personnel could share lessons learned and best practices for
achieving CQM targets. Throughout the project, the CCALAC team collected feedback
from participating clinics through a variety of methods, including informal conversations,
post-training assessments, and short surveys. Results were used to determine resource needs,
identify opportunities to improve or add on to the program, and to gauge satisfaction with
the program. Figure 1 provides a summary of SHCP activities.

Program Outcomes

Of the five FQHCs enrolled in the program, three were relatively small, consisting of two
to three clinic sites; two were much larger, comprising 7-11 clinic sites. Collectively, the
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participating FQHCs served approximately 117,162 patients per year.2! The majority of
these patients (57%—85%) had an income at or below 100% of the federal poverty level and
identified as a racial and/or ethnic minority (79%-94%), and 28%-42% indicated they were
best served in a language other than English.

Because participating FQHCs were able to select which CQMs to focus on based on their
own needs and priorities (e.g., desire to align with funder priorities, invest in areas of
greatest need with no existing QI activities, or augment ongoing efforts), the distribution of
selected CQMSs was quite varied. Table 1 provides a summary of how many health centers
selected each CQM and the various interventions implemented by the FQHCs for each
CQM.

High blood pressure control was selected as a CQM of focus by three FQHCs. Key
interventions implemented to improve this measure included: training providers and
support staff on proper techniques for measuring blood pressure and optimal treatment

of hypertension based on the latest clinical practice guidelines; sending text reminders to
patients regarding appointments and medication adherence; and creating reminders within
the population health analytics platform to flag delinquent actions or emerging care needs.

One FQHC chose to focus on patients prescribed a statin as one of their CQMs. This

health center implemented clinic-level interventions such as adding a statin prompt to annual
diabetes exam templates and working with their provider team to ensure correct diagnosis
codes were used.

Four FQHCs selected the CQM for poor diabetes control. They implemented a number of
QI strategies including: creating or updating standing orders; expanding care team roles;
developing medication formulary “cheat sheets” for providers; and implementing automatic
reminder messages for providers to order patient lab tests.

Finally, two FQHCs selected the CKD screening CQM. They employed approaches such
as implementing a routine report within the population health analytics platform for
CKD; adding CKD screening to standing orders and visit planning sheets; and activating
alerts within the population health analytics platform for patients who were missing CKD
screening in their charts.

Because it is not a common quality measure tracked for health center accreditation or
reimbursement purposes, no FQHC selected undiagnosed hypertension as their CQM.
Nonetheless, all five FQHCs created reports in their population health analytic tool to track
data for undiagnosed hypertension following the clinical criteria for the HIPS (Hiding in
Plain Sight) algorithm.22

By program end, all five FQHCs had met the 10% performance improvement goals

for their selected CQMs based on analysis of quarterly program monitoring data. In
addition, program monitoring data showed that participating health centers made notable
improvements in those CQMs that they had not specifically addressed through SHCP but
were required to report on. This improvement was, in part, attributed to the interconnected
nature of the program’s conditions of focus as well as clinics’ ability to apply lessons

J Public Health Manag Pract. Author manuscript; available in PMC 2025 June 12.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Barragan et al.

Page 7

learned from their own work and that of the cohort into their broader clinical practice. Figure
2 provides an illustrative example of progress made over time for one of the project’s CQMs
— high blood pressure control. Additionally, each FQHC was able to achieve their target

PAT score of “adopted as standard work” for all five milestones assessed. Overall, health
center feedback about the program was overwhelmingly positive. For example, a mid-term
program evaluation survey showed that participants felt satisfied with the amount of service
and support provided by the practice transformation coaches and that the coaches were
knowledgeable, professional, and responsive.

However, the program did encounter a number of challenges, frequently requiring the
coaching team and the participating FQHCs to pivot and remain flexible in the way they
structured and implemented QI activities. Key barriers to QI/PDSA cycle implementation
included challenges related to competing priorities, data management, technology, a need
to rapidly convert to telehealth during the COVID-19 pandemic, workflow and care gaps,
and workforce turnover. These barriers, along with related facilitators that were key to
overcoming them, are detailed in Table 2. For example, when it came to selecting CQMs,
FQHCs prioritized measures that were incentivized by their funders (e.g., health plans,
the Health Resources and Services Administration), making it challenging to concentrate
on new focus areas such as undiagnosed hypertension. Similarly, competing patient care
demands made it quite challenging to obtain provider and care team buy-in for new QI
activities. This barrier was mitigated in part by assigning provider champions at clinic
locations to ensure that QI interventions were designed with field practitioners and patients
in mind and that disruptions of existing clinic workflows were kept to a minimum.

A key to effective QI implementation is having high quality data to drive the work. However,
throughout SHCP, the participating FQHCs faced several challenges with collecting and
maintaining high quality data. Individual-level challenges of missed or inaccurate input of
diagnosis and screening codes in patient charts were barriers to tracking clinical progress.
Likewise, lack of interoperability between the electronic health record and population health
analytics platforms within the FQHC system made data management and other activities
cumbersome and inconsistent. Issues with interoperability between the two systems also
limited the ability of care teams to effectively implement standardized workflows that were
critical to achieving several of the CQM targets. To troubleshoot many of these technology
issues, several FQHCs explored new technology-based solutions through third party
vendors, using these opportunities initiate modernization of their approach to technology
infrastructure. Lastly, the abrupt increase in telehealth driven by the COVID-19 pandemic
created a backlog of labs and other tests that were needed for patient care. This rapid
transition also placed enormous pressure on clinic workflows that were not designed for a
primarily telehealth environment. Several of the FQHCs needed support to recalibrate their
systems accordingly before any other actions could be taken. However, in spite of these
challenges, the increased use of telehealth and the related changes that transpired to clinical
practice resulted in alternative options for increasing patient convenience and for reaching
those who were previously hard to consistently reach in the clinical setting.

Finally, the participating FQHCs were hampered by numerous workflow and care gaps
throughout SHCP. For example, clinic workflows for ensuring timely follow-up between
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lab results and treatment were often lacking or inadequate, resulting in many patients
“falling through the cracks” with respect to achieving optimal care. Identification of

these inadvertent or unexpected workflow and care gaps was an important contribution

of the coaching program. It allowed the FQHCs to address suspected problems that were
previously ill-defined. Exacerbated by the COVID-19 pandemic, the FQHCs also faced a
high volume of staff turnover, which created challenges for ensuring that existing and new
workflows and protocols were followed consistently. These personnel shortages created a
need for the health centers to be creative and innovate on the margin, which in several
instances led to an expansion of care team roles.

Discussion

Models of practice that improve quality of care and can be tailored to both meet the needs

of health systems and the diverse communities they serve remain “premium” interventions
for reducing health inequities associated with poor access to chronic disease management.
Through SHCP, CCALAC and DPH piloted and tested one such model. In addition to
demonstrating improvements in key health outcomes, several takeaways can be gleaned from
this program’s implementation in LAC.

First, SHCP was designed to be adaptive, with common elements and flexible supports that
were tailored to each of the FQHC’s needs and to the diverse populations they serve. The
variation in CQMs selected and approaches taken to address them highlight the diversity
found across the different health center systems. To create a coherent program that could
effectively support its diverse participants, the SHCP model capitalized on the use of CQMs
and on disease management principles that emphasized linkages of commonalities across
conditions—e.g., achieving blood pressure control as a common goal for the management
of several chronic diseases, including diabetes, heart disease, and CKD, independently or
concurrently.

Second, CCALAC was well-positioned to engage in this work, given their representation of
and existing relationships with 66 community health center systems in LAC. The knowledge
of the region’s safety net populations and the established trust CCALAC had with target
health centers allowed for the smooth and relatively efficient implementation of SHCP. As
such, CCALAC was able to facilitate several activities that would otherwise have taken
significantly longer time to start—e.g., rapidly recruiting the five FQHCs at the outset;
garnering strong support from each participating health center’s leadership (Chief Executive
Officer, Chief Medical Officer, Chief Operating Officer, etc.); sustaining the coaching model
and sharing best practices at cohort convenings.

Lastly, QI coaching programs inevitably require upfront investments in program and human
resources, practical tools, and an infrastructure for providing ongoing technical assistance to
providers at participating clinic sites. In SHCP, these start-up requirements were supported
largely by CCALAC’s partnership with DPH. DPH provided both technical assistance

and, more importantly, funding support to help pave the way for the coaching model’s
development and implementation.
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Conclusions

Despite recent technological and treatment advances in chronic disease management, much
remains to be done in the U.S. to achieve optimal disease management. 2324 Through SHCP,
the CCALAC-DPH partnership introduced and scaled up a promising model of practice

that facilitates provider behavior and system-level changes as key strategies for improving
chronic disease control. Overall, this LAC experience serves as an excellent example of how
a cohort-based, coaching model could be applied to make meaningful adaptations in safety
net clinics across the U.S., each facing unique barriers and facilitators to change. Future
research and program development should focus on developing a more sustainable financing
strategy to support this type of programming.
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Implications for Policy & Practice

A cohort-based QI coaching program or model of practice can help FQHCs
build new competencies and achieve measurable improvements in health
outcomes for chronic diseases such as hypertension.

A cohort-based QI coaching program can provide opportunities for peer-to-
peer learning and collaboration. This model can serve to create a supportive
environment that facilitates engagement and friendly competition among
participating health centers, thereby promoting accountability and quality of
care.

Regional community clinic associations are well positioned to lead cohort-
based QI coaching programs, given their representation of and established
relationships with local safety net health centers. These associations’ rich
understanding of their members’ challenges represent a potential resource
that participating health centers can rely upon to mitigate barriers related to
program start-up and implementation.

The LAC experience serves as a practical example of how a cohort-based
QI coaching program could be applied to make meaningful adaptations
across safety net health centers in the United States. Research and program
development in the future should focus on developing a more sustainable
financing strategy to support these types of model practices.
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Supplemental
Resources & Activities

Program
planning and

Federally
Qualified Health
Center (FQHC)
recruitment

Year 1:
Start-up Activities

Individual
FQHC-coach
meetings to plan
interventions
targeting selected
clinical quality
measures
(CQMs)

Baseline CQM
data collection
& Practice
Assessment
Tool (PAT)
milestone
review

Cobhort kickoff
meeting with all
5 FQHCs

Resources and additional trainings: In
response to the needs of individual clinic sites,
coaches pulled in additional resources and
hosted trainings to help health center personnel
overcome challenges.

Quarterly cohort check-ins: Periodic meetings
served as an opportunity for the 5 FQHCs to
convene, share ideas and best practices, and
troubleshoot.

Online forum: A virtual forum was created for
health center personnel to access resources (e.g.,
standing orders, policies and procedures), build
community, and review the clinic-level data
dashboards summarizing CQM progress

Figure 1.
Solutions for Healthier Communities Program Activity Summary
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Percent of Hypertensive Patients (18-75 Years) with

Controlled Blood Pressure

Page 13

o e FQHC 2*:80%
FQHC 1: 73%
-— FQHC 4*: 73%

(1)
65% o= FQHC 5: 66%

60%

46%

36%

Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3
2021 2021 2022 2022 2022 2022 2023 2023 2023

(Baseline)

*FQHC selected this CQM [l Met 5% improvement goal A Met 10% improvement goal

Figure 2.
Clinical Quality Measure Spotlight: High Blood Pressure Control Over Time
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