
What are FQHCs?

n Federally Qualified Health Centers (FQHCs) 
provide comprehensive primary and preventive 
care and social services to low-income, medically 
underserved populations, including homeless, 
veterans, and public housing residents, regardless 
of their ability to pay. 

n FQHCs are funded through federal grants 
and include safety net providers under Section 
330 of the Public Service Act, certain tribal 
organizations, and FQHC look-alikes. 

n FQHCs receive enhanced Medicare and Medicaid 
reimbursements.

n FQHCs must be public agencies or private 
nonprofit organizations that are located in 
medically underserved areas or serve medically 
underserved populations and are governed by a 
community board comprised of at least 51% of 
active, registered clients of the FQHC. 

n FQHCs must use a sliding fee scale with 
discounts based on patient family size and income 
in accordance with federal poverty guidelines. 
FQHCs must be open to all, regardless of their 
ability to pay.

n FQHCs provide services at least 32 hours per 
week and provide professional coverage after 
hours.

n Some FQHCs offer adult day care programs and 
home visits, and many offer a range of support 
services, such as transportation assistance, health 
education, eligibility screening, care management, 
and translation services. 

n The Health Resources and Services 
Administration (HRSA), Bureau of Primary 
Health Care oversees 1,200 grantees, which 
encompass close to 8,000 clinic sites.

 Why collaborate?

n Approximately one-third of FQHCs report that 
older adults comprise up to 35% of their patient 
pool.  

n Collaborative efforts between FQHCs and other 
healthcare providers reduce costly duplication of 
services and overt competition.

n Collaboration projects foster increased access 
to quality healthcare and continuity of care to 
vulnerable populations. 

n CMS has partnered with HRSA to launch the 
Advanced Primary Care Demonstration Project 
in fall 2011 to test the patient-centered medical 
home model with Medicare beneficiaries in at 
least 500 qualifying FQHCs. Patient-centered 
medical homes often include links to community-
based programs or utilize patient-activation 
strategies such as CDSMP.

• Participating FQHCs must develop care 
coordination systems, care transition 
programs, and evidence-based practices and 
health education. Since these services are 
not included in their grant funding, many 
FQHCs are looking to partner with local 
resources and organizations to help meet this 
requirement.
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Benefits of Collaboration

Patients at FQHCs are three times more likely 
to seek care for chronic conditions than patients 
receiving care in private practices. For many FQHCs, 
a perfect solution for their patients is the federally-
supported, evidence-based Chronic Disease Self-
Management Program (CDSMP). Because the 
program consistently demonstrates positive results, 
FQHCs in several states are now offering CDSMP.

n New Hampshire: An FQHC in Portsmouth 
developed a team plan to integrate CDSMP 
referrals for people with chronic conditions into 
that practice. 

n New Jersey: As part of FQHCs’ efforts to reach 
rural populations, they have funded training 
and implementation of CDSMP at some of 
their locations and are partnering on a diabetes 
prevention initiative. 

n Oregon: The state has implemented a 
Community Health Center Patient Self-
Management Collaborative that includes five 
FQHCs. The centers work in teams to develop 
the systems, training, and staffing necessary to 
integrate referrals to CDSMP into their regular 
visits with clients with chronic health conditions. 
Each clinic has selected a community ambassador 
from one or more evidence-based programs, 
and clinic staff is integrating referrals into their 
practice. 

n West Virginia: FQHCs are testing a video and 
interactive web-based program to inform health 
care teams and patients about self-management 
skills and motivate referrals at two centers. The 
program is called “Manage Your Health—One 
Step at a Time.” Clinic staff that have the 
opportunity to participate in a workshop are 
much more likely to refer clients to the program. 
Self-management skills learned in the workshop 
provide a common language and structure for 
other wellness activities and support groups.

How to Collaborate 

n Work with your state association of community-
based ambulatory health centers (includes 
FQHCs) or primary care association; start by 
providing a CDSMP presentation.

n Find health centers by address, state, county,  
or ZIP code.

n Opportunities to partner: 

• Establish formal referral agreements.

• Offer to link FQHCs with local master 
trainers/lay leaders to offer an initial CDSMP 
workshop to their patients.

• Train FQHC staff as master trainers or lay 
leaders to implement evidence-based disease 
management programs for their patients as 
part of a Patient Centered Medical Home, 
as part of care coordination programs that 
address the needs of the elderly with chronic 
disease to embed ongoing workshop delivery 
at FQHCs; 

• Become a service provider as part of 
comprehensive coordinated and integrated 
health care services for low-income 
populations.

http://findahealthcenter.hrsa.gov/Search_HCC.aspx

