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Abstract
Limited resources exist for managing the increasing cases of hypertension and type 2
diabetes, which underlines the need to continuously review reimbursement plans to
ensure care affordability for chronic illness. The purpose of this quantitative study was to
determine whether a correlation existed between the number of patients with type 2
diabetes, hypertension, and demographic characteristics (independent variables) seen at
Federally Qualified Health Centers (FQHCs) and the allocation of grant funds from
Health Resources and Service Administration (HRSA) (dependent variable) from 2016 —
2020 among adults 18 years old and older in the United States. Guided by the Transaction
Cost Economics Theory and the Chronic Care Model, utilizing a sample size of 6862, a
correlational analysis was conducted using data from the data.HRSA.gov database. The
results indicated that the number of type 2 diabetes and hypertension patients supported
by FQHCs constantly increased over the years as did the cost per patient. Similarly, the
results on grant fund allocation showed an increase. The finding implied that an increase
in the number of patients was accompanied by rise in the amount of funds released for
FQHCs. However, the results revealed bias against Native Hawaii and African American
patients in allocation of grant funds to FQHCs. The application for professional practice
is that policies for allocation of grant funds should be reviewed to minimize ethnic bias in
assessing FQHC services. Meanwhile, an implication for positive social change is the
need to create public awareness programs on healthy lifestyle to reduce the identified

rising chronic illness cases.
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Section 1: Study Foundation and Literature Review
Introduction

This study addressed pertinent issues in healthcare administration with the
expectation to examine trends in the allocation of grant funds awarded to Federally
Qualified Health Centers (FQHCSs) for type 2 diabetes and hypertension patients. This
study also addressed the Federally Qualified Prospective Payment System (FQHC PPS)
reimbursement rate compared to the actual cost per patient. For that reason, key
similarities and contrasting situations were analyzed, and policy insights were drawn
from the data for strategic decision-making over the disbursement of financial resources.
The pursuit undertook a correlation-based investigation in the methodology framework to
understand the relationship between the desired variables. The original justification of the
study potentially revealed underlying disparities in the grant funds awarded to FQHCs
and the increasing number of type 2 diabetes and hypertension patients. Likewise, the
research was established to uncover inequities in Federally Qualified Health Center
Prospective Payment System reimbursement rates received by FQHCs compared to the
accrued treatment cost.

As mentioned earlier, the potential outcomes of the study may sensitize the
governing health authorities in the United States to formulate more equitable policies
regarding dispensing funds at the federal level. Overall, this study had four key sections
as follows: (a) Section 1 captured the foundation of the research and the review of

literature whereby a background has been provided, a statement of the problem, research
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questions, objectives, assumptions, delimitations, limitations, the definition of key terms,
the significance of the study, and a search strategy; (b) Section 2 featured the research
design and collection of data, the methodology was stated, philosophical paradigm,
threats to validity, and identification of the ethical concerns in the study; (c) Section 3
was the presentation of the results and findings section where key findings were
formulated; and (d) Section 4 provided an outlook for the application to professional
practice and implications for social change. Thus, section 4 articulated the findings'
interpretation, outcomes' limitations, and recommendations.

Background

Chronic illnesses are significant healthcare disruptions in terms of costs,
morbidity, mortality, and overall impact on health quality and peoples' wellbeing. The
healthcare system has responded to the growing burden of chronic illness by building
more robust capacities to deal with chronic illness. One such response involves capacity
building through proper financing. Desmedt et al. (2018) defined chronic conditions as
psychosocial or physical problems that exist for more than one year and have limitations
in regular functioning and the need for continuous treatment and monitoring or
evaluation.

In the United States, chronic diseases, such as type 2 diabetes and hypertension,
are among the costliest and most prevalent health conditions, where approximately 133
million Americans suffer from at least one chronic disease (Shin, 2019). The Centers for

Disease Control and Prevention (CDC) (2020) further reported that at least 90% of the



total $3.8 trillion allocated to the United States healthcare sector is often used to manage
people with chronic and mental-related conditions. According to Shin (2019), type 2
diabetes and hypertension are among the most prevalent chronic diseases in the United
States. Type 2 diabetes is associated with adverse financial and health implications,
including elevated risks of cardiovascular diseases, nerve damage, and kidney disease,
leading to high healthcare costs due to frequent hospitalization incidences (Shin, 2019).

Similarly, Jackson et al. (2018) held that the prevalence of hypertension and type
2 diabetes in the United States remains high, with at least 33% and 12.4% of the adult
population being affected. Furthermore, the indirect and direct costs of managing and
treating chronic diseases, such as hypertension and type 2 diabetes, were over $316.6
billion and $245.2 billion. Therefore, there is a need to develop more effective strategies
for ensuring improved quality of care for people suffering from these diseases.

In response to the increase in hypertension cases and type 2 diabetes cases, among
other chronic diseases in the most deprived and medically vulnerable communities, the
Health Resources and Services Administration (HRSA) developed and funds Federally
Qualified Health Centers (FQHCSs) for the service provision of health care to medically
deprived or underserved (Desmedt et al., 2018). FQHCs serve approximately 25 million
chronic disease patients, with at least 40% covered by Medicaid (Shin, 2019). The
development of the Federal Qualified Health Center Prospective Payment System (FQHC

PPS) by Congress in 2014 led to the redefinition of Medicaid and Medicare



reimbursements considering a predetermined and fixed amount, leading to the variation
in the amount of care costs allocated for patients (Jackson et al., 2018).

Such developments have led to the need to conduct a research study to assess the
possible relationship between the increasing number of type 2 diabetes patients, the
increasing number of hypertension patients, and the allocation of federal grant funds to
FQHCs. The federal grant funds are intended to subsidize patients' healthcare costs for
FQHCs and ensure they can access quality medical treatment. Analyzing the relationships
between the number of type 2 diabetes and hypertension patients and federal grant funds
allocated; reveals whether the government supports the rising number of chronically ill
patients to access healthcare or whether there is a need to readdress and increase either
grants funds awarded to FQHCs or increase the reimbursement rates of the FQHC PPS.

Problem Statement

The problem that this study focused on addressing was limited resources for
managing type 2 diabetes and hypertension. Existing statistics reveal an increasing trend
in the number of diabetes cases in the United States, with 34.1 million people living with
diabetes in 2018 compared to only 11 million in 2000 (CDC, 2020). The net effect has
been increased demand for care services to manage diabetes and hypertension issues.
According to Shrivastav et al. (2018), primary care providers (PCPs) are currently
providing care services to approximately 90% of diabetic patients, and the proportion is
expected to rise in the future, growing the number of diabetic patients in the United

States.



The development of FQHC PPS by Congress in 2014 led to a fixed
reimbursement payment to FQHCs for patients regardless of their diagnosis and health
needs. One of the primary roles of the FQHC PPS is to cover the estimated actual cost of
services and operations (Young et al., 2019). Based on the 2019 data, FQHCs accrued a
cost of $1044.40 per patient, a 17% increase from the 2016 amount of $889.95 per
patient. On the contrary, overall payment rates of FQHC PPS have only increased by
5.7% between 2016 and 2019 (Young et al., 2019). FQHCs must pay for the remaining
costs with their grant funds to ensure continued service delivery. Still, such a decision
means that funding would be decreased for the other services within FQHCs especially
care services needed by uninsured patients and operations (Young et al., 2019).

In addition, existing studies have shown several operational challenges
experienced in FQHCs. These challenges include unfilled job openings for social service
providers and mental health professionals, inadequate coordination of patient care
programs with community social services, and inability to provide affordable care to
patients (Lewis et al., 2019). The highlighted challenges are administrative since
inadequate staffing in FQHCs leads to patients not receiving adequate supportive care
related to mental health and social services.

Similarly, Norwood et al. (2017), in the SWOT analysis of FQHCs, reported that
the health system does not encourage comprehensive coordinated care and instead

incentivizes procedure-driven care. As a result, there is a challenge of aligning operations



and financial systems to ensure the care provided is patient-centered to facilitate faster
recovery as well as higher levels of satisfaction among patients.

Moreover, the administrative challenges faced by FQHCs relate to referral
programs it outsources from community healthcare providers to meet the needs of
patients who cannot access FQHCSs services (Maxey et al. 2015). To put the issue into
context, Jones et al. (2013) indicated that for dental care, only 20% of patients in the
FQHCs system directly accessed services at FQHCs facilities, and the rest relied on
referral programs. However, such referral programs are often undermined by inconsistent
reimbursement of community health providers, leading to referred patients failing to
access the needed care (Maxey et al. 2015). In this regard, understanding how to improve
FQHC administrative operations can help to understand how patients with chronic
conditions such as hypertension and diabetes can be effectively supported.

Purpose of the Study

The primary purpose of this quantitative study was to determine the relationship
between grant fund allocations and the number of patients with hypertension and type 2
diabetes seen at FQHCs. The research sought to understand whether there is a need to
increase grant funds allocated to FQHCs to care for patients with hypertension and type 2
diabetes or whether the fixed amount from the FQHC PPS should be increased to cover
these costs. Moreover, the study explored the relationship between grant funds allocated
to patient demographics such as ethnicity, race, age, and gender. The underlying goal was

to understand whether there are allocation disparities for grant funds intended to improve



healthcare access among patients. Therefore, the results from this study could be helpful
to policymakers within the U.S health sector to formulate critical strategies for ensuring
the effective disbursement of financial resources to FQHCs for managing patients
suffering from type 2 diabetes and hypertension.
Research Questions and Hypotheses

The study was based on four research questions and associated hypothesis:

RQ1: What correlation exists between the number of patients with type 2 diabetes
seen at FQHCs and the allocation of grant funds from 2016 — 2020 and among adults 18
years old and older in the United States?

Hol There is no statistically significant association between the number of
patients with type 2 diabetes seen at FQHCs and the allocation of grant funds.

Hal: There is a statistically significant association between the numbers of
patients with type 2 diabetes seen at FQHCs allocation of federal grant funds

RQ2: What correlation exists between the number of patients with hypertension
seen at FQHCs and the allocation of grant funds from 2016 — 2020 and among adults 18
years old and older in the United States?

Ho2: There is no statistically significant association between the number of
patients with hypertension seen at FQHCs and the allocation of grant funds.

Ha2: There is a statistically significant association between the number of patients

with hypertension seen at FQHCs and the allocation of grant funds.



RQ3: What correlation exists between patient demographic characteristics
(gender, age, race, and ethnicity) and the allocation of grant funds from 2016 — 2020 and
among adults 18 years old and older in the United States?

Ho3: There is no statistically significant association between patient demographic
(gender, age, race, and ethnicity) characteristics and the allocation of grant funds.

Ha3: There is a statistically significant association between patient demographic
(gender, age, race, and ethnicity) characteristics and the allocation of grant funds.

RQ4: What correlation exists between the Federally Qualified Health Center
Prospective Payment System and cost per patient?

Ho4: There is no statistically significant association between the Federally
Qualified Health Center Prospective Payment System and cost per patient.

Ha4: There is a statistically significant association between the Federally
Qualified Health Center Prospective Payment System and cost per patient.

Conceptual Framework

The present study used the transaction cost economics (TCE) framework to
explain the effects of limited financial resource allocations for FQHCs. According to
Jackson et al. (2018) and Young (2018), the TCE theory expresses that the optimum
structure in the organizational context is among the significant factors which influence
the realization of economic efficiency through the minimization of exchange costs. TCE

is an optional approach to organizing and planning transactions. TCE involves



establishing structures such as firms and bureaus whose functional role involves
minimizing transaction costs while optimizing outcomes.

TCE, therefore, focuses on organizational structures geared toward achieving
economic efficiencies by reducing the expenses on exchange. Thus, TCE theory
concentrates on a transaction that allows the implementation of cost management
approaches such as monitoring and controlling costs (Young, 2018). Similarly, Desmedt
et al. (2018) noted that the TCE theory assumes that each type of transaction produces
coordination costs of monitoring, controlling, and managing transactions. Williamson's
(1979) transaction cost economics theory shows the transactions of the governing
structure and the coordination cost. Further, TCE presents a conceptualized system that
allows healthcare transaction analysis and quantification of its effect on healthcare
structure, operations processes, and outcomes (Stiles et al., 2001).

The present study acknowledged that the healthcare system comprises complex
transaction protocols among patients, care providers, including other care stakeholders.
Such transactions often occur in markets, systems, and the organization. Jackson et al.
(2018) held that transactions in the healthcare system help produce care and coordinate
care activities.

Since coordinating such transactions is integral to care delivery, they must be
executed smoothly and efficiently (Shin, 2019). Therefore, the present study used TCE to
analyze healthcare transactions (grant funds awarded) to FQHCs and quantified their

effects on the quality of care provided to diabetic and hypertension patients who visited
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such centers for healthcare services. Through TCE, the management of FQHCs was
provided with the relevant knowledge required for decision-making processes, such as
how to use limited grant funds awarded to FQHCs for the management and treatment of
patients with type 2 diabetes and hypertension.

Wagner (1998) suggests that Chronic Care Model (CCM) may improve self-
efficacy, create healthier populations, and reduce healthcare costs. However, according to
Potter & Wilson (2017), incorporating TCE and CCM was vital. It helped develop a
framework that described the relationship between the allocation of grant funds and the
number of hypertension and type 2 diabetes patients seen at FQHCs, which served as the
primary assessment of the present study.

Nature of the Study

The present study adopted a quantitative research approach involving collecting
and analyzing secondary data from HRSA. However, the data from this source has some
setbacks in the usage as only the comprehensive national and state participant data
performance measures are publicly available. For this study, only data about FQHCs
concerning type 2 diabetes and hypertension management was collected for analysis and
interpretation.

The selection of a quantitative research approach was suitable for the study. It
facilitated the analysis of large volumes of data from FQHCs about the number of
diabetes and hypertension patients and the allocation of grant funds awarded to manage

and treat such chronic diseases. As held by Creswell and Creswell (2018), results from
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quantitative techniques can be easily replicated, supporting or discarding hypotheses over
large audiences. However, Coolican (2018) criticized the efficiency of quantitative
research based on its inability to collect and analyze data describing the participants'
emotions, reactions, and perceptions about the research problem. Despite the criticisms,
this study adopted a quantitative research approach to collect and analyze data from a
large study population. This goal could not have been achieved using a qualitative
methodology.

Quantitative research was preferred over qualitative because of the large data
volumes collected from archived sources, i.e., all the FQHCs caring for type 2 diabetes
and hypertension patients in the United States. Specifically, this study used a
correlational approach to assess the impacts of the increasing number of type 2 diabetics
and hypertension patients seen at FQHCs and the allocation of grant funds. This study
also used a correlational approach to assess the relationship between FQHC PPS and cost
per patient. Correlational research design assesses the relationship between two or more
variables without controlling any of them, intending to discover whether there is a
correlation that exists or not (Coolican, 2018; Creswell & Creswell, 2018). The study
evaluated the connection across three predictor variables and one criterion variable.

Literature Search Strategy and Literature Review

The literature reviewed in this project was searched and selected from databases

such as EBSCO, Sage Journals, Cumulative Index of Nursing and Allied Health

Literature (CINAHL), and PubMed. Their high reputations influenced the selection of
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these databases for hosting up-to-date and high-quality literature and research evidence
about type 2 diabetes and hypertension incidences, management, and treatment in the
United States. During the literature search process, keywords such as chronic diseases,
type 2 diabetes, hypertension, Federally Qualified Health Centers OR FQHCs, Federal
Qualified Health Center Prospective Payment System OR FQHC PPS, Medicare,
Medicaid. The literature search process was achieved by using Boolean operators such as
"AND" and "OR" and the truncation symbol "*." Consistent with Gunawan (2015), the
asterisk "*" symbol is often used in the literature search process as a placeholder for any
wildcard or known terms, allowing the identification of studies with alternative terms to
the keywords used during the search process. For example, inputting the keyword
hypertension* led to identifying studies that use high blood pressure. The literature
search process was further limited to data and language of publishing, 2015-2021 and
English language, respectively. The literature must only include type 2 diabetes and
hypertension patients from the United States. as the study population.

Understanding of Federally Qualified Health Centers

Federally Qualified Health Centers domiciled in the U.S are non-profit clinical
providers. They operate under federal standards. FQHCs were initiated due to the need to
provide underserved medical care and reduce patient overcrowding in hospital emergency
departments. The figures illustrate how health centers in the U.S service socially
disadvantaged populations. According to the National Association of Community Health

Centers (NACHC), most patients receiving services from health centers such as FQHCs
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are uninsured or publicly insured, as shown in the bar presentation. For instance, 48 % of
the population is publicly insured by Medicaid, Medicare 10 %, while 23 % remains
insured (NACHC, 2021). From this data, about 80 % of the population comprises people
who are publicly insured or not insured. It implies that health centers such as FQHCs
have greater responsibilities in meeting the needs of this population.

Figure 1 shows how critical health centers deliver healthcare to less privileged or
underserved communities (NACHC, 2021). Community health centers such as FQHCs
are crucial in the U.S health care system. They were launched in 1965 to create
comprehensive primary care systems amongst medically underserved rural and urban
communities. Health centers, especially FQHCs, have grown in terms of effectiveness in
enhancing accessibility to health care and rehabilitating the quality of health care among

communities.
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Figure 1

Most FQHCs Cover Publicly Insured and Uninsured Communities

Most Health Center Patients are Uninsured or Publicly Insured

48% 82% of health center patients are
uninsured or publicly insured.

23%
18%

10%

1%

Medicaid Uninsured Medicare Other Public Insurance ~ Private Insurance

Note. Percentage for “Other Public Insurance” includes non-Medicaid CHIP, or coverage
where states contract CHIP through private third-party payers and not Medicaid.

From “Community Health Center Chartbook,” by National Association of Community

Health Center (2020). https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-
2020-Final.pdf

FQHCs are sources of preventive and primary care amongst low-income
individuals and their families within their communities (Wood et al., 2014). To receive
federal funding, FQHCs must be within a federally designated medically underserved

area (MUA), provide health services to medically underserved populations (MUP),
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deliver comprehensive primary care, adjust health charges on a sliding fee schedule based
on patient income, and be governed by a community board. FQHCs are mandated to have
a board of governance comprising a minimum of 51% of consumers (Wright, 2013).
FQHCs are increasingly focused on managing chronic illnesses.

FQHCs are specifically funded by the U.S Department of Health and Human
Services Health Resources and Services Administration (HRSA) to provide healthcare
services to the vulnerable population. Diabetes control within the limits of Alc <9% and
blood pressure within the parameters <140/90 mm Hg has advanced by HRSA as one of
the performance indicators of FQHCs in managing chronic diseases (Rodis et al., 2017).
The extensive role of FQHCs and funding are critical epicenters of discussion in this
paper in the context of the increasing g incidence of people living with diabetes and
hypertension.

Role of Medicare and Medicaid in Chronic Disease Management

As increasing healthcare costs continue to draw attention from different
stakeholders, the growth rate in Medicare expenditure, which has exceeded the overall
United States healthcare system, is of great concern among policymakers (Young et al.,
2019). According to McMullen and Katz (2017), an increase in Medicare Part A
spending consumes a significant share of federal revenue. McMullen and Katz's findings
also indicated that the current projections show that Medicare outlays surpass dedicated
revenues by 45% of overall expenditure. The Hospital Insurance Trust Fund is considered

a strong solvent until 2022.
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The articles suggest that the primary cause of such a trend is the growing number
of Medicare beneficiaries who live with multiple chronic diseases. McMullen and Katz
further state that chronic diseases have increased over the past ten years. Raghupathi and
Raghupathi (2018), an empirical study on chronic diseases, also affirmed that chronic
diseases have continually increased. However, according to McMullen and Katz, there
has been a minor increase in Medicare and Medicaid funds to help control these diseases
in past years. Therefore, the patients have had difficulties controlling the disease due to
the funds.

Consistent with Wang et al. (2018), quantitative research on Medicare's New
Prospective Payment System on Facility Provision of Peritoneal Dialysis found that about
14% of Medicare beneficiaries live with heart failure and heart-related diseases. They
account for approximately 43% of the total Medicare expenditure every year. Similarly,
Xu et al. (2018), in the study focusing on an underserved community in connection to the
actual stratification of risk method for conducting a primary care management program
for chronic disease, noted that around 18% of Medicare beneficiaries are diabetic and
their health care needs account for 32% of Medicare spending every year. This illustrates
that many patients with chronic diseases depend on funds to control their chronic
diseases. Additionally, Medicare Part B covers care management for beneficiaries with
chronic conditions (Young et al., 2019).

Nonetheless, a beneficiary is eligible for Medicare Part B coverage of care

management if they live with more than one chronic health condition. Another study by
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Grembowski et al. (2014) on people with more than one chronic disease condition
indicates that 31.5 Americans suffer from multiple chronic diseases. The study adds that
these people depend entirely on health funds and Medicare to control these diseases. It
shows how Medicare funds are essential for controlling chronic diseases.

Medicaid also undertakes an integral role in the management, including the
treatment for people living with chronic diseases, and the same encompasses
hypertension and type 2 diabetes in the United States. As reported by McMullen and Katz
(2017), approximately 3.5 million Medicaid beneficiaries are living with type 2 diabetes,
and more than 16 million with a history of different forms of cardiovascular illnesses.
Therefore, a complete absence of Medicaid would make type 2 diabetes and hypertension
patients struggle with managing and treating their diseases and expose them to additional
risks of developing costly and debilitating health conditions.

Another research by Christopher et al. (2016) focused on care access and chronic
illness outcomes amongst publicly insured individuals, specifically Medicaid-insured
individuals versus uninsured persons. In the study, after controlling for patient
characteristics, the findings showed that Medicaid-insured persons were more likely than
uninsured to seek annual outpatient physician visits. Thus, if one is poor and has
hypertension but is Medicaid-insured, there is a better chance of seeing the physical and
getting improved awareness of the disease and approaches to managing it. In conclusion,
the study affirms that Medicaid is vital in facilitating better care and improving patients'

health with high blood pressure.
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Furthermore, as per the research by Wang et al. (2018), people living with chronic
disease always require access to disease management and prevention services, and they
may be forced to seek emergency care after losing access to Medicaid as they would be
exposed to additional complications, further burdening the health care system. For that
matter, establishing FQHC PPS by Congress is among the key strategies focused on
containing the costs of the chronically ill subset of Medicaid beneficiaries.

Despite the availability of studies about the role of Medicare and Medicaid in
chronic disease management, there is still limited knowledge concerning the impacts of
increasing type 2 diabetes and hypertension patients on the cost accrued per patient
within the FQHCs. Therefore, this essential literature gap justifies the need to carry out
this study to develop new knowledge and expand the existing information.

Patient Experiences with Clinical Services at the Federally Qualified Health Centers

Federally Qualified Health Centers are established with the core objective of
optimizing care experiences amongst medically underserved populations. People's
spectrum of chronic illnesses such as diabetes, hypertension, and associated
comorbidities are amongst high-risk populations that primary healthcare aspects of
Federally Qualified Health Centers should focus on. Suitable monitoring related to
chronic diseases, such as accurate administering of medications, can culminate in
improved disease control, reduced complications, and improved overall health outcomes.

Federally Qualified Health Centers are potential epicenters of creating a positive patient
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experience. According to Shin et al. (2020), positive patient healthcare encounters or
experiences have been associated with improved health outcomes.

Federally Qualified Health Centers provide a framework through which integrated
care is provided. The integrated model of care provides improved patient experiences in
terms of increased satisfaction. FQHCs enable the implementation of a collaborative
model of care tween healthcare providers and patients. According to Petts et al. (2021),
providers and patients are likely to report high satisfaction with the clinic in terms of
increased participation in healthcare decisions, recommendation of the clinic to others,
and enhanced cost savings.

While satisfaction is evident in integrated care, Petts et al. (2021) found it
outstanding in this study’s finding where satisfaction levels captured in urban areas
served FQHCs providing comprehensive and integrated services appear to provide the
highest level of satisfaction. Petts et al. (2021) observed improved patients' experience in
terms of general happiness about the care they received and voiced benefits associated
with integration and the care within the clinic. However, there were also some negative
such as problems within the clinic, such as difficulties experienced in the outside referral
process, and infrastructural challenges, such as staff turnover (Petts et al., 2021).

Further, another negative experience reported involved poorer satisfaction levels
witnessed amongst Black patients compared to other ethnic groups such as Hispanics and
whites. The reports of lower satisfaction levels among patients from African American

ethnic communities may be linked to encounters with racism and discrimination, existing
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mistrust of the healthcare system among Black American communities, and poor patient-
provider relationships. Through the improvement of patient satisfaction and experience,
there is an enhanced likelihood of enhancing patient outcomes. By proactively collecting
patients' data on their experience in FQHCs, there is an enhanced opportunity to apply
such information to better the perception of the quality of care received by the patients, to
enhance health providers' communication and performance, and to initiate changes
change geared at enhancing the efficiency of the systems and operational. Positive patient
experience should be beneficial and linked to evidential improvement in health outcomes,
such as notable positive changes in blood pressure and sugar control assessment
parameters.

Positive patient experience should go beyond feelings, happiness, and satisfaction
to more measurable and observe results such as reduced disease severity. Patients who
are satisfied and happy with their experience can be associated with healthier lifestyles
and improved wellbeing with better outcomes secondary to proper disease prevention and
management. Chronic disease management show improved outcomes when patients are
satisfied due to increased collaborations between these patients and their providers
(Bookey-Bassett et al., 2017). Financial practices have far-reaching implications on
patient experiences in FQHCs. The amount of funding that is channeled into FQHCs
impacts the nature of patient experiences.

Adequate findings would mean that there is increased capacity building by

improving various systems, such as human resources and diagnostic and treatment
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capacity, that are all geared towards improving health outcomes and overall patient
experiences. The funding of FQHCs has high relevance to the management of chronic
ilinesses such as diabetes and hypertension. The extent of investment in terms of financial
inflow in FQHCs helps determine the patients' experience in aspects of feelings,
perceptions, wellbeing, satisfaction levels, and overall health outcomes.

Role of FQHCs in Improving Chronic Disease Outcomes

The FQHCs are involved in the provision of health care services to the medically
underserved population, with diabetes control and blood pressure control of <9% and
<140/90 mmHg, respectively, have been incorporated into the Core Clinical Measures
being implemented by the HRSA (Bryce et al., 2017; Dobbins et al., 2018).
Correspondingly, Ingram et al. (2017) and Oung et al. (2017) noted that FQHCs are also
involved in the population management of diabetes and hypertension to facilitate the
realization of these goals. Consistent with the outcomes from the studies by Chavez et al.
(2018) and Ingram et al. (2017), both HRSA and FQHCs are actively involved in
managing diabetes and hypertension through different strategies. These strategies include
ensuring the proper use of medications, which leads to improved disease control,
management of disease-related complications, and improving the overall health status of
the patients.

There is a significant level of evidence that illustrates gaps in efforts in fighting
hypertension and diabetes. According to Agency for Healthcare Research and Quality

(AHRQ) (2020), hypertension is high blood pressure affecting about 30 % of adults in the
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United States. Hypertension is a critical health concern by it is the primary risk factor for
heart failure, stroke, chronic kidney disease, heart attack, and death. However, only
approximately 50 % of those with hypertension have it under control when their mean
blood pressure measurements are below 140/90 mmHg (AHRQ, 2020). More often,
hypertension remains asymptomatic, which accounts for a significant percentage of
people having hypertension without knowing it. HRSA has produced programs through
healthcare centers such as FQHCs to control blood pressure by delivering care to
underserved and vulnerable individuals and families. In 2018 alone, healthcare centers
provided primary healthcare services to a population exceeding 28 million patients (AH,
2020). The healthcare centers, including FQHCs, are required to report hypertension
control performance through the Uniform Data System (UDS) annually. Below is the
annual performance of hypertension control as per the data derived from the Uniform
Data System (UDS).

Figure 2 shows typical data showing the increasing prevalence of hypertension
versus the percentage of controlled cases each year from 2016 to 2018. The findings are
collaborated by CDC. According to CDC (2013), about 50% of adults in the U.S have
hypertension which culminates in about 116 million people. Under the same CDC data,
approximately 91.7 million people are recommended for prescription hypertension
medication and lifestyle modifications, and a substantial portion of the affected
population has their medication dosage increased to strengthen control. However, it is

estimated that 24% of adults with hypertension have managed to get their condition under
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control (CDC, 2021). The result implies that awareness should be created to promote
hypertension management among patients.

Figure 2
Healthcare Centers Hypertension Control Performances for Six Years

Tabie 1. Health center patients with controlied hypertension control (140790
mmHgl. by race and sthnicity, 2016-2018

2018 T 2017 2017 2w 2018
Race Total % With Tetal % With Tistal % With
Hypertensive | Comtrefied | Hypertensive | Comtrelied | Hypertensive | Controlied
Patients | Hypertension | Patients | Hypertension | Patients Hypertession

Asian 140,363 B7.2T% 164,400 7 6% 167,242 BT 8%
White 2273584 | B4 7E% 84,154 BE5.345% 2 616,804 BE. 0
Hisxanic BEE 5610 . B800% 721,206 BE. 200 THE1,5EE 5 500
Man-Hispanic | 1,608,023 | 6B4.768% 1742949 BE5.39% 1,835,239 BEL0Cr
Multiple Race G145 BE.33% 74,503 B3.20% TO253 B4 B0
Admcan 1,000,384 S8 00% 1.088, 643 | 55.74% 1,107 260 5O 00
American'Black
Hisxanic 30,428 EBO.E0% 25,491 20 1,030 B2 4%
Man-Hispanic | 960,956 55.00% 1,035,162 55.60% 1,076,240 BE.44%
American indem/ A0EDE B0.2Z3% 43153 B0.02% 45,889 B2 500G
Al Hate
Other Pacific 20,843 B2.00% 24 13 BO.05% 2RIT2 B2 15%:
Iskamder
Native Hawaiian | 77154 S58.471% T.BE 50.27T% B21 50.94%
S e 207 iy 2018 20e
Efmnicity Total 2 With Tedtal 5 With Total % With
Hyperienswve | Controlled Hypertensiee | Comtrolled Hyperiensive | Controlled
Hespanic 1,004,235 | 84.85% 1,087,008 | i84.98% 1,170,653 BE S0
MNon-Hispanic 2849772 | 61.688% 3,083,507 | E81.94% 3,237,081 B2 4T
Todal 3,920,129 B2 35% 4,240 &7 B2.T1% 4,497,046 BN

Note: Measure is the percentage of patients ages 18-85 years who had a diagnosis of
hypertension and whose blood pressure was adequately controlled (below 140/90 mmHg)
during the measurement period. From “AHRQ Data Spotlight: Hypertension Control in
Health Resources and Services Administration Health Centers” by Agency for Healthcare

Research and Quality (2019).



24

www.ahrqg.gov/sites/default/files/wysiwyg/research/findings/nhgrdr/dataspotlight-

hypertension.pdf

Dobbins et al. (2018), Ingram et al. (2017), and Oung et al. (2017) supported the
use of a medication therapy management approach for delivering care services to
chronically ill patients in the FQHCs because it provides a comprehensive medication
review for ensuring improved patient satisfaction and outcomes by meeting all their care
needs. After ending the FQHC visit, the care practitioners would then use the medication
therapy management tool to develop a care plan. The care plan is later shared with the
patients and the primary care providers as a strategy for limiting and preventing the
occurrence of any form of drug therapy problem through the elimination of unnecessary
medications, initiation of appropriate medications, adjustment of dosage regimens,
addressing possible adverse reactions in addition to increasing the willingness of the
patients and their ability to properly adhere to the newly developed medication regimen
(Dobbins et al., 2018; Oung et al., 2017).

Even though these studies have emphasized the significant role of pharmacists in
chronic disease management, these care providers are often missing, and underutilized
members of the health care teams within the FQHCs hence limiting the successful
implementation of medication therapy management approach in these centers leading to
low patient satisfaction and negative experience with the care services.

The FQHCs as Value-Based Payment Transformation Channel
The need to develop a value-based care approach in the United States has been

reported to increase in recent years owing to the growing number of chronically ill
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patients and limited resources to cater to their healthcare wants and expectations (Goff et
al., 2021; lzguttinov et al., 2020). Lipson et al. (2019) and Olson et al. (2021) described
value-based care as a model developed to facilitate proper alignment of the care system,
the patient, care providers, and the community to realize improved health outcomes at a
lower cost. Successfully designed value-based care models should be prevention-focused,
risk-based, patient-centered, and minimally invasive to ensure equitable distribution of
care resources (Goff et al., 2021; Niazi et al., 2021). During the treatment process of
Medicaid and Medicare populations, most of the FQHCs are financed based on the PPS
involving a cumulative rate for each legible patient visit paying for the insured health
services offered during the visiting time (Lipson et al., 2019; Niazi et al., 2021).

Specifically, Congress developed the PPS to avert the FQHCs from using their
Federal Section 330 grant funds, which are allocated for use in the provision of care
services to the uninsured as well as for subsidizing care services for Medicaid patients
(Goff et al., 2021). Consistently, Olson et al. (2021) noted that the PPS provides
sustainable financial support to the health center program and provides the state Medicaid
programs with the opportunity to use alternative payment models.

Within such an approach, the payment amount in the alternative payment models
cannot be less than the amount the FQHCs are entitled to receive through the traditional
PPS calculations. The centers have the right to content the utilization of an alternative
payment model (Izguttinov et al., 2020). Therefore, this requirement helps create a

conducive atmosphere for dialogue among stakeholders in the United States health sector
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and enhances the quality of collaboration between the payer and provider during the
establishment of alternative payment models. Nonetheless, there is still limited evidence
showing the role of FQHCs in the promotion of a value-based care model within the
context of diabetes and hypertension patients as chronically ill individuals.

Within a value-based patient model, care providers are only compensated for
caring for populations with incentives for demonstrating value through the prevention of
chronic diseases and prioritizing health outcomes of the patients instead of relying on a
payment model which emphasizes the volume of services provided (Goff et al., 2021;
Izguttinov et al., 2020; Niazi et al., 2021). The PPS model used in the FQHCs
compensation has been acknowledged by different health scholars such as Lipson et al.
(2019); Mac-Mccullough et al. (2019); and Smith et al. (2018) for its ability to promote
steady revenue flow for the patient base even in situations where there are variations in
care pathways influenced by risk status or distribution to practice operations.

Furthermore, value-based care has been established by Mac-Mccullough et al.
(2019) and Smith et al. (2018) to play a vital role in encouraging and rewarding
interprofessional practice as well as keeping track of the patient expectations outcomes
and satisfaction with the care services provided within the FQHCs. However, most of the
available studies about the role of FQHCs in enhancing value-based care have focused on
other healthcare problems, such as dental issues and mental health problems, with little
focus on type 2 diabetes and hypertension, although these are two important chronic

diseases affecting most of the United States population. Therefore, this is an essential gap
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in the literature that the present study focused on addressing through the creation of new
knowledge about the role of FQHC-PPS in promoting value-based care services among
type 2 diabetes and hypertension patients.

Quality of Care FQHCs Compared to Other Primary Care Settings

A primary objective of the ACA is to ensure the widening of the Medicaid
program to incorporate adults below the age of 65 years with incomes stretching to 133%
of the federal poverty level (Nocon et al., 2016). Almost 50% of the states in the United
States have formalized the expansion of their Medicaid programs, accompanied by
increasing enrollment following a broadened public awareness and improved enrollment
process (Goldman et al., 2016). Nonetheless, the expansion of Medicaid services has
raised a lot of concerns regarding the monetary sustainability of the program, in addition
to the accessible healthcare professionals to care for individuals that are newly insured
individuals. A significant number of studies have assessed the rate of care use and
spending for Medicaid enrollees within the FQHCs compared to the primary care
settings. For example, the analysis by Kurtzman and Barnow (2017) revealed that the fee-
for-service Medicaid adult enrollees from the 13 states who received their primary care in
the FQHCs had lower total healthcare use and spending compared to their cohorts who
received similar care from other settings.

Specifically, the general consistency of the outcomes reported in this study
suggests the existence of a distinct correlation between health care use and spending and

the primary care settings, which was influenced by the independent administration of
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Medicaid programs by the included state, with variation in management, financing, and
care programs. On the contrary, Lindner et al. (2019) and Nocon et al. (2016) established
that some states registered improved quality of care among patients cared for in the
primary care settings than in the FQHCs. For example, Nocon et al. (2016) reported that
Texas, Connecticut, and Illinois had primary care spending and used while Illinois alone
registered the highest emergency department use among non-health center patients.
However, these studies failed to outline and explain the specific factors that have led to
such inconsistencies.

Furthermore, Falik et al. (2016) and Kurtzman and Barnow (2017) compared the
various types related to non-health center settings of primary care, including the
outpatient care settings and physician offices, and reported similar outcomes as in the
study by Rothkopf et al. (2018), except that the Medicaid enrollees treated had higher
primary care spending and emergency department use and spending compared to their
cohorts in the physician office. Therefore, the development of these outcomes can be
associated with the assumption that the FQHCs often provide higher levels of care and
lower spending, making them an efficient form of primary care.

Moreover, the studies by Lindner et al. (2019) and Rothkopf et al. (2018)
specifically collected their data from the Medical Expenditure Panel and Medicare
claims, respectively, and reported that the existence of lower overall health care use,
including spending for patients treated in the FQHCs compared to their colleagues cared

for in other primary care settings. In relation to the quality of care provided in the
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FQHCs, Falik et al. (2016), Kurtzman and Barnow (2017), and Nocon et al. (2016)
established that the measures that are process-based for quality have a comparison or
reported to be higher among these centers when related patient populations are treated.
From these results, it can be noted that chronically ill patients are likely to register a
similar level of satisfaction and general outcomes when treated in the FQHCs,
irrespective of the location of such centers. However, these outcomes have been
contradicted by the results from Gurewich et al. (2016) and Richards et al. (2017), which
revealed that the quality-of-care services, including outcomes of a patient in FQHCs,
often vary from state to state depending on the care delivery models that they have
adopted. In the studies by Gurewich et al. (2016), Lindner et al. (2019), and Rothkopf et
al. (2018), which used ecologic designs, it was reported that expansion of FQHCs is a
fundamental approach for reducing mortality rates in an area owing to the improved
quality of care provided in such centers.

However, the efficiency of FQHCs has been criticized by different health scholars
on the ground that some of these centers often focus on serving a large number of patients
to increase their net revenues without putting more attention on patient outcomes, leading
to high readmission and mortality rates (Falik et al., 2016; Goldman et al., 2016).
Therefore, this is considered a fundamental matter that requires extensive exploration to
understand the precise impacts of care services within the FQHCs on patient outcomes

and consistency with their spending process.
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Furthermore, more recent high-profile studies on Medicaid have reported many
controversies about the program's spending efficiency. For example, Nocon et al. (2016)
and Richards et al. (2017) reported that the states considering expanding their Medicaid
programs are often engaged in discussing the most appropriate approaches for managing
the health care spending for insured patients. Furthermore, these outcomes can be
interpreted using the arguments by Goldman et al. (2016) and Kurtzman and Barnow
(2017) that the sequence of utilization, not to mention cost, often depicts the
characteristics related to the FQHCs based on the outcomes registered by cared patients,
compared to the aspects of care within the health center. Therefore, it is justifiable to note
that if FQHCs decide on the referral of patients to other care facilities with reduced
charges or minimal spending due to accessibility and patterns of practice, then the scope
of referral networks would influence the development of disparities and spending.
Utilization of Hospital Services Medicaid Patients in FQHCs Compared to Private
Care Providers

There are numerous health benefits of comprehensive primary care. Specifically,
Gao et al. (2017) and Wright et al. (2015) noted that access to primary care helps in
reducing health disparities across the population, including those from minority groups
and people with lower socioeconomic status. Previous studies involving Medicaid clients
have established that the patient's use of FQHCs is widely associated with reduced cost of
care, less use of acute care services as well as fewer cases of preventable hospitalizations

in comparison to their cohorts who use other primary care centers (Chen et al., 2015;
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Jiang et al., 2016; Lavelle et al., 2018). Occasionally, preventable hospital admission and
readmission cases are necessary measures for assessing the quality of care offered to
Medicaid patients in the FQHCs (Capp et al., 2017; Xing et al., 2015). Therefore,
community health centers with more comprehensive care services would influence the
prevention of more expensive hospital care.

Furthermore, the efficiency of FQHCs in providing comprehensive health services
when caring for Medicaid patients has been extensively compared to the quality of
services offered by the fee-for-service providers (Chang et al., 2016; Wright et al., 2015).
However, these studies have reported contradicting outcomes, with some establishing that
the FQHCs have more comprehensive and effective care services (Cummings et al.,

2014; Lavelle et al., 2018). In contrast, others state that fee-for-service providers often
offer higher quality care (Chen et al., 2015; Xing et al., 2015), while Capp et al. (2017)
and Jiang et al. (2016) noted that there is no significant difference between the quality of
care extended to Medicaid patients within the two groups of primary care settings.

Despite the availability of vast studies that have compared the efficiency of care
within these two categories of primary care settings, the generated outcomes are not
conclusive enough to be used for developing more effective and appropriate policies for
enhancing the delivery of quality care to the Medicaid patients irrespective of their
preferred health centers. Owing to the increasing number of Medicaid clients in all the

states of the United States who are using the FQHCs to access services for primary care,
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the growing role of these community-based health centers is projected to facilitate the
effective implementation of the ACA.

Previous research, for example, Chang et al. (2016), Jiang et al. (2016) and
Lavelle et al. (2018), and Wright et al. (2015), have reported that the FQHCs users are
less likely to have Accident and Emergency department visits, avoidable hospital
admissions, and inpatient hospitalization compared to the other Medicaid enrollees.
Furthermore, Capp et al. (2017) and Gao et al. (2017) established that unadjusted
outcome often showed greater rates of use among patients of FQHCs owing to their
demographic characteristics. However, these studies have failed to precisely outline how
the patient demographics influenced the quality-of-care services offered to FQHCs
patients, although all the Medicaid patients within the community centers are expected to
receive high-quality care and register positive outcomes and satisfaction.

Nonetheless, Johnson et al. (2018) controlled the patient demographic
characteristics, such as age and the presence of disability, hence registering outcomes that
are contrary to those presented in Chang et al. (2016), Jiang et al. (2016), and Wright et
al. (2015). Therefore, the findings from Johnson et al. (2018) show that receiving routine
care from the FQHCs often decreases the chances of the patient receiving additional care
at more expensive costs from other healthcare settings. Similarly, Gao et al. (2017)
reported that the Medicaid enrollees receiving their usual care from the FQHCs registered

reduced rates of preventable hospital admissions in addition to lower rates of admission
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for acute conditions. These outcomes correspond with those registered in the study by
Johnson et al. (2018).

Cummings et al. (2014) and Johnson et al. (2018) suggest disparities between
patient outcomes in FQHCs and other health centers. The leading cause of this is
significant differences in demographics, as most community patients are considered
healthier and are made up of women, children, and a small percentage of the disabled.
However, Gao et al. (2017) and Jiang et al. (2016) further argued that such disparities in
the patients' demographic factors do not mean that the better outcomes of Medicaid
clients whose regular care comes from the FQHCs are not associated with that source of
care. Consequently, it is not appropriate to conclude that all the FQHCs patients often
register greater satisfaction and more positive outcomes compared to their colleagues in
private care centers or other healthcare centers. Therefore, future research in this context
should include patients from FQHCs and other health centers with similar demographic
characteristics to determine whether the quality-of-care services in the community health
centers are higher than those offered in other health centers by the private care providers.

Regarding the outcomes from the studies by Gao et al. (2017) and Xing et al.
(2015), it can be noted that patient demographic characteristics such as gender and
urbanicity do not have greater impacts on the health outcomes among Medicaid clients in
the FQHCs. Therefore, these outcomes are consistent with those reported in the studies
by Chang et al. (2016), Cummings et al. (2014), and Lavelle et al. (2018), leading to the

development of a conclusive remark that the routine care services provided to the
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Medicaid clients within the FQHCs often lower their chances of receiving additional and
more expensive care from other hospital settings. However, none of the research
specified the type of diseases or care needs that Medicaid clients were seeking to address
within the FQHCs, limiting the generalizability of the generated outcomes to a particular
group of patients, including those with chronic diseases such as diabetes and
hypertension. Public health insurance entities, including Medicaid, State Children's
Health Insurance Programs, publicly funded clinics, and health centers such as FQHCs,
all have a common goal of ensuring the provision of high-quality care at an affordable
cost (Cummings et al., 2014; Lavelle et al., 2018). However, concerns have been raised
regarding the increasing cases of these entities preferring the provision of quantity care
over quality care to eligible patients to earn more financial incomes from the federal
health fund programs.
Impact of Funding of FQHCs

For the study, it was critical to examine the influence of funding on diabetic and
hypertensive patients served in FQHCs. More often, health centers that are federally
qualified receive federal funding. Thus, such funding is geared towards serving medically
underserved populations and providing a spectrum of services such as comprehensive
primary care, facilitative services, and behavioral health care. According to Myong et al.
(2021), increased funding for FQHCs is believed to expand the local capacity of care that
is clinic-based at the same time and support the reduction of expensive resource use,

including emergency department visits (ED). These findings are collaborated by Penson,
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D. F. (2017), who pointed out the significant increase in the quality of care overall due to
the development of a more robust system secondary to the integration of the Affordable
Care Act (ACA). Besides observations by Cole et al. (2021) and Myong et al. (2021),
findings showed that Medicaid expansion-state FQHCs led to improved blood pressure
and glucose control measures over five years amongst Black and Hispanic patients
compared with FQHCs in non-expansion states. In states that expanded Medicaid, the
number of adults who utilized FQHCs services and were not insured declined after
expansion, with the most significant declines happening during the initial expansion year
but with gradual declines during the second expansion year, and no more significant
statistical change in terms of uninsured rates in year three to five of expansion (Cole et
al., 2021). Furthermore, expansion is linked to sustained reductions in uninsured
incidence at FQHCs. Assessing the changes in hypertension and diabetes control
following expanded Medicaid coverage is fundamental because uninsured and
underinsured persons with chronic conditions such as diabetes and hypertension often
forgo effective treatment, which can expose them to increased cardiovascular risk,
mortality, and other complications.

Wright and Nice (2014) had a slightly different and critical view on the financial
support of FQHCs. According to Wright and Nice's (2014) findings, none of the
measures resulting from public health organizations' support linked to FQHCs anticipated
FQHC specific outcomes aligned to the chronic illness. Thus, the authors found

inadequate facts on the health support of FQHCs influences on the outcomes of chronic
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illness amongst FQHC patients. Support of FQHCs by state public health bodies is a
potential approach to adopting primary care, including public health, to better efforts that
are geared towards fighting chronic disease. FQHCs mostly serve medically vulnerable
populations and are administered by the Federal Bureau of Primary Health Care
administrates FQHCs which are federally funded provider. FQHCs are obligated to
provide primary care irrespective of their payment capacity by deploying an income-
sensitive sliding fee. Despite such obligation, the outcomes of chronic disease
management with FQHCs setups have not been satisfactory. Wright and Nice (2014)
partly attribute such poor outcomes to various possibilities, such as a sicker population,
less compliance to treatment, increased barriers to primary care, and increased capacity-
related constraints in FQHCs setups. However, FQHCs still offer high potential in the
overall management of chronic illness.
Understanding United States Models of Health Financing, such as Prospective
Payment Systems

Medicaid plays a critical role in the industry of health insurance. Thus,
policymakers at both federal and state levels are increasingly focusing on payment
policies and purchasing approaches to create frameworks that support higher quality,
more efficient care. The two most substantial typical supplemental payments include
Disproportionate Share Hospital (DSH) Payments and Upper Payment Limit (UPL)
payments, where both DSH and UPL payments are representative of over 30 % of

Medicaid fee-for-service payments to healthcare providers (Bachrach & Dutton, 2011).
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With rising cases of chronic illnesses like in the case of diabetes and hypertension, it is
worth noting how funding affects the management of chronic idleness.

The Centers for Medicare and Medicaid Services procured the services from
Arbor Research in conducting data analysis and modeling that could facilitate the
launching of a prospective payment system for FQHCs) as encapsulated in the Patient
Protection and Affordable Care Act of 2010 (Turenne et al.,2018). Since the FQHC
programs were initiated in 1992, Medicare payments directed to FQHCs are said to be
anchored on all-inclusive rates per visit. The all-inclusive rates per visit encompass all
allowable costs linked to a visit, such as offered services, overhead costs, and supplies.
Such payment rate before Prospective Payment Systems was upper payment limits (UPL)
(Bachrach & Dutton, 2011). The UPL refers to the federal limit set for fee-for-service
reimbursement amongst Medicaid healthcare providers, which implies the maximal level
a specific State Medicaid program is expected to cumulatively pay a provider (Bachrach
& Dutton, 2011). State Medicaid programs are obligated not to claim payments over the
relevant UPL. Previously, Medicaid and Medicare payments were based on cost-based
payment approaches for facilities across hospitals and nursing, but when Medicare
acquired perspective, DRG-based payment for hospitals, programs for State Medicaid got
the upper hand in setting upper or maximum limits for its healthcare providers (Bachrach
& Dutton, 2011).

DSH and UPL remittances have been applied to subsidize uncompensated costs of

care and backfill related to low rates of reimbursement under Medicaid for hospitals
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providing care to many Medicaid and uninsured patients. DSH payments compensate
hospitals that care for many patients from low-income populations (Sharfstein et al.,
2017). Thus, payments such as DSH and UPL payments are a critical source of income
for hospitals, mostly safety-net hospitals, but these supplemental payments (DSH and
UPL) are often disjointed from the specified care services extended to purposively
sampled patients and do not directly relate to the efficient administering or care provision
within quality set standards.

UPL differed for FQHCs between rural and urban areas and productivity
standards. The rate was annually altered from the perspective of n the Medicare
Economic Index (MEI). The enactment of the ACA mandated the initiation of a Medicare
PPS for FQHCs, which manifests FQHC's reasonable costs without the UPL and
productivity standards. Medicare PPS for FQHCs also demands the PPS consider the
type, duration, and intensity of services provided by FQHCs, which explains various
adjustments based on geographical regions. Payments within the PPS led to FQHC cost
reporting periods which commenced in late 2014 (Turenne et al., 2018).

Federally Qualified Health Centers (FQHCs) in the U.S serve millions of patients,
including individuals under Medicaid. Due to the fundamental contribution of the
FQHCs, including the value, they provide to Medicaid patients as well as state programs,
Congress, in an objective manner, developed a specific protocol for payment called
Prospective Payment System (PPS) for health centers. The system of payment is the

critical linkage in the case of FQHCs and Medicaid, which further links to the health
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centers' continual viability. FQHCs are a unique type of Medicaid provider that offers
primary and preventive services; most do not access fee-for-service Medicaid and are
obligated to have a location within a medically underserved area. Moreover, they are
expected to provide care irrespective of income and insurance status. A prospective
Payment System (PPS) was integrated to protect FQHCs and create their capacity to offer
care to a vulnerable population.

A Prospective Payment System (PPS) refers to reimbursement methods by which
Medicare remittance is undertaken and the such basis on a pre-established amount that is
also fixed: The amount of payment for a specific service basis on that service's system of
classification such as diagnosis-associated groups for inpatient hospital services. Centers
for Medicare and Medicaid Services (CMS) deploy different PPSs for reimbursement to
home health agencies, acute inpatient hospitals, hospices, hospital outpatient, inpatient
rehabilitation facilities, long-term care hospitals, inpatient psychiatric facilities, and
skilled nursing facilities.

Medicare and Medicaid are primarily derived from the Benefits Improvement and
Protection Act of 2000 (BIPA) as replacements of the cost-driven reimbursement
frameworks for FQHCs with PPS, which services the Federal purposes that FQHCs be
reimbursed at a minimum rate in relation to services extended to Medicaid patients
(NACHCs Report,2015). Section 10501 of the Patient Protection and Affordable Care
Act of 2010 prescribed a reimbursement mechanism for Medicare services in Federally

Qualified Health Centers (FQHCs) (CMS, 2020). On October 1, 2014, FQHCs
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transitioned to a prospective PPS in which Medicare payment got anchored on a national
rate (Lipson et al. 2019). The adjustment of the rate is based on the location of the
delivery of services. The rate then rose by 34.16 percent for the newly enrolled patients to
FQHCs, Annual Wellness Visit (AWV or an Initial Preventive Physical Exam (IPPE)
was furnished (Sheesley, 2017).

For instance, code G0468 in an FQHC visit represents IPPE or AWVA FQHC
visit that involves an Initial IPPE or AWV (American Medical Association, 2020). Code
G0468 in an FQHC typically reflects per diem to a Medicare beneficiary obtaining an
IPPE or AWV, and it encompasses the entire services that would end up being billed as
an FQHC visit under code G0466 or code G0467. The IPPE is a preventive visit given to
newly enrolled Medicare beneficiaries but does not include a comprehensive or in-depth
physical examination. Instead, IPPE concentrates on health promotion and disease
prevention and detection.

Medicaid makes payments to health centers under PPS, which matches payments
to the costs of providing care. Health centers such as FQHCs are federally recognized
types of Medicaid providers. These health centers must meet requirements to receive
payments for healthcare delivered under Medicaid programs. Medicaid programs pay
health centers such as FQHCs under a unique cost-related payment formula that ensures
federal grant funds are used to pay for uninsured or under-insured patients (Rosenbaum et
al., 2019). Congress developed FQHC PPS to nurture predictability and stability for

health centers.
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In 2001, PPS rates were computed for each FQHC based on the past costs
pertaining to comprehensive care to Medicaid patients. FQHC PPS is geared towards the
promotion of efficiency rather than cost-based reimbursement. FQHCs receive a fixed
payment rate for each qualifying patient visit for all covered services and supplies
provided during the visit (Schulte, 2018). However, PPS rates are not in line with
inflation or changes to the services that FQHCs provide, but more often, PPS covers
significant FQHCs’ costs of caring for Medicaid patients. The assumption rooted in PPS
is that any deviation in cost for a stay in each Diagnosis-Related Group (DRG) is
associated with inefficiency.

According to Dormont (2014), paying hospitals a fixed price under each stay in
each DRG is an impactful incentive for managers to minimize costs, but they risk running
operating losses if costs exceed DRG payment rates.PPS may provide a perfect incentive
for cost reduction due to fix sum per stay defined regardless of a specified hospital's
actual cost. However, questions are raised because the regulator has an informational
problem because it does know care costs when the hospital is fully efficient for a given
DRG). Shleifer's competition theory undergirds the theoretical foundation for a PPS but
has some unrealistic assumptions, such as homogeneity of hospitals, patients having the
same similar pathology, and fixed quality of care Dormont, (2014). However, the great
diversity in hospitals' care delivery situations, such as the low economic status of the
severed population, locality, and severity of care, modulates costs and input prices and

high can cause the hospital to operate at a loss for some patients when using PPS. These
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observations regarding PPS provide an in-depth introspection into the role of this
payment or funding system on hypertension and diabetes. Healthcare centers such as
FQHCs operate at lower margins when compared to hospitals, as shown below in the
figure derived from NACHC (2021).

Figure (3) shows how hospitals have been operating at higher margins compared
to healthcare centers such as FQHCs, as evidenced by data from 2009 to 2018. The low
margin in operation in healthcare centers such as FQHCs is equally observed by Ly and
Cutler (2018), whose findings show that hospitals had a larger margin, but the not-for-
profit provider such as FQHCs status was associated with a decrease in operating margin.
Furthermore, according to the study findings, there is no significant relationship between
increased hospital profitability and the dynamic of diagnosis, diversity of profitability
services, or payer mix, but increased profitability was more associated with increased
admissions (Ly & Cutler, 2018).

Figure 3

FQHCs Operating Margins in Comparison to Hospitals.

Figure 6-3
Health Center Operating Margins
Are Less than Hospital Operating Margins

Hospitals

44%
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Note: Operating margin data for hospitals after 2016 are unavaialbe. From “Community
Health Center Chartbook,” by National Association of Community Health Center (2020).

https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-2020-Final.pdf

Figure (4) shows a gradual increase in funding and costs from 2016 due to
expanding population and rising disease incidence. Besides the rising cost, there has been
increased prevalence related to chronic illnesses like in the case of diabetes as well as
hypertension, which form the center of focus in this paper. The data from HRSA is
consistent with the overall outlook of diabetes prevalence. According to data from CDC
based on the 2020 National Statistics Report on diabetes, there were about 34.1 million
U.S people with diabetes, which translates to about 10 % of the population, and the
percentage of adults living with diabetes increased with age, with about 26.8% amongst
persons above 65 years.

Figure (4) also shows that federal healthcare funding has been on a continual
gradual rise, but with a bit of inconsistency, as evidenced in 2020, where there was a
slight drop. For instance, the federal funding for health centers clusters in
2016,2017,2018,2019, and 2020 is shown below, cording to data from HRSA.

Figure 4
Total Federal healthcare spending on healthcare centers, total costs, and total accrued

costs per each patient


https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-2020-Final.pdf
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Note: UDS Data Five-Year Summary Cost Data. From “ National Health Center Program
Uniform Data System (UDS) Awardee Data” by Health Resources and Services

Adminitration (2021). https://data.hrsa.gov/tools/data-reporting/program-data/national

Figure (5) shows the case prevalence of hypertension and diabetes with the
proportionate percentage in relation to other conditions.
Figure 5

Number and % of patients with diabetes and hypertension from 2016-2019

Clinical Data 2016 2017 018 2019 2020

Patients

Medical Conditions (% of Patients with Medical Conditions)

% Hypertension Patients- 26.22% 2112% 21.57% 2811% 28.89%
Number of Hypertension Patients- 3,920,129 4240467 4,497,046 4,820,688 5,079,953
% Diabetes Patients - 1430% 1498% 1520% 15.28% 1470%

Number of Diabetes Patients WG 22650 2305006 25656 2492981


https://data.hrsa.gov/tools/data-reporting/program-data/national
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Note: UDS Data Five-Year Summary Clinical Data. Adapted from “ National Health
Center Program Uniform Data System (UDS) Awardee Data” by Health Resources and

Services Adminitration (2021). https://data.hrsa.gov/tools/data-reporting/program-

data/national

Figure (6) shows rising costs amongst uninsured patients regarding funding and
annual health centers costs per patient. There are cost gaps between the federal spending
per patient from 2007 to 2018, as shown in this graphical presentation. It implies that
there has been consistent underfunding.
Figure 6

Cost of Care Gap

Health Center Funding Per Uninsured Patient
Is Well Below Total Per Patient Cost

$990
$942
$890

Annual Health Center Total Cost Per Patient (All Patients) 827

$687

71 §763

$630 $654

gs0 88 3600
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https://data.hrsa.gov/tools/data-reporting/program-data/national
https://data.hrsa.gov/tools/data-reporting/program-data/national
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number of health cneter unisureed patietns in 2018. From “Community Health Center
Chartbook,” by National Association of Community Health Center (2020).

https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-2020-Final.pdf

Definitions

Allocation of grants funds: Refers to the HRSA financial assistance programs that
are provided by the federal government to Federally Qualified Health Centers to help
provide equitable health care to people who are geographically isolated and economically
or medically vulnerable (HRSA, 2021).

Chronic disease: Refers to any health condition which lasts for a year and
requires continuous care, negatively impacting activities of regular living of an individual
or both (CDC, 2020).

Medicaid: This is a health insurance program targeting United States individuals
and low-income families' health coverage.

Medicare: this is a federal health program focusing on people 65 and above years
and other people with different disabilities.

FQHC PPS: Refers to a central payment system to the successful relationship
between Medicaid and FQHC and health counters' continued viability (Shin, 2019).

FQHC: Payment designation from the Centers for Medicare and Medicaid
Services and the Bureau of Primary Health Care of the United States Department of

Health and Human Services and plays an imperative role in enhancing the efficiency of


https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-2020-Final.pdf
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health programs funded under the Health Center Consolidation Act (Desmedt et al.,
2018).

Hypertension: Health condition characterized by persistently elevated blood
vessel pressure (CDC, 2020).

Type 2 diabetes: Metabolic health condition causing an elevation in blood sugar
(CDC, 2020).

Assumptions

Based on the facts presented, the study collected and analyzed secondary
quantitative data published in hrsa.data.gov; it was assumed that the original data was
collected by experts and of high quality (characterized with minimal errors) hence the
quality of outcomes following the analysis process. Consistent with Coolican (2018) and
Creswell and Creswell (2018), secondary data might be inaccurate by failing to cover key
characteristics of the population that researchers want to examine. The present study
further assumed that data presented in hrsa.data.gov contain detailed information about
the number of hypertension and type 2 diabetes patients seeking care services from
FQHCs and the FQHC PPS reimbursements to those centers.

Furthermore, the present study was developed on the belief that all patients
included in the primary data collection process provided accurate information about their
health conditions, financial and insurance status, and demographic characteristics, as
these factors were used as critical variables during the hypothesis development and

testing.
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Scope and Delimitations

Both scope and delimitation define the topic and boundaries of the research
problem being analyzed (Coolican, 2018). According to Creswell and Creswell (2018),
while scope explains how in-depth the study explores the research problem and
parameters within which it operates regarding timeframe and population, delimitations
are factors and variables that are not included during the investigation. The extensive
focus of this study was to assess the impacts of grant fund allocation to FQHCs on the
quality of care offered to type 2 diabetes and hypertension patients. The study also
assessed FQHC PPS reimbursement rates with cost per patient. The diabetes and
hypertension patient population with FQHCs was the scope of this project. Therefore,
patients suffering from other chronic diseases apart from diabetes and hypertension were
delimited from the study. Furthermore, any data about the perception of health care
stakeholders, such as care practitioners, about FQHC PPS's efficiency were not included
as the present study primarily collected secondary quantitative data about FQHC PPS
reimbursements FQHCs for type 2 diabetes and hypertension treatment and management.

Limitations

The present study collected secondary data from hrsa.data.gov for analysis, hence
the possibility of transferring errors made during primary data collection and analysis into
this study. Within the hrsa.data.gov database, the researcher specifically collected
secondary about the Uniform Data System (UDS) Clinical Quality Measures for 2016,

2017, 2018, 2019, and 2020. Therefore, this study did not include the most recent data
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about FQHCs, FQHC PPS, and the number of hypertension and typed 2 diabetes patients.
Even though many forms of chronic diseases are prevalent within the United States
population, this study only focused on those suffering from type 2 diabetes and
hypertension.

The other limitation of the research was that data extracted from the HRSA
website was limited, which made it difficult to know how many diabetic patients and
hypertension patients were covered by Medicaid, thereby hindering comparison to
understand the number of patients who were reimbursed. In this regard, future research
should be conducted to examine the correlation between the number of type 2 diabetic
patients and hypertension patients who are covered by Medicaid with an FQHC PPS
reimbursement.

Significance

Outcomes from the present study helped in understanding the impact of the
imbalance between grant fund allocation and the number of type 2 diabetes and
hypertension patients seen at FQHCs. It also helped in understanding the relationship
between cost per patient and FQHC PPS reimbursement rates. Therefore, evidence
generated from this study could be used by healthcare administrators in the decision-
making process regarding the number of type 2 diabetes and hypertension patients that
their respective FQHCs can care for using grant funds and the reimbursed funds by

FQHC PPS. Furthermore, the present study provided healthcare administrators with
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detailed information about resources such as time and funds required for managing and
treating patients that suffer from type 2 diabetes as well as hypertension.

Summary and Conclusion

The section entailed the introduction of the study topic. It included the research
problem, which focused on the issues of chronic diseases. The study established the
relationship between increased type 2 diabetes and hypertension in allocating federal
funds. The study was justified because there are limited studies on the topic, and at the
same time, the number of patients suffering from type 2 diabetes and hypertension
continues to increase. The findings from the study were relevant in understanding the
need of people suffering from chronic diseases and the funding that they may need to
manage their diseases.

The study design was quantitative, which fits the research objectives. Because the
research focused on the funding for chronic diseases, patient outcomes, and experiences,
and the literature review, which was focused on Medicaid, Medicare, FQHCs, and FQHC
PPS, are related to the topic of study as Medicaid and Medicare, which are about funding
chronic diseases, while FQHCs and FQHC PPS focus on the payment mode. The early
studies relating to the topic were critical for the study to evaluate the findings relating to
this study. The same is essential for the current study, as the findings would either

support or contrast these studies.
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Section 2: Research Design and Data Collection
Introduction

The main purpose of this study was to determine the relationship between grant
fund allocation and the number of patients with hypertension and type 2 diabetes seen at
FQHCs. The research sought to understand whether there is a need to increase grant
funds allocated to FQHCs to care for patients with hypertension and type 2 diabetes or
whether the fixed amount from the FQHC PPS should be increased to cover these costs.
Moreover, the study explored the relationship between grant funds allocated to patient
demographics such as ethnicity, race, age, and gender. The primary purpose of this
section was to state and describe the research design and methodology used when
undertaking data collection and analysis in the present study. This section also justified
the selection of each method identified. Furthermore, this section describes the
philosophical principle used for conducting the study, the research design, its rationale,
and an explanation of the data collection and analysis processes. Population, sample size,
threats to validity, and strategies for limiting such threats were also described in this
section.

Research Philosophy

The present study was guided by positivistic research philosophy. Positivism
relies on quantifiable observations that culminate in statistical analyses. The research
philosophy was geared at capturing research assumptions, nature, and knowledge based

on the investigator's perspectives. It philosophizes researchers' knowledge and insights as
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integrated into the study. According to Zukauskas et al. (2018), there are four major
research philosophical approaches: pragmatist, positivist, interpretivist, and realistic
philosophical methods.

Positivism is under the empiricist perspective that knowledge is derived from
human experience, which can be understood as objective, observable aspects interacting
with one another. The positivism approach remains the same in the logical-driven
investigation throughout sciences and, at the same time, predicts the relationship within
variables. The approach allowed reasoning aimed to formulate hypotheses in the research
process. The positive approach is anchored on tenets of the quantitative methodology,
where generalization and hypothesis testing are generated through statistical analysis of
observations. Ryan (2018) also affirmed the philosophy by suggesting that the philosophy
is based on factual figures that are observable.

Therefore, the studies that follow the philosophy through the knowledge from
human experiences give an empirical view of the study. In a positivist research
philosophy, the researcher remains an objective analyst and dissociates independently
from personal emotions, attitudes, beliefs, and values. Instead, it examines facts as they
present themselves from the source (Edson et al., 2016). Even though methodological
diversity can enhance the research scope and implementation of its findings, it also
influences the need for a researcher to explicitly address the implicit theoretical stances
and the philosophical assumptions that underpin the evidentiary claims (Saunders et al.,

2015).
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Furthermore, Edson et al. (2016) stated that the primary principle of positivist
philosophy is that all the factual knowledge about the research phenomenon is based on
the positive information gained from the visual experiences and that any notion beyond
this realm of demonstratable fact is considered metaphysical. Positivism is grounded on a
natural scientist's philosophical standpoint based on observable reality in the community,
which culminates in the production of generalizations. Positivism relates to the
essentiality of what is more of a strict focus to consider facts devoid of interpretation of
bias of humans (Scotland, 2012). In terms of epistemology within the confines of the
positivism approach, the research ordinarily focuses on the facts or regularities that are
observable and measurable. The phenomena to be observed and measured account for the
credibility of data or evidence used in the study. The causal relationships between the
data collated and analyzed allow researchers to generate law-life.

The idea of pragmatism is a contemporary concept that is increasingly gaining
prominence. Things rarely operate in isolation. Instead, most phenomenon represents
intersections and interlinkages between several factors; hence, pragmatism makes the
suitable philosophical foundation for undertaking healthcare's complex and dynamic
nature. The strength of pragmatic philosophy is that it can vigorously address qualitative
aspects under investigation as opposed to positivist philosophy.

Interpretivism considers the relationship between researchers and reality
inseparable from the ontological viewpoint. More often, primary-driven data formulated

in interpretivist research is not generalizable (Alharahsheh & Pius, 2020). However,
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qualitative research dimensions such as cross-cultural differences, ethnicity, and race can
be inculcated into research. For instance, the aspects and experiences of patients living
with chronic illness may show subjective experiences regarding happiness and
satisfaction with healthcare services based on race or ethnicity. The interpretive paradigm
allows researchers to integrate factors such as behavioral aspects observed in
participants’ experiences.

Thus, the interpretive approach permits the description of reality based on the
assumptions and beliefs of the interpretivist researcher. Besides, the interpretivist
paradigm allows centralization of the research and unique circumstances relevant to the
participants. In general, interpretivism approaches the presentation of the total experience
instead of capturing certain parts of it, questions, and identifies problems surrounding
interest, participation, and commitment (Alharahsheh & Pius, 2020).

Contrary to the interpretive paradigm, which believes in more than one reality, the
positivist paradigm assumes that there is a single form of reality that can only be
identified and explained through research (Saunders et al., 2015). The positivism
approach was applied in this paper because it suitably fits the study design that involves
retrospective correlations study based on existing data to establish a relationship between
the variables by testing the hypothesis. Therefore, the present study collected relevant
guantitative evidence about grant fund allocation to FQHCs for chronic disease
management, FQHC PPS reimbursement rates, and cost per patient. New knowledge

generated from this study aimed to improve the efficiency of grant fund allocation and
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FQHC PPS reimbursements to FQHCs to increase the quality-of-care services offered to
type 2 diabetes and hypertension patients.
Research Design and Rationale

MacKinnon et al. (2012) stated that a variable is a term used to refer to a
phenomenon, thing, place, or person that a study seeks to measure to some degree. For
instance, in this study, the variables included patients 18 years old or older diagnosed
with Type 2 diabetes and hypertension, the location of the United States, and the
phenomenon of the matter of allocation of grants as well as insurance coverage with
FQHC PPS reimbursement. All these qualify as the variables of the study hence the
reason further demarcation has either dependent/predicted or independent/predictor,
mediator, or moderator.

Shrout and Bolger (2012) hold that a dependent variable, influenced by other
measured factors, is expected to change due to the confined manipulation of the predictor
variable(s). Thus, the predicted variable is the presumed effect or outcome. For instance,
the dimension or the phenomenon of the allocation of funds will be observed by noting
the changes against the static or stable trend for insurance coverage with a PPS
Reimbursement within FQHCs for Type 2 Diabetes and Hypertension patients. In line
with the above, Muller et al. (2015) indicate that the independent or predictor variable
remains stable and non-influenced or unaffected by other factors or variables sought for

measurement and hence serves as the presumed cause.
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For the current study, it was clear that the factors selected to be the predictor
variables are expected to provide clear outcomes on how they influence the allocation of
grant funds to the cohort in question.

Introducing other confounding factors in the relationship enabled the study to
exceed the analysis of the main variables' simple relationship and obtain a larger or
broader picture of the matter. In the same respect, the moderator and mediator variables
proposed in the study will aid in formulating a much more complex correlational design
which is vital for this doctoral project.

The model framework envisioned that PPS reimbursement within FQHCs for both Type
2 diabetes and hypertension patients influences not only the allocation of grants and
related decisions but also the total well-being of the cohort. The prevalence of the
patients and the capacity to access quality healthcare should be the goal of the insurance
proceeds, reimbursement, and grant allocation. For that reason, it has been deemed wise
to include patient experience and health outcomes as key mediator variables in the model
to validate the efforts of the authorities to incentivize type 2 and hypertension patients.
The same argument applies to those patients' demographics in terms of gender, age, race,
and ethnicity influences the allocation of grants and their total well-being in accessing
quality healthcare. The role of the mediating variables in the model is to constantly
justify that all the monetary decisions and executions or policy development should

promote the healing of type 2 diabetes and hypertension patients.
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Moreover, the review of the effects of the cohort's demographics is to establish barriers
to accessing fair insurance coverage and allocation of grants; and that no disparities exist
based on the patient's demographic factors. In implementing the inferential statistical
analysis, demographic factors will be operationalized as predictor variables and
moderators to properly reflect on the issues at hand, especially healthcare inequity and
social injustice.

The specific variables of the study included the following:

Independent/predictor variables: Patients with type 2 Diabetes seen at FQHCs;
Patients with hypertension seen at FQHCs; patient demographic (gender, age, race, and
ethnicity) characteristics, FQHC PPS.

Predicted/criterion variables: Allocation of grant funds, cost per patient.

Control variables: Patient experience; health outcomes.

Research Design

In this study, a quantitative approach was deployed. Quantitative research
involves statistical conclusions to collect actionable insights focusing on numbers. The
overall goal of quantitative research elements seeks to expand and embolden a study's
conclusions in line with the hypothesis. In quantitative studies, the research process is
geared toward testing the hypothesis. Unlike qualitative research, the quantitative
technique focuses on purely mathematical data that leads to a conclusive judgment of a

problem (Sheard, 2018).
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The quantitative approach sought to address the research hypothesis. Thus, this
study used correlation studies as a quantitative approach to answering research
hypotheses. The selection of a quantitative research design was influenced by the need to
collect data from substantial sample size and increase the generalizability of generated
outcomes to the broader FQHCs population. According to Creswell and Creswell (2018),
correlational research design measures the relationship between two or more variables
without controlling them to determine whether an independent variable has significant
effects on the dependent variable and to report the nature of the relationship, either
negative or positive.

The correlational study design was a nonexperimental approach that allowed the
prediction and explanation of variable relationships. Correlational study design examines
how two or more variables are related. The relationship between these two variables can
be either positive or negative (Lau, 2017). Correlational studies are geared towards
unmasking the variation in the population features. They depend on exposure to an event
of focus in the natural setting amongst its subjects. For instance, in eHealth, a
correlational study can be applied to examine whether using eHealth as an event or
intervention is linked to a specific feature (Lau, 2017). Correlational studies differ from
comparative studies. In correlational studies, the researcher does not control the
allocation of the sample population into groups for comparison purposes. Instead, the
investigators advance variables such as an outcome of interest. After that, the

investigators test hypothesized relations between the variables of interest.
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The outcomes in correlational studies are often referred to as the dependent
variables. Correlational studies and comparative studies share an objectivist view. Their
variables are well-defined, measured, and analyzed to establish hypothesized
relationships. Three primary forms of correlational studies exist. They include cohort
studies that can be retrospective or prospective, where a sample population of subjects
undergoes observation over a period based on the exposure of interest (Lau, 2017). The
second type is cross-sectional studies, whereby a cohort study has only a single
comparison in the case of exposed and unexposed subjects. Thus, cross-sectional
correlational studies provide a view of outcomes and the linked features of the given
cohort at a specified time. Finally, correlational studies can be case-control studies
involving the exposure of sample subjects to an event of interest or intervention. The
subjects exposed to the intervention, or an event of interest are compared to those not
exposed while maintaining other factors constants; then, the variations in the category of
subjects are analyzed from predetermined outcomes.

Similarly, case-control studies are retrospective, exposing subjects to the
phenomenon. They are selected and then compared with unexposed subjects by utilizing
historical data to ensure similarities in features. The three present options in choosing a
study design or method for this project are establishing the connection between federal
funding of FQHCs and several aspects of predetermine outcomes occasioned by rising
numbers of diabetic and hypertensive cases. Since this project used archived data, it

assumed retrospective correlation study methodology is its approach or design. A
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retrospective study focuses backward by examining events and interventions with or in
connection to determine the study's outcomes.

Therefore, a correlational research design was appropriate as the present study
assessed the possible relationship between grant fund allocations to FQHCs and the
increasing number of type 2 diabetes and hypertension patients. This study also assessed
the possible relationship between the FQHC PPS reimbursement rate and cost per patient.
Therefore, this analysis can explain the impact between grant fund allocation and FQHC
PPS reimbursements to FQHCs with increased type 2 diabetes patients, hypertension
patients, and cost per patient. The data was examined in five years (2016-2020).

Therefore, the present quantitative analysis helped pinpoint the growing
prevalence of type 2 diabetes and hypertension on FQHC grant funds allocations.
According to Coolican (2018), the research design selected by a researcher often
determines the types of outcomes generated and their generalizability to the wider study
population. For instance, the selection of a quantitative research design was influenced by
the need to collect data from substantial sample size and increase the generalizability of
generated outcomes to the broader FQHC population from quantitative methodology.
Data derived from HRSA needed to be analyzed in relation to rising cases of diabetes and
hypertension.

Time and Resource Constraints
The time and resource constraints consistent with the research design were

identified in this part of the study. As noted by Artigues et al. (2013), time constraints in
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research point to the limitations experienced from the beginning to the end of the
implementation of the study. For instance, given the lengthy nature of the research and
detailed fact finding, meeting the deadlines set for the formulation of each section of the
study was impossible. Moreover, it requires more time to compile appropriate data to
measure each study's variables, including its normalization. Further, Jozefowska and
Weglarz (2016) stated that resource constraints in research address the limitations
experienced in input coordination and its availability to complete a research project. The
key resource constraints applied to the ongoing study were the efforts to meet each aspect
of the inclusion/exclusion criteria. A good example is a need for consistent, longitudinal,
and consistent statistical data aligned to the study's variables.

Another constraint was the access to benchmark data meant to compare with the
trends for health outcomes for hypertension and diabetes for critical analysis and
validation of the hypothesis testing results. In this case, the resource constraints
mentioned were on the data used to measure the relationship of the key variables
affecting the execution of the correlation study by not allowing for extra benchmark
analysis to increase the reliability and validity of the outcomes.

Methodology

Population

According to Etikan et al. (2016), a population serves as any gathering related to a
specific group of individuals or nonhuman subjects, like institutions, objects,

geographical territories, time units, and currencies. For instance, in this study, all adults
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ages 18 years old and older with a diagnosis of either type 2 diabetes or hypertension who
were seen at an FQHC as a collection were the population. The inclusion and exclusion
criteria of the study were addressed since the priority of the doctoral study was to ensure
that the subject population and the supporting data possessed the characteristics necessary
to achieve the objectives, aims, and purposes.

Sampling and Samling Procedure
On the other hand, a sample refers to a selected cohort from the overall or total
population (Emerson, 2015). Thus, from the review of the selected sample, it became
possible to understand or know something regarding the entire population. Similarly, it is
inferred that the revelation about a given sample on true propositions can thus be
considered so for the entire population (Bernard, 2011).

An analysis method was employed to sample the number of participants in this
study. The first step involved downloading and installing the software G*Power v.
3.1.9.7 (Buchner et al., 2021). This software was used to conduct power analysis, and
several assumptions were made to complete the sample size estimation. Firstly, a
significance level of 0.05 was employed because it is the standard value in most
statistical analyses when considering a 95% confidence interval. Secondly, a power value
of 80% is in line with the recommendations of UCLA (2021) concerning sample size
calculations. The number of groups for the current study was two, involving those
patients with type 2 diabetes and patients with hypertension. For this study, the mean was

176 for the groups because CDC (2021) estimated the national unadjusted PPS
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reimbursement rate was $176.45. After entering the data in G*Power software, the effect
size of F = 0.35, and the output was obtained. From the output, it was realized that a
sample size of 68 was needed for the study.

In application to this study, the sample selected all Federally Qualified Health Centers in
the United States within the limitations provided by data.HRSA.gov. In other words, the
sampled population consisted of UDS data from FQHC awardees in the United States
between 2016-2020. The sample size for this study was 6,862.

As indicated by Salkind (2010), inclusion criteria include the properties which the
subjects or information ought to have to be incorporated in the study. On the other hand,
exclusion criteria refer to the subjects’ characteristics or information that disqualifies
either of them from being incorporated into the research (Abrams et al., 2014). For
instance, the ongoing project did not require primary information from the human
participants to use questionnaires or surveys.

However, that information was retrieved from secondary-existing statistical data, which
had to meet the inclusion and exclusion criteria. For instance, the inclusion criteria sought
in the study featured the following: (a) the data included in the study must fall in the age
bracket 2016-2020; hence it should be possible to view all trends for the respective years;
(b) the data should be consistent and with negligible missing data slots, and (c) the data
must directly measure the identified variables of the study to avoid too much
benchmarking; therefore, the data should be specific to the key variables of the study, and

this should be verifiable from the source which is data.HRSA.gov.
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In other words, all data used for the statistical analysis and testing of the
hypothesis must fully and nominally represent each of the variables, and the verification
should be possible based on the primary source of the data. For the exclusion criteria, the
following apply: (a) any data that has extreme outliers must be removed from the analysis
to avoid errors of estimations in predictions and relationship modelling (b) statistical data
lacking proper representation of the variables set in the study and (c) any data with less
capacity to be downloaded from the actual source as this is a precursor to verification of
the same if needed by the university chair.
Data Analysis Plan

Before any data could be collected and analyzed, IRB approval had to be
obtained. The IRB approval number for this study was 01-21-22-0756908. With IRB
approval, the data was collected to conduct a retrospective correlation study using
archival data and established Pearson's r Correlation Coefficient with SPSS. Archival
data is information already existing in someone else's files, websites maintained by
government organizations, public records from government agencies or organizations,
institutional research databases, or rented or storage data firms and stores. The term
archival data implies data that already exist, including observations, texts, or other
information that predate a planned research project instead of data collected for the core
goal of a specific research project (Fisher, & Barnes-Farrell, 2013). Researchers

incorporate archival data in their secondary data analysis, consisting of specific analyses
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performed post-collection of primary data. Thus, secondary data analyses may replicate a
re-examination of data for their originally intended purposes.

More often, archival data is produced for reporting or research purposes and
maintained for legal requirements, reference, and internal recording (Fisher, & Barnes-
Farrell, 2013). Since archival data is derived from the already occurred events, this data
can be described as fixed data since it is not subject to further alterations.

Researchers may prefer archival data for various reasons. The data which is
required for collections may not be available else. Archival data is often original or
primary, meaning the researcher has more control over what data to collate and analyze.
Since archival data is already collected and stored, it is less time-consuming for the
researcher to collate and analyze such data, thereby saving time and resources (Creswell
& Creswell, 2018). Sometimes, archival data has some parts already processed, saving
the researcher from reorganizing, and transcribing raw data. Archival data can also cover
essential areas that you might not have established or incorporated in the major point of
focus; thereby, archival data might be used to re-engineer content or integrate some new
pattern of relationships.

Finally, archival data allows researchers to limit errors that often arise from
sampling processes and observational biases (Coolican, 2018). Archival data sources are
preferred due to these advantages and their ability to serve as sources for community-
level indications such as specified information on characteristics of the target population

under the study: core demographics such as age, gender, ethnicity, income aspects, and
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geographical locations: behavioral patterns such as physical activity and diet: health and
development outcomes such as the prevalence of specified diseases including diabetes
and hypertension; and cultural information.

The selection of archived data from Health Resource and Services
Administrations (HRSA) with its data hosting website hrsa.data.gov was influenced by
their high reputation of hosting up-to-date and high-quality evidence about type 2
diabetes and hypertension in the United States, the role of FQHCs in type 2 diabetes, and
hypertension management and cost per patient.

The Health Resources and Services Administration primarily functions to
improve accessibility to health care for individuals who are medically vulnerable,
uninsured, or isolated. The partly reason undergirding the choice of HRSA as a source of
data is that HRSA plays a critical role in providing financial support to healthcare
providers and overseeing many programs geared towards providing help to
geographically isolated and economically or medically vulnerable. HRSA has four
fundamental goals that include: improving access to quality services; supporting
healthcare workforce capacity to cater to the existing and emerging healthcare needs;
achieving HRSA equity and enhanced population health and optimizing HRSA
operations; and strengthening program management (hrsa.data.gov).

Coolican (2018) explained that archival data is essential in the health care search
because they often contain comprehensive information about the research phenomenon

that might not be collected using a simple questionnaire and survey approaches.
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Furthermore, this study focused on assessing the efficiency of grant funds awarded to
FQHCs as a whole; therefore, collecting primary data would be time-consuming and
prone to errors and biases because of the large sample size and targeted population area.
As stated by Coolican (2018) and Creswell and Creswell (2018), the collection of
archival data is more accessible and less time-consuming compared to the primary data,
and such information may have already been processed by people who are statistical
experts hence limiting the occurrence of errors during data collection and analysis.
Specifically, the data in hrsa.data.gov were initially collected from the FQHCs and
processed by statistical expertise, ensuring their authenticity.
Research Questions and Hypotheses

The study was based on four research questions and associated hypothesis:

RQ1: What correlation exists between the number of patients with type 2 diabetes
seen at FQHCs and the allocation of grant funds from 2016 — 2020 and among adults 18
years old and older in the United States?

Hol: There is no statistically significant association between the number of
patients with type 2 diabetes seen at FQHCs and the allocation of grant funds.

Hal: There is a statistically significant association between the numbers of
patients with type 2 diabetes seen at FQHCs allocation of federal grant funds

RQ2: What correlation exists between the number of patients with hypertension
seen at FQHCs and the allocation of grant funds from 2016 — 2020 and among adults 18

years old and older in the United States?
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Ho2: There is no statistically significant association between the number of
patients with hypertension seen at FQHCs and the allocation of grant funds.

Ha2: There is a statistically significant association between the number of patients
with hypertension seen at FQHCs and the allocation of grant funds.

RQ3: What correlation exists between patient demographic characteristics
(gender, age, race, and ethnicity) and the allocation of grant funds from 2016 — 2020 and
among adults 18 years old and older in the United States?

Ho3: There is no statistically significant association between patient demographic
(gender, age, race, and ethnicity) characteristics and the allocation of grant funds.

Ha3: There is a statistically significant association between patient demographic
(gender, age, race, and ethnicity) characteristics and the allocation of grant funds.

RQ4: What correlation exists between the Federally Qualified Health Center
Prospective Payment System and cost per patient?

Ho4: There is no statistically significant association between the Federally
Qualified Health Center Prospective Payment System and cost per patient.

Ha4: There is a statistically significant association between the Federally
Qualified Health Center Prospective Payment System and cost per patient.

Threats to Validity

As noted by Creswell and Creswell (2018), validity is the degree to which the

study approach measures what is intended by the study being executed. Correlational

studies encounter similar challenges to those comparative studies due to their internal and
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external validity emanating from the design choices, confounders, selection bias, and
reporting consistency (Lau, 2017). Selection bias is one of the factors that can reduce the
validity experienced in the present study. Specifically, this study relied on data previously
collected by other experts for new knowledge development. Therefore, selection bias
might be introduced into the study if the researchers collect the secondary data without
assessing their appropriateness to the research purpose. Furthermore, the researcher might
only select and collect data that best suits the present study's purpose. For that matter, a
random selection of secondary data presented in UDS Clinical Quality Measures for
2016, 2017, 2018, 2019, and 2020 was necessary for limiting the possibility of selection
bias.

Ethical Procedures
Procedures

Upon approval of this research proposal, | obtained institutional review board
(IRB) approval before collecting research data. Letters of consent were not required as
human subjects were not used. | downloaded data from the research site to review and
analyze. | conducted data collection and review over 30 days. Upon the expiration of the
review period, | analyzed and transcribed the data with the results included in the
research.

The correlational study was in line with ethical standards. Since the study does
not involve direct subjects, ethical issues such as consent did not apply. Issues related to

informed consent, voluntary participation, no harm, confidentiality, and anonymity were
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addressed or may not apply. The data from archived sources did not have patient details.
Thus, confidentiality concerns did not arise in this study.

Moreover, archival data must fulfill ethical requirements such as zero tolerance
for manipulating the source, trends, and patterns. Thus, the data should be fully disclosed,
and referential details provided to render the reporting ethical and trustworthy. Another
ethical consideration is to include the need for the privacy of any sensitive information
aligned to the data, especially the author's career and personal information where
applicable, and respect to the privacy and confidentiality policies provided by the
data.HRSA.gov.

Summary

Overall, the current section presented the methodological framework sought in the
study, which embeds quantitative techniques. Therefore, the study aimed to rely on
statistical data representing each of the variable constructs to validate the hypotheses and
draw implications for healthcare policy. In the next section, the actual implementation of
the stated methodology was achieved.

Section 3: Presentation of the Results and Findings
Introduction

The purpose of this quantitative study was to determine the relationship between
the number of patients with hypertension and type 2 diabetes and grant fund allocations
to FQHCs. The following research questions and hypotheses were created to address this

purpose:
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RQ1: What correlation exists between the number of patients with type 2 diabetes
seen at FQHCs and allocation of grant funds from the years 2016 — 2020 and among
adults 18 years old and older in the United States?

Hol: There is no statistically significant association between the number of
patients with type 2 diabetes seen at FQHCs and allocation of grant funds.

Hal: There is a statistically significant association between the numbers of
patients with type 2 diabetes seen at FQHCs allocation of federal grant funds

RQ2: What correlation exists between the number of patients with hypertension
seen at FQHCs and allocation of grant funds from the years 2016 — 2020 and among
adults 18 years old and older in the United States?

Ho2: There is no statistically significant association the number of patients with
hypertension seen at FQHCs and allocation of grant funds.

Ha2: There is a statistically significant association between the number of patients
with hypertension seen at FQHCs and allocation of grant funds.

RQ3: What correlation exists between patient demographic characteristics
(gender, age, race, and ethnicity) and the allocation of grant funds from the years 2016 —
2020 and among adults 18 years old and older in the United States?

Ho3: There is no statistically significant association between patient demographic
(gender, age, race, and ethnicity) characteristics and the allocation of grant funds.

Ha3: There is a statistically significant association between patient demographic

(gender, age, race, and ethnicity) characteristics and the allocation of grant funds.



72

RQ4: What correlation exists between the Federally Qualified Health Center
Prospective Payment System and cost per patient?

Ho4: There is no statistically significant association between the Federally
Qualified Health Center Prospective Payment System and cost per patient.

Ha4: There is a statistically significant association between the Federally
Qualified Health Center Prospective Payment System and cost per patient.

Data Collection of Secondary Data Set
Archival data was used for this study. The sampling from the 2016-2020 Uniform Data
System included 6,862 FQHC awards. | accessed the HRSA website data.hrsa.gov
between January 2022 through March 2022. When access the archival data it was realized
that pertain data needed to answer the research questions was not available. | was unable
to determine from the available data how many patients with type 2 diabetes and
hypertension also had insurance with a PPS reimbursement rate. Therefore, the research
study and questions had to slightly changed. The sample participants included adult
patients ages 18 years old and older who either had a diagnosis of type 2 diabetes or
hypertension seen at a FQHC.
Results

Trends for Patients with Diabetes
The data showing the number of patients with type 2 diabetes seen at FQHCs from 2016-
2020 was summarized in Figure 7. From Figure 7, it is realized that there has been a

constant rise of the number of patients with type 2 diabetes visiting FQHCs. In particular,
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the result shows that from 2016-2019, there was a progressive increase of diabetes
patients from 2.28 million to 2.71 million. However, from 2019-2020, there was a slight
decrease in the number of recorded diabetes patients from 2.71 million to 2.68 million.
The obtained result suggests that there is a need to not only explore effective preventive
measures for diabetes, but also expansion of FQHC services to reach more patients
affected. Notably, the highest figures of diabetes patients were recorded in 2019 at 2.52
million cases that visited FQHCs. This implies that the year was characterized with the
highest medical expenditure on diabetes cases for the entire study period. The drop
witnessed in 2020 could be explained by the onset of the pandemic and Covid-19 as there
was a decrease in total number pf patients seen at FQHCs in general.

Figure 7

Trends of Patients with Diabetes from 2016-2020 by FQHCs

Trends of Patients with Diabetes from 2016-
2020

2800000
2700000
2600000
2500000
2400000 T
2300000
2200000
2015 2016 2017 2018 2019 2020 2021
Year

Number of Patients



74
Trends for Patients with Hypertension
Data indicating number of patients with hypertension who accessed services by FQHCs
from 2016-2020 were depicted in the figure (8). From figure (8), it is noted that the
number of patients with hypertension seen at FQHCs increased steadily from 2016 to
2020. Specifically, the record indicated about 4.34 million in 2016 and 5.15 million in the
year 2020. The rising trend suggests that the FQHC facilities have had much to handle
within the stated years which translates to increased expenditure. The finding in figure
eight also revealed that from 2019 - 2020, there was a drop in the number of hypertension
patients from 5.15 million to 5.03 million.
The findings can be contributed again to Covid-19 pandemic. Nevertheless, the trend also
poses a warning to the healthcare department by suggesting that suitable interventions are
required to cap the increase of hypertension cases and other heart conditions. Based on
the trend observed, the number of hypertension patients served by FQHCs has been
increasing and supportive strategies need to be implemented to reverse the trend.
Figure 8

Trends of Patients with Hypertension from 2016-2020 Served by FQHC
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Demographics of Patients (Gender, Ethnicity, Age)
Trends for Patients Based on Age
The trends for patients served in FQHCs based on age was noted as shown in figure 9.
For this study only data for patients 18-years-old or older were considered Figure 9,
shows patients in two age brackets 18-64 years old and those 65 and older seen at
FQHCs. Those patients aged between 18 to 64 years increased from 15.7 million in 2016
to 17.79 million people in 2020. On the other hand, those patients aged 65 years and
above only increased from 2.14 million in 2016 to 2.93 million in 2020. The results
obtained suggests that dependence on FQHCs has been on the rise regardless of the age
difference in the country. This means that the system as witnessed considerable
expansion over the years to accommodate additional patients in the FQHC program.
Notably, the number of the younger adults was significantly higher than that of elderly
adults above 65 years old. The difference implies that the older generation in the country
is far much smaller than the younger population. Therefore, based on age, more adults

between 18 to 64 years old are served in FQHCs than those who are older.
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Figure 9

Trends for Patients Served in FQHC Based on Age (HRSA, 2021)
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Trends of Patients Based on Gender

The trend for number of patients based on gender in FQHCs was obtained as shown in
figure 10. From figure 10, it is realized that there have been more females than males in
FQHCs over the years. Moreover, the results indicate that the number of both male and
female in FQHCs has been increasing. Specifically, the female in FQHCs in 2016 were
14.93 million and increased to 17.15 million in 2019. On the other hand, males were
10.92 million in 2016 and the number increased to 12.68 million in 2019. However,
between 2019 and 2020, there was a drop in the number of people in FQHCs for all
genders. Having more female than male in FQHCs suggests higher females in the country
or even possible higher susceptibility to diseases.

In the meantime, the general increase in numbers for all genders between 2016 and 2019

suggests improved access to FQHCs and reduction in gender-based restrictions. Finally,
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the drop recorded in 2020 shows that the pandemic affected accessibility to FQHCs.
Overall, all genders are represented such that the slight difference in numbers does not
impact the outcome of the research.

Figure 10

Trends for Patients Served in FQHC Based on Gender (HRSA, 2021)
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Trends of Patients Based on Ethnicity

From figure 11, it is noted that the largest number of patients in FQHCs are
Hispanic/Latino and Non-Hispanic whites with figures above eight million. This number
is not surprising since FQHCs are known for serving the population of Migrant and
Seasonal Farm Workers and the uninsured. This is followed by African American ethnic
group and finally the other ethnicities including Native Hawaiian, Asian, and American
India have the least representation in FQHCs. The result implies that healthcare needs
differ across ethnic communities and the inclusion in FQHCs dependents on the

population distribution of the various ethnicities. However, the presence of all the



78
ethnicities in FQHCs suggests that equal opportunity is given to all the communities to
benefit from the program.

Notably, Latino, Non-Hispanic White, and African American people in FQHCs are noted
to show a rising trend over the years apart from 2020. The outcome of 2020 is still related
to the devastation caused by the pandemic. Nevertheless, the increase recorded between
2016 and 2019 is an indication that patients are continuously developing confidence and
trusting the efficacy of FQHCSs. The highest increase rate was depicted by the Latino who
started slightly lower in 2016 but gained momentum rapidly to top the table in 2019.
Figure 11

Trends for Patients Served in FQHC Based on Gender
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Grant Funds Awarded to FQHCs from 2016-2020
The data for grants awarded to FQHCs from 2016 to 2020 under Medicaid was
summarized in figure 12. From figure 12, it is realized that there has been a general

increase in the amount of grant funds awarded to FQHCs. Specifically, the amount rose
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from $4.31 billion in 2016 to a maximum value of $4.92 billion in 2019 before dropping
slightly to 4.73 billion in 2020. The rise in grant funds allocated to FQHCs from 2016 to
2019 is attributed to rising cases of chronic illnesses such as diabetes and hypertension as
shown in figures 7 and 8. In this regard, it is realized that the federal government
recognizes the challenge posed by chronic illnesses and expands existing FQHCs to
ensure affordable care is provided to more patients who need it However, from figure 12,
it is also realized that from 2019 to 2020, there was a drop in the amount of grants
awarded to FQHCs. The trend is attributed to more healthcare expenses being channeled
to manage Covid-19 pandemic. Moreover, the finding is attributed to the drop in the
number of patients with diabetes and hypertension as shown in figures seven and eight,
which meant that fewer resources were required to provide the care in 2020 compared to
2019.

Figure 12

Trends for Patients Served in FQHC Based on Gender

Grants Awarded to FQHCs from 2016-2020
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Cost per Patient

The trends showing estimated treatment cost per patient was summarized in figure
13. From figure 13, it is realized that treatment cost per patient exhibits a constant
increase over the years. Specifically, the cost per patient in 2016 was $889.85 which
increased to $1156.82 in 2020 a 30% increase. Also, the rate of increase between 2019
and 2020 was higher than all the other previous years. The general increase in cost of
treating one patient suggests that the overall cost of healthcare has been rising over the
years. Moreover, the finding implies that conditions that people suffer from have been
getting more complex with time and hence more resources must be committed to
treatment. This shows that the burden on FQHCs has also increased over the years with
2020 being the peek.

In the meantime, the rise from $1044 in 2019 to $1156 in 2020 is the largest
recorded increase of the entire period studied. The finding suggests that the medical
expenditure in 2020 was out of the ordinary. The shift in trend can therefore indicate that
medical costs for treating patients significantly went up with the advent of the pandemic
which interrupted supply chains. The increase in the cost of treating a patient pointed to
the fact that FQHCs have been forced to incur extra charges each year as conditions such
as diabetes and hypertension keep getting more complex year after year.

Figure 13

Trends for Treatment Cost per Patients from 2016-2020
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Trends for Treatment Cost per Patient from
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FQHC PPS Reimbursement Rate from 2016-2020

Figure 14 shows the FQHC PPS reimbursement rate from 2016-2020 (CMS, 2020) From
figure 14, it is realized that the FQHC PPS reimbursement rates did increase from $160.6
in 2016 to $173.5 in the year 2020, but only an 8% increase which is a lot less compared
to the figure 9 where the cost per patient increased 30% in the same time frame.

Figure 14

Trends for FQHC PPS Reimbursement Rates
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Trends of Patients with Medicaid

From figure 15, it is noted that there has been an increase in the number of people
with Medicaid followed by a sudden drop. Specifically, an increase in Medicaid holders
was witnessed from 12.85 million in 2016 to 14.38 million in 2019. Meanwhile, there
was a significant drop of patients with Medicaid in 2020 to 13.39 million people. The
increase recorded up to the year 2019 suggests that there has been increased government
efforts to promote affordable healthcare for the entire population.

Medicaid has ensured that patients are able to benefit from quality healthcare
provided in the government facilities. Also, increase in patients covered by Medicaid
coincides with the increase in the number of patients with diabetes and hypertension.
However, the drop observed in 2020 suggests that some patients lost their Medicaid
coverage during the pandemic, or this could be due to the deaths caused by Covid-19.
Figure 15

Trends for Patients Seen at FQHCs Covered by Medicaid Program 2016-2020
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RQ1: What correlation exists between the number of patients with type 2 diabetes
seen at FQHCs and the allocation of grant funds from 2016 — 2020 and among adults 18
years old and older in the United States?
Relationship Between Type 2 Diabetes Patients and Allocation of Grant Funds

A comparison between the number of type 2 diabetes patients and the allocation
of grants is summarized in Figure 16. From Figure 16, it is noted that there is a positive
relationship between allocated grant funds and number of diabetes patients. Specifically,
from 2.3 million diabetes patients to 2.6 million patients, there is a proportionate rise in
the allocation of grant funds. However, above 2.7 million patients with diabetes, there is
an exponential allocation of grant funds. The finding implies that at lower number of
diabetes patients, the allocated grant funds are added to help FQHCs manage the increase
in cases. However, at high number of diabetes cases, the issue is regarded as a critical
issue and significant amount of funds are allocated to help deal with the issue.
Figure 16

Allocated Grant Funds Versa Number of Diabetes Patients from 2016-2020.

Allocated Grant Funds vs Number of Diabetes Patients from 2016-2020
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To better understand the relationship between diabetes patients and allocated

grant funds, a correlation analysis was conducted, and the result summarized in table 1.
From the correlations table 1, it is noted that the number of diabetes patients and grant
allocated have a positive correlation with a coefficient of 0.952. This implies that
allocated grant increased by a factor of 0.952 for a unit increase in the number of diabetes
patients. Additionally, the correlation is realized to be significant due to the p-value of
0.013 which is less than 0.05. The finding also helps to analyze the first research question
concerning the relationship between number of type 2 diabetes patients and allocation of
grant funds. In particular, the finding rejected the null hypothesis initially developed that
there is no statistically significant association between the number of patients with type 2
diabetes seen at FQHCs and allocation of grant funds.
Table 1

Correlation Results for Allocated Grant Funds and Diabetes Patients

Correlations
Diabetes Grants

Diabetes  Pearson Correlation 1 952"

Sig. (2-tailed) 013

M 5 5
Grants Pearson Correlation §52° 1

Sig. (2-tailed) 013

F 5 5

* Correlation is significant at the 0.058 level (2-tailed).
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RQ2: What correlation exists between the number of patients with hypertension
seen at FQHCs and the allocation of grant funds from 2016 — 2020 and among adults 18
years old and older in the United States?
Relationship Between Hypertension Patients and Allocation of Grant Funds

A comparison between the number of hypertension patients and the allocation of
grants is summarized in figure 17. From figure 17, the general trend showed that
allocated grand funds increased as the number of hypertension patients increased between
2016 and 2020. This shows that the two variables exhibited a positive relationship over
the years. The finding implies that grant funds allocation for FQHCs is responsive to the
number of patients suffering from hypertension. Further the finding implies that grant
funds allocation to FQHCs is influenced by number of chronic illnesses such as
hypertension.
Figure 17

Allocated Grant Funds Verses Number of Hypertension Patients from 2016-2020.

Allocated Grant Funds vs Number of Hypertension Patients from 2016-2020
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From the correlation test summarized in table 2, it is realized that a positive
association defined by a correlation co-efficient of 0.937 exists between grants and
hypertension cases. This implies that grant allocation has been increasing by a factor of
0.937 with a unit increase in hypertension patients. In addition, the correlation is realized
to be significant since the p-value is 0.019 which is lower than 0.05. The result helped to
analyze the second hypothesis made regarding the relationship between allocation of
grant funds and the number of hypertension patient. In particular, the finding rejected the
null hypothesis developed at the beginning of the research stating there is no statistically
significant association between the number of patients with hypertension seen at FQHCs
and allocation of grant funds.
Table 2

Correlation Results for Allocated Grant Funds and Hypertension Patients

Correlations
Grants Hypertension
Grants Fearson Correlation 1 937
Sig. (2-tailed) 019
I 5 5
Hypertension  Pearson Correlation 037 1
Sig. (2-tailed) 014
M 5 5

* Correlation is significant at the 0.05 level (2-tailed).

RQ3: What correlation exists between patient demographics (gender, age, race,
and ethnicity) and the allocation of grant funds from 2016 — 2020 and among adults 18

years old and older in the United States?
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Relationship Between Patient Demographics and Allocation of Grant Funds
Gender

The relationship between gender and allocation of grant funds was determined by
correlation analysis and the result summarized in table three. From table 3, it is noted that
grant allocation exhibits a positive correlation with both male and female patients.
Specifically, the coefficient of the correlation with male is 0.987 while that for female is
noted as 0.99. The implication is that an increase in male and female patients in FQHCs
contributes to a rise in the amount of grant funds allocated for the FQHCs. Moreover, the
results show that the relationship between grant fund allocations based on gender is
significant. This is indicated by the p-values of 0.002 and 0.001 for male and female
respectively all of which are lower than the significant level of 0.05. The result suggests
that gender distribution of diabetes and hypertension patients is a significant factor
considered in allocating funds for FQHCs.
Table 3
Correlation Results for Allocated Grant Funds and Gender of Patients

Correlations

Grants Male Female

Grants Pearson Correlation 1 aa7 EEL

Sig. (2-tailed) ooz 001

I il il 5

Male Pearson Correlation aa7 1 EEED

Sig. (2-tailed) ooz .0oo

I L] L] 4]

Female Pearson Correlation EELN EEES 1
Sig. (2-tailed) .00 .0oo

Il g g g

** Correlation is significant atthe 0.01 level (2-tailed).
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Ethnicity

The relationship between ethnicity and allocation of grant funds was determined
by correlation analysis and the result summarized in table 4. From table 4, it is realized
that grant allocation has a positive correlation with all the ethnic groups. The finding
implies that there has been an increase in the amount of money allocated for the FQHCs
which is attributed to the increase in the numbers represented by each ethnic group. This
agrees with the finding that an increase in the number of patients attracted an increase in
the amount of grant fund allocation across the study period. Regarding significance, most
of the p-values of the ethnic groups are lower than the significance levels of 0.05 except
for Native Hawaii (p = 0.232) and African American (p =0.084).

The result implies that there is a significant increase in grant funding for patients
who are Latino, Non-Hispanic white, Asian, and American Indian but there is
insignificant increase in funding for Native Hawaii and African American. The result
suggests that there is a need to review policies on grant funding of FQHCs and eliminate
any discriminatory practices based on ethnicity.

Table 4

Correlation Results for Allocated Grant Funds and Ethnicity of Patients



Correlations
TMon_Hispani Mative_Hawai | African_Amer | American_ind
Grants Latino c_White Asian i can ian
Grants Pearsan Caorrelation 1 a88” 986" 966 £53 828 939
Sig. (2-tailed) 0oz .00z .0o7 232 04 018
| i i i i i 5 g
Latino Pearsan Carrelation 988" 1 989" 051" 616 792 973"
Sig. (2-tailed) .00z .0oo 013 .268 110 005
| i i i i i 5 g
Non_Hispanic_Whits  Pearson Correlation 986" 099" 1 036 582 764 975"
Sig. (2-tailed) .00z .0oo 018 303 133 004
| i i i i i 5 g
Asian Pearson Carrelation 966 951" 936 1 802 939" 862
Sig. (2-tailed) .oo7 013 019 103 018 060
N A A ] ] ] 5 5
Mative_Hawaii Pearson Correlation 653 616 582 802 1 948" A02
Sig. (2-tailed) 232 268 303 103 014 pe:lz]
N A A ] ] ] 5 5
African_American Pearson Correlation 828 782 T64 539 a8 1 663
Sig. (2-tailed) 084 110 133 018 014 222
N A A ] ] ] 5 5
American_indian Pearson Carelation 930" 973" 979" 862 502 663 1
Sig. (2-tailed) 018 005 004 060 .je8 222
N A A ] ] ] 5 5

** Correlation is significant atthe 0.01 level (2-tailed).

* Correlation is significant atthe 0,05 level (2-tailed)

Age

The relationship between age and allocation of grant funds was determined by
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correlation analysis and the result summarized in Table 5. From Table 5, the correlations

analysis revealed a positive relationship between allocated grant funds and age of
patients. For the adults aged 18-64 years, the correlation coefficient was determined as
0.926 while the adults aged 65 years and above had a correlation coefficient of 0.889.
The finding implies that grant allocation increased over the studied period with a rise in
the number of patients of different age groups. The results also indicated that the
correlations were lower than the significance levels as noted by p-values of 0.024 and
0.043 for 18-64 years and 65 years and above. The result suggests that there is a

statistically significant relationship between age of patients and the amount of grant



allocated to FQHCs. Nevertheless, the influence of the 18-64 years old patients is

stronger than the 65 and older patients in FQHCs.

Table 5

Correlation Results for Allocated Grant Funds and Age of Patients

Correlations

90

Eighteen_to_
sixty_four_yea Above_sixty_f
Grants rs our_years
Grants Pearson Correlation 1 926 889"
Sig. (2-tailed) 024 043
M 5 5 ]
Eighteen_to_sixty_four_y Fearson Correlation 076 1 996
ears Sig. (2-tailed) 024 000
M 5 5 A
Ahove_sixty_four_years Fearson Correlation 889" 896 1
Sig. (2-tailed) 043 .ooo
M a 5 5

* Correlation is significant at the 0.05 level (2-tailed).

** Correlation is significant at the 0.01 level (2-tailed).

The obtained results on age, ethnicity, and gender were crucial in analyzing the
third hypothesis developed. There was a statistically significant relationship found within
the analysis of the relationship between the demographic’s factors (gender, ethnicity, and
age) and the allocation of grant funds, therefore, the null hypothesis was rejected.

RQ4: What correlation exists between the Federally Qualified Health Center
Prospective Payment System and cost per patient?

Relationship Between FQHC PPS, Patients with Medicaid, and Cost per Patient

To obtain in-depth insight into the relationship between cost per patient, patients

with Medicaid, and FQHC PPS, a correlation analysis was conducted, and the results

summarized from table 6, it is realized that the significant and highest correlation was
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between FQHC PPS and cost per patient (¢ = 0.989; p =0.001). The finding implies that
as the treatment cost per patient increased, there was a significant increase in FQHC PPS
reimbursement rates provided by Medicaid to FQHCs. The strategy ensures healthcare
affordability for most patients despite the increasing care costs.

In addition, table 6 also reveals that a significant and high correlation between
number of patients with Medicaid and FQHC PPS (c = 0.903; p = 0.036). The result
suggests that the increase in FQHC PPS was also influenced by the increasing number of
patients covered by Medicaid. More patients who have Medicaid coverage implies
increased funding for healthcare thereby enabling Medicaid to increase PPS
reimbursement rates to FQHCs and ensure quality of care is maintained despite the
increasing inflation challenges. However, it was realized that the relationship between
cost per patient and number of Medicaid users is insignificant since p = 0.078 which is
greater than 0.05. In this regard, it is concluded that the number of Medicaid users do not
influence cost of treatment, but they influence the FQHC PPS reimbursement rate.
Table 6

Correlation results for patients with Medicaid, cost per patient, and FQHC PPS

Correlations

Medicaid_ls Cost_per_Pat
ers ient

FQHC_PPS

Medicaid_Users

Fearson Correlation
Sig. (2-tailed)
I

1

5

835
.arg
5

903
036
5

Cost_per_Patient

Fearson Correlation
Sig. (2-tailed)
™

835
.ors

1

5

EEEN
001
5

FQHC_FPS

Fearson Correlation
Sig. (2-tailed)
™

ELED
036

EEEN
001

P

5

* Correlation is significant atthe 0.05 level (2-tailed).

** Correlation is significant atthe 0.01 level (2-tailad).
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Summary

The section presented data for type 2 diabetes and hypertension patients, grant
fund allocation, cost per patient, Medicaid patients, and FQHC PPS reimbursement rates.
The result of the analysis indicated that the number of diabetes and hypertension patients
supported by FQHCs increased constantly over the years. Moreover, treatment cost per
patient also increased across the years with the highest amount recorded in 2020.
Additionally, the number of patients with Medicaid was noted to have been increasing
through the years except for 2020 where there was a drop. Similarly, the results on grant
funds allocation showed a consistent rise from 2016-2019 followed by a slight drop in
2020.

The finding implies that increase in the number of patients was accompanied by
rise in the amount of funds released for FQHCs. This is evidence by the result which
compared diabetes patients and hypertension patients with allocation of grants funds and
showed a positive correlation. In demographics, the result showed that Native Hawaii and
African American patients did not significantly influence grant allocation to FQHCs, but
patients of the other ethnicities had a significant impact. The findings also showed a
constant increase for cost per patient and for the FQHC PPS reimbursement rate from

2016-2020.
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Section 4: Application to Professional Practice and Implications for Social Change
Introduction

The main purpose of this study was to determine the relationship between the
number of patients with hypertension and type 2 diabetes and grant fund allocations to
FQHCs. In particular, the study assessed whether there is a need to increase grant funds
allocated to FQHCs to enhance access to high-quality care. The present study adopted a
quantitative research approach involving collecting and analyzing secondary data from
HRSA. For this study, only data about FQHCs concerning type 2 diabetes and
hypertension management was collected for analysis and interpretation.

After analysis, the research questions which were developed at the beginning of
the study were all answered. Concerning the first research question, the obtained results
showed a significant positive correlation between allocated grant funds to FQHCs and the
number of patients with type 2 diabetes. For the second research question between
hypertension and allocated grant funding to FQHCs. As a result, it was realized that
resources assigned for chronic diseases in FQHCs have been expanded to ensure most
affected patients get adequate care and treatment.

The third research question was looking for a correlation between patient demographics
and the allocation of grant funds. In general, it was realized that ethnicity, age, and
gender all have positive correlation with allocation of funds thereby revealing that an
increase in patients based on any demographic factor leads to corresponding increase of

allocated grant funds for FQHCs. For ethnicity, it was realized that while Latino, Non-
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Hispanic white, Asian, and American Indian demonstrated significant increase in
allocated grant funds, African Americans and Native Hawaii did not exhibit significant
increase in grant funds. In this regard, it was realized that there are biased practices on
grant fund allocation based on ethnic background. The final research questions the results
showed a positive statistically significant correlation between FQHC PPS and cost per
patient.

Interpretation of the Findings

Trends for Patients with Diabetes and Hypertension Served by FQHCs

The results indicated a constant increase in the number of patients with type two
diabetes as well as those with hypertension from 2016-2020. The implication of the
finding is that diseases requiring special treatment have been on the rise. Therefore, as
life progress and health complications increase there is likelihood of more people being
diagnosed with type 2 diabetes and hypertension. The rising trend determined in this
study is consistent with the submission by McMullen and Katz (2017) who noted that
chronic diseases have been on an upward projection for about 10 years.

Based on the current findings, it can be concluded that the uptrend in chronic
diseases has continued and is most likely to increase in the later period. The findings are
further consistent with that of Raghupathi and Raghupathi (2018) who also pointed out
that chronic diseases have continued to increase over the years. As such, it appears like

the nation is losing the battle of reducing the prevalence of conditions such as diabetes
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and hypertension. The trends point to increased healthcare expenses in the management
and treatment of chronic diseases in the country.

The findings confirmed the findings from NACHC (2021) which showed that
about 80% of the general population consists of people that are uninsured or publicly
insured. This means that majority of patients with hypertension and diabetes opt for
healthcare services from FQHCs. According to Rodis et al. (2017), and Wood et al.
(2014) and FQHCs are funded by HRSA, and the health centers have advanced in
managing chronic diseases for the less privileged patients in the community, and more
patients with diabetes and hypertension are seeking care from FQHCs.

Trends for Treatment Cost per Patient

The results indicated that treatment cost per patients has adopted a rising trend
since 2016 with the highest values recorded in 2020 during the pandemic. Although
technological advancement in healthcare is expected to reduce costs of treatment, the
current revelation points out that the expenditure on a single patient has been on the rise
since 2016. The findings are consistent with the report by CDC (2020) who indicated a
constant increase in the cost for treating one patient from 2007-2018.

Specifically, the treatment cost rose from $562 in 2007 to $990 in 2018 for health
centers (CDC, 2020). Notably, the evidence confirms the current findings since the rising
costs noted by CDC included all patients served in FQHCs. The finding shows that the
increase in cost per patient has continued beyond 2018 into 2020. As the number of

diabetes and hypertension patients have been increasing in FQHCs, the cost of care has
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followed suit. This means that the approximated spending for FQHCs by the government
should have increased over the same period.

Moreover, the burden on the health centers has subsequently increased which
called for more funding to keep up with the demand. However, according to NACHC
(2021), FQHCs operate with lower margins compared to hospitals. The situation was
further confirmed by Ly and Cutler (2018), who also observed that the health centers had
a lower margin of operation. Compared to the current results, it can be noted that FQHCs
must be plagued with deficits which points to a problem of underfunding.

Trends of Patients with Medicaid

The results for patients with Medicaid from 2016-2020 revealed a general uptrend
up with a slight decline in 2020. The result implies that over the years, the cost of living
as well as that of healthcare has become expensive hence making more people depend on
federal funds for healthcare. An increase in the annual number enrolled into Medicaid
points to the fact that many are becoming underinsured and uninsured thus dependent on
FQHCs for primary care services even in cases of chronic conditions such as diabetes and
hypertension.

The findings are consistent with the data from NACHC (2021) which showed that
about 48% of the population was under Medicaid coverage. The rise in Medicaid
beneficiaries can be attributed to the ability to cover for care needs of chronic diseases
such as type 2 diabetes and hypertension. Based on the earlier research by Xu et al.

(2018) and Young et al. (2019), a significant percentage of people with Medicaid have
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chronic conditions including heart issues and diabetes. Therefore, it is possible that the
observed constant rise in the annual Medicaid coverage is motivated by the increasing
chronic cases and hence higher costs of treatment and management.

The sentiment is supported by the submission by McMullen and Katz (2017) who
stated that about 3.5 million people who have Medicaid coverage also had type 2 diabetes
while more than 16 million had history of various cardiovascular illnesses. In that
respect, Medicaid has become beneficial to majority of the less privileged who have lost
regular insurance coverage and yet needs access to chronic disease management and
treatment. In the current context, Medicaid enrolment has benefited many people who
have had the opportunity to receive healthcare services at FQHCs.

Trends for Grant Funds Awarded to Federally Qualified Health Centers

The results about the grant funds awarded to Federally Qualified Health Centers
from 2016-2020 revealed a general downtrend especially from 2017. The data showed
that the amount awarded has been shrinking with time which points to the federal
government’s effort to contain the expenditure on healthcare services for the uninsured
and underinsured patients. The finding implies that the level of benefits received by the
increasing number of patients in the Medicaid program has been dwindling. Lower rate of
funding in the sight of increasing dependents translates to decline in care qualities in the
FQHCs. This is because the health centers are not getting enough funds from the Federal
government to pay for the increasing cost of treatment of both normal and chronic

conditions.
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The finding is consistent with that of McMullen and Katz (2017) who pointed out
that despite an increase in cases of chronic diseases, Medicaid funds have only expressed
minor increase. In that respect, it has become difficult to control the diseases due to the
inability to meet incurred costs. Based on the research by Wang et al. (2018), strategies
such as FQHC PPS are means developed by the Congress to contain costs for Medicaid
beneficiaries. This explains why there has not been concurrent increase in funding
Medicaid regardless of rise in beneficiaries over the years. Notably, the plan is to be able
to serve more people with even smaller budgets each year in FQHCs under Medicaid.
Lipson et al. (2019) and Olson et al. (2021) who highlighted the value-based care
approach in the United States, developed to realize improved health outcomes at a lower
cost. In that respect, the observed annual decrease in Medicaid grant fund allocation is
economically justifiable as it is aimed at sustainability of affordable healthcare.
Relationship between Type 2 Diabetes Patients and Allocation of Grant Funds

The result for the relationship between type 2 diabetes and allocation of grant
funds revealed a significant positive correlation. This meant that an increase in the
number of patients in need of diabetes management treatment led to significant additional
funds provided to FQHCs to cover the costs as revealed by increase of allocated grant
funds from 2016-2020. The implication of the result is that the resources assigned for
chronic diseases in FQHCs have been expanded by FQHCs to ensure they meet the
increasing demand for diabetes management services among patients. The finding is

consistent with that of Bryce et al. (2017) and Dobbins et al. (2018) who indicated that
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diabetes control is among core clinical measures supported by federal government to
improve positive outcomes.

The evidence shows that the continuous increase of allocated grant funds reflects
the increasing costs of caring for chronic conditions such as type 2 diabetes. The obtained
result showing positive relationship between number of diabetes patients and grant fund
allocation is also consistent with the views of Rothkopf et al. (2018), who argued that the
services offered at FQHCs were efficient due to availability of resources needed to care
for patients. The obtained result is also like that of Myong et al. (2021), who noted that
there was increased funding for FQHCs which resulted in expansion of local capacities
and quality of care. Based on the result, it is realized that number of diabetes patients has
a significant impact on how the federal government allocates grant funds to FQHCs to
ensure chronic illnesses are comprehensively managed and the population can access the
services.

Relationship between Hypertension Patients and Allocation of Grant Funds

From the results, hypertension cases and allocation of grant funds exhibited a
positive relationship which was statistically significant. The finding implies that the
constant rise in the number of people suffering from the heart condition was a significant
factor in the determination of the FQHC funding. The finding showed that grant
allocation increased each year to correspond with the increase in number of patients
developing hypertension and served in FQHCs. The finding is consistent with the

submission in the NACHCs Report (2015) whereby it was explained that Congress
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integrated the Prospective Payment System (PPS) which assigned fixed pre-established
amounts for healthcare services in FQHC. In this respect, the patients were only expected
to pay for certain services and the remaining costs were covered through federal grants.

In this respect, while the costs incurred by patients remained constant, those of
federal grant funding increased to reflect the additional patients served under FQHCs.
The result is also consistent with the views of Niazi et al. (2021) who indicated that the
PPS has ensured patients only pay for services received during their visits to hospitals
which lowers the overall treatment costs. In that respect, it can be argued that increase in
grant fund allocation has been crucial in enhancing the quality-of-care services for
hypertension patients. Meanwhile, the result showing that the correlation between
hypertension and grant fund allocation is statistically significant is supported by the
submission of Wright and Nice (2014), who noted that financial support for FQHCs was
linked to the outcome of chronic diseases.

In that respect, it is realized that the determinants of grant fund allocation for
FQHC are linked to the number of cases of hypertension as a chronic condition in the
facilities. In line with the current research question, the results obtained alongside the
existing literature evidence helped reject the null hypothesis that there is no statistically
significant association between number of hypertension patients and the allocation of

grant funds for FQHCs.
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Relationship between Patient Demographics and Allocation of Grant Funds

The demographics considered by the research included gender, ethnicity, and age
of patients. From the Pearson correlation analyses performed, the result revealed that all
the demographics were positively associated with allocation of grant funds. The finding
implies that the type of people with chronic illnesses had positive impact on the amount
allocated by the Federal government in FQHCs. However, it was realized that while
Latino, Non-Hispanic white, Asian, and American Indian patients with chronic illness led
to significant increase in grant funding of FQHCs, there was an insignificant increase in
funding for Native Hawaii and African American.

The findings revealed that the United States is still affected by ethnic
discrimination in terms of allocation of grant funds depending on the affected ethnic
group. The obtained results were like those of Capp et al. (2017) and Gao et al. (2017)
who argued that the quality of services received by patients in FQHCs was dependent on
demographic characteristics. The results contrast those of Xing, Goehring, and Mancuso
(2015), who contested that demographic characteristic did not have significant impact on
health outcomes in FQHCs. Nonetheless, from the obtained findings, it is realized that
policies related to allocation of grant funds to FQHCs should be reviewed to ensure there
is no discrimination based on ethnicity and that patients from different background have
an equal access to care. Regarding the third research question, the association between
patient demographic characteristics and allocation of grant fund has a statistical

significance.
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Limitations of the research
The analysis depended on secondary data from HRSA which focused on FQHC grant
funds as well as statistics on number of patients with diabetes and hypertension. A key
limitation of the data analyzed is that it does not reveal the full picture on the reason for
rising cases of hypertension and diabetes under FQHCs. At the same time, the
quantitative data cannot be flittered by patients who have Medicaid and patients
diagnosed with hypertension or type 2 diabetes, therefore this study could not analyze the
relationship between the increasing number of patients with type two diabetes or
hypertension and the Federally Qualified Health Center Prospective Payment Systems
Reimbursement rate.
Recommendations

A major recommendation is that future studies should utilize qualitative methods
such as interviews to obtain in-depth understanding of the challenges faced by patients
with type 2 diabetes and hypertension. Future studies should also obtain data that can
determine the number of patients with a FQHC PPS reimbursement rate who have either
type 2 diabetes or hypertension. In addition, future studies should explore the viability of
implementing preventive programs for chronic illnesses such as diabetes and
hypertension to minimize the rising demand for care within FQHCs. The current study
showed a disparity in grant fund allocation based on ethnicity. Therefore, future studies
should analyze how fairness in awarding medical grant funds can be promoted among

various demographics.
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Implications for Professional Practice and Social Change
Professional Practice

A major recommendation for professional practice is that the United States
department for health needs to implement programs to increase awareness on prevention
of type 2 diabetes and hypertension among the public to curb the rising cases related to
the two diseases. At the same time, the results showed that as the number of chronic
diseases such as type 2 diabetes and hypertension have continued to rise from 2016-2020,
however, the federal grant funds allocated to FQHCs has also risen. In this regard, the
federal government needs to implement policies to ensure that the grant funds allocated
to FQHCs are effectively used to support diabetes and hypertension patients. In addition,
the issue of ethnic bias in allocation of grant funds should be investigated and suitable
policies implemented to ensure equality in accessing FQHCSs regardless of the patients’
ethnic background.

Potential Social Change

The current research can be used to promote social change by raising awareness
on the increasing incidents of chronic illnesses such as hypertension and diabetes in the
United States. The results can be used as evidence to create programs that educate the
public on healthy lifestyles to prevent development of diabetes and hypertension. The
goal in such cases is to ensure a healthy population as well as minimize the expenses

incurred by government through grant funds towards FQHCs.
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Additionally, the evidence from this study can be used to promote social change
by using it to start the dialogue of unequal access to quality healthcare by individuals
from different ethnic backgrounds. The dialogue can help to understand how minority
groups such as African Americans and Native Hawaii can be supported to ensure they
also access high quality care from FQHCs like individuals from other ethnicities.
Moreover, the evidence from this study showing rising healthcare costs can be used to
promote social change by initiating discussion on the need for amendments of legislation
regarding payments of healthcare to ensure more low-income people can afford
treatment.

Conclusion

The main aim of the research was to investigate the relationship between grant
fund allocation and the number of patients with hypertension and type 2 diabetes under
the FQHC program. In particular, the study sought to assess whether there is a need to
increase grand funds allocated to patients with hypertension and diabetes to enhance their
access to high-quality care. On this note, the current study pursued three specific
objectives. Firstly, the research examined the number of patients with type 2 diabetes
seen at FQHCs and allocation of grant funds from the year 2016 — 2020.

Based on the results, the chronic illness has been on the rise for the last decades

and is more likely to increase in the future. It emerged that the rise of diabetic illness
among other chronic illnesses resulted from ineffective measures and interventions and

the country is not in a better position to manage the rising case of diabetes and
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hypertension. Moreover, it was realized that the capacity of FQHCs to provide high
quality care to patients from vulnerable communities is reducing due to increasing
demand and reduced grant funding from federal government. The research explored
treatment costs associated with managing patients with chronic illnesses. From the
findings, the treatment cost per patient with chronic illness has continued to increase
significantly.

The high cost of treatment has been attributed by adverse economic factors that
have resulted to high inflation rates. The results indicated that the rise in costs of
treatment has burdened the patients and the healthcare facilities. Health centers have
called for more funding to keep up with the demand for patients with chronic illnesses.
As such, there is the likelihood that FQHCs experienced deficits in the budgetary
allocations. Based on the obtained results, it can be ascertained that healthcare facilities
need to opt for technological advancements aimed at decreasing the costs of treatment
and management of patients with chronic illnesses.

For the second objective, the relationship between hypertension and allocation of
grant funds were assessed. The results showed a significant positive correlation between
hypertension and grant funds from the findings. However, there still is an urgent need to
increase the Medicaid funding to improve the wellness of patients with hypertension.
Finally, the research investigated the link between patient demographics and the
allocation of grant funds. It was realized that while Latino, Non-Hispanic white, Asian,

and American Indian patients with chronic illness led to significant increase in grant
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funding of FQHCs, there was an insignificant increase in funding for Native Hawaii and
African American. The obtained results were also noted to reject all the four null

hypotheses developed at the beginning of the research.



107
References
Abrams, D., Hogg, M., and Marques, J. 2014. Social Psychology of Inclusion and
Exclusion. Sage Publications
Agency for Healthcare Research and Quality (2019). AHRQ Data Spotlight:
Hypertension Control in Health Resources and Services Administration Health

Centers.

www.ahrqg.gov/sites/default/files/wysiwyg/research/findings/nhgrdr/dataspotlight-

hypertension.pdf

Alharahsheh, H. H., & Pius, A. (2020). A review of key paradigms: Positivism VS
interpretivism. Global Academic Journal of Humanities and Social Sciences, 2(3),
39-43.

https://gajrc.com/gajhss

American Medical Association. (2020). Specific Payment Codes for the Federally
Qualified Health Center Prospective Payment System (FQHC PPS) (Rev. 12-06-
17)

Artigues, C., Demassey, S., and Neron, E. (2013). Resource-Constrained Project
Scheduling. Models, Algorithms, Extensions, and Applications. John Wiley and
Sons

http://dx.doi.org/10.1002/9780470611227

Bachrach, D., & Dutton, M. (2011). Medicaid Supplemental Payments: Where Do They

Fit in Payment Reform. Center for Health Care Strategies, Inc, 8.


http://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/dataspotlight-hypertension.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/dataspotlight-hypertension.pdf
https://gajrc.com/gajhss
http://dx.doi.org/10.1002/9780470611227

108
Baptista, D. R., Wiens, A., Pontarolo, R., Regis, L., Reis, W. C. T., & Correr, C. J.
(2016). The chronic care model for type 2 diabetes: a systematic
review. Diabetology & metabolic syndrome, 8(1), 1-7.

https://doi.org/10.1186/s13098-015-0119-z

Bookey-Bassett, S., Markle-Reid, M., Mckey, C. A., & Akhtar-Danesh, N. (2017).
Understanding interprofessional collaboration in the context of chronic disease
management for older adults living in communities: a concept analysis. Journal of
advanced nursing, 73(1), 71-84.

https://doi.org/10.1111/jan.13162

Bryce, R., Guajardo, C., llarraza, D., Milgrom, N., Pike, D., Savoie, K., Valbuena, F., &
Miller-Matero, L. R. (2017). Participation in a farmers' market fruit and vegetable
prescription program at a federally qualified health center improves hemoglobin
A1C in low-income uncontrolled diabetics. Preventive medicine reports, 7, 176-
179.

https://doi.org/10.1016/j.pmedr.2017.06.006

Capp, R., Misky, G. J., Lindrooth, R. C., Honigman, B., Logan, H., Hardy, R., Nquyen,
D., & Wiler, J. L. (2017). The coordination program reduced acute care use and
increased primary care visits among frequent emergency care users. Health
Affairs, 36(10), 1705-1711.

https://doi.org/10.1377/hlthaff.2017.0612

Centers for Medicare and Medicaid Services (CMS) (2020). FQHC PP. Retrieved from


https://doi.org/10.1186/s13098-015-0119-z
https://doi.org/10.1111/jan.13162
https://doi.org/10.1016/j.pmedr.2017.06.006
https://doi.org/10.1377/hlthaff.2017.0612

109

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS

Creswell, J. W., & Clark, V. L. P. (2017). Designing and conducting mixed methods
research. Sage publications.

Castelnuovo, G., Pietrabissa, G., Manzoni, G. M., Corti, S., Ceccarini, M., Borrello, M.,
Giusti, E., Novelli, M., Cattivelli, R., Middleton, N., Simpson, S., & Molinari, E.
(2015). Chronic care management of globesity: promoting healthier lifestyles in
traditional and mHealth based settings. Frontiers in Psychology, 6(12), 1557-
1569.

https://doi.org/10.3389%2Ffpsyq.2015.01557

Centers for Disease Control and Prevention. (2020). About chronic diseases. The
National Center for Chronic Disease Prevention and Health Promotion
(NCCDPHP). Centers for Disease Control and Prevention.

https://www.cdc.gov/chronicdisease/about/index.htm

Chang, C. H., Lewis, V. A., Meara, E., Lurie, J. D., & Bynum, J. P. (2016).
Characteristics and service use of Medicare beneficiaries using federally qualified
health Centers. Medical care, 54(8), 804-812.

https://doi.org/10.1097/mlr.0000000000000564

Chavez, B., Kosirog, E., & Brunner, J. M. (2018). Impact of a bilingual pharmacy
diabetes service in a federally qualified health center. Annals of
Pharmacotherapy, 52(12), 1218-1223.

https://doi.org/10.1177/1060028018781852



https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS
https://doi.org/10.3389%2Ffpsyg.2015.01557
https://www.cdc.gov/chronicdisease/about/index.htm
https://doi.org/10.1097/mlr.0000000000000564
https://doi.org/10.1177/1060028018781852

110
Chen, B. K., Cheng, X., Bennett, K., & Hibbert, J. (2015). Travel distances,
socioeconomic characteristics, and health disparities in nonurgent and frequent
use of hospital emergency departments in South Carolina: a population-based
observational study. BMC health services research, 15(1), 1-12.

https://doi.org/10.1186/512913-015-0864-6

Christopher, A. S., McCormick, D., Woolhandler, S., Himmelstein, D. U., Bor, D. H., &
Wilper, A. P. (2016). Access to care and chronic disease outcomes among
Medicaid-insured persons versus the uninsured. American Journal of Public
Health, 106(1), 63-69.

https://doi.org/10.2105%2FAJPH.2015.302925

Chouvarda, I. G., Goulis, D. G., Lambrinoudaki, I., & Maglaveras, N. (2015). Connected
health and integrated care: Toward new models for chronic disease
management. Maturitas, 82(1), 22-27.

https://doi.org/10.1016/j.maturitas.2015.03.015

Coolican, H. (2018). Research methods and statistics in psychology. Routledge.

Creswell, J. & Creswell, J. (2018). Research design: Qualitative, quantitative, and mixed
methods (5" ed.). Thousand Oaks, CA: Sage Publications.

Cummings, J. R., Wen, H., Ko, M., & Druss, B. G. (2014). Race/ethnicity and geographic
access to Medicaid substance use disorder treatment facilities in the United
States. JAMA Psychiatry, 71(2), 190-196.

https://doi.org/10.1001/jamapsychiatry.2013.3575



https://doi.org/10.1186/s12913-015-0864-6
https://doi.org/10.2105%2FAJPH.2015.302925
https://doi.org/10.1016/j.maturitas.2015.03.015
https://doi.org/10.1001/jamapsychiatry.2013.3575

111
Cole, M. B., Kim, J. H., Levengood, T. W., & Trivedi, A. N. (2021, September).
Association of Medicaid Expansion With 5-Year Changes in Hypertension and
Diabetes Outcomes at Federally Qualified Health Centers. In JAMA Health
Forum (Vol. 2, No. 9, pp. €212375-e212375). American Medical Association.

https://doi.org/10.1001/jamahealthforum.2021.2375

Dehmer, S. P., Baker-Goering, M. M., Maciosek, M. V., Martinson, B. C., Thomas, A. J.,
& Roy, K. (2016). Modeled health and economic impact of team-based care for
hypertension. American journal of preventive medicine, 50(5), S34-S44.

DOI: 10.1016/j.amepre.2016.01.027

Desmedt, M., Vertriest, S., Petrovic, M., Bergs, J., Vrijhoef, H., Dessers, E., Hellings, J.,
& Vandijck, D. (2018). Seen through the patients' eyes: quality of chronic illness
care. Family practice, 35(4), 446-451.

https://doi.org/10.1093/fampra/cmx123

Dobbins, J. M., Peiper, N., Jones, E., Clayton, R., Peterson, L. E., & Phillips Jr, R. L.
(2018). Patient-centered medical home recognition and diabetes control among
health centers: exploring the role of enabling services. Population health
management, 21(1), 6-12.

https://doi.org/10.1089/pop.2017.0001

Dormont, B. (2014). Heterogeneity of Hospitals (No. hal-02447570).
Edson, M. C., Henning, P. B., & Sankaran, S. (Eds.). (2016). A guide to systems

research: Philosophy, processes, and practice (Vol. 10). Springer.


https://doi.org/10.1001/jamahealthforum.2021.2375
https://doi.org/10.1016/j.amepre.2016.01.027
https://doi.org/10.1016/j.amepre.2016.01.027
https://doi.org/10.1093/fampra/cmx123
https://doi.org/10.1089/pop.2017.0001

112
Falik, M., Needleman, J., Wells, B. L., & Korb, J. (2016). Ambulatory care sensitive
hospitalizations and emergency visits: experiences of Medicaid patients using
federally qualified health centers. Medical care, 551-561.

https://doi.org/10.1097/00005650-200106000-00004

Fisher, G. G., & Barnes-Farrell, J. L. (2013). Use of archival data in occupational health
psychology research. In R. R. Sinclair, M. Wang, & L. E. Tetrick
(Eds.), Research methods in occupational health psychology: Measurement,
design, and data analysis (pp. 290-322). Routledge/Taylor & Francis Group.

https://psycnet.apa.org/record/2012-25946-017

Gao, Y. N., Nocon, R. S., Sharma, R., & Huang, E. S. (2017). What factors are associated
with Medicaid patients' use of health centers? Journal of primary care &
community health, 8(3), 141-146.

https://doi.org/10.1177%2F2150131916687919

Gee, P. M., Greenwood, D. A., Paterniti, D. A., Ward, D., & Miller, L. M. S. (2015). The
eHealth enhanced chronic care model: a theory derivation approach. Journal of
medical Internet research, 17(4), e86-e99.

https://doi.org/10.2196%2Fjmir.4067

Goff, S. L., Gurewich, D., Alcusky, M., Kachoria, A. G., Nicholson, J., & Himmelstein,
J. (2021). Barriers and Facilitators to Implementation of VValue-Based Care
Models in New Medicaid Accountable Care Organizations in Massachusetts: A

Study Protocol. Frontiers in Public Health, 12(4), 183-192.


https://doi.org/10.1097/00005650-200106000-00004
https://psycnet.apa.org/record/2012-25946-017
https://doi.org/10.1177%2F2150131916687919
https://doi.org/10.2196%2Fjmir.4067

113

https://doi.org/10.3389/fpubh.2021.645665

Goldman, L. E., Chu, P. W., Tran, H., Romano, M. J., & Stafford, R. S. (2016). Federally
qualified health centers and private practice performance on ambulatory care
measures. American journal of preventive medicine, 43(2), 142-149.

https://doi.org/10.1016/j.amepre.2012.02.033

Gottlieb, L. M., Garcia, K., Wing, H., & Manchanda, R. (2016). Clinical interventions
addressing nonmedical health determinants in Medicaid managed care. Am J
Manage Care, 22(5), 370-376.

https://europepmc.org/article/med/27266438

Grembowski, D., Schaefer, J., Johnson, K. E., Fischer, H., Moore, S. L., Tai-Seale, M.,
Ricciardi, R., Fraser J. R., Miller D., & LeRoy, L. (2014). A conceptual model of
the role of complexity in the care of patients with multiple chronic
conditions. Medical Care, 52(Supplement 2), S7-S14.

https://doi.org/10.1097/mir.0000000000000045

Gurewich, D., Tyo, K. R., Zhu, J., & Shepard, D. S. (2016). Comparative performance of
community health centers and other usual sources of primary care. The Journal of
ambulatory care management, 34(4), 380-390.

https://doi.org/10.1097/jac.0b013e31822cbc59

Health Resources and Services Adminitration (2021). National Health Center Program
Uniform Data System (UDS) Awardee Data.

https://data.hrsa.gov/tools/data-reporting/program-data/national



https://doi.org/10.3389/fpubh.2021.645665
https://doi.org/10.1016/j.amepre.2012.02.033
https://europepmc.org/article/med/27266438
https://pubmed.ncbi.nlm.nih.gov/?term=Ricciardi+R&cauthor_id=24561762
https://pubmed.ncbi.nlm.nih.gov/?term=Fraser+JR&cauthor_id=24561762
https://pubmed.ncbi.nlm.nih.gov/?term=Miller+D&cauthor_id=24561762
https://doi.org/10.1097/mlr.0000000000000045
https://doi.org/10.1097/jac.0b013e31822cbc59
https://data.hrsa.gov/tools/data-reporting/program-data/national

114
Ingram, M., Doubleday, K., Bell, M. L., Lohr, A., Murrieta, L., Velasco, M., Blackburn,
J., Sabo, S., Guernsey de Zapien, J., & Carvajal, S. C. (2017). Community health
worker impact on chronic disease outcomes within primary care examined using
electronic health records. American journal of public health, 107(10), 1668-1674.

https://doi.org/10.2105/ajph.2017.303934

Izguttinov, A., Conrad, D., Wood, S. J., & Andris, L. (2020). From Volume-to Value-
Based Payment System in Washington State Federally Qualified Health Centers:
Innovation for Vulnerable Populations. The Journal of ambulatory care
management, 43(1), 19-29.

https://doi.org/10.1097/jac.0000000000000311

Jackson, G. L., Stechuchak, K. M., Weinberger, M., Bosworth, H. B., Coffman, C. J.,
Kirshner, M. A., & Edelman, D. (2018). How Views of the Organization of
Primary Care Among Patients with Hypertension Vary by Race or
Ethnicity. Military medicine, 183(9-10), e583-e588.

https://doi.org/10.1093/milmed/usx111

Jiang, H. J., Boutwell, A. E., Maxwell, J., Bourgoin, A., Regenstein, M., & Andres, E.
(2016). Understanding patient, provider, and system factors related to Medicaid
readmissions. The Joint Commission Journal on Quality and Patient
Safety, 42(3), 115-121.

https://doi.org/10.1016/s1553-7250(16)42014-3



https://doi.org/10.2105/ajph.2017.303934
https://doi.org/10.1097/jac.0000000000000311
https://doi.org/10.1093/milmed/usx111
https://doi.org/10.1016/s1553-7250(16)42014-3

115
Jin, Y., Bratzke, L., & Baumann, L. C. (2021). Helping persons with multiple chronic
conditions overcome barriers to self-management. The Nurse Practitioner, 46(3),
20-28.

https://doi.org/10.1097/01.npr.0000733676.28520.db

Johnson, T. J., Jones, A., Lulias, C., & Perry, A. (2018). Practice innovation, health care
utilization and costs in a network of federally qualified health centers and
hospitals for Medicaid enrollees. Population health management, 21(3), 196-201.

https://doi.org/10.1089/pop.2017.0073

Jogulu, U. D., & Pansiri, J. (2011). Mixed methods: A research design for management
doctoral dissertations. Management research review.

https://doi.org/10.1108/01409171111136211

Jozefowska, J. and Weglarz, J. (2016). Perspectives in Modern Project Scheduling.
Springer Science and Business Media

Kaushik, V., & Walsh, C. A. (2019). Pragmatism as a research paradigm and its
implications for social work research. Social Sciences, 8(9), 255.

https://doi.org/10.3390/socsci8090255

Kurtzman, E. T., & Barnow, B. S. (2017). A comparison of nurse practitioners, physician
assistants, and primary care physicians' patterns of practice and quality of care in
health centers. Medical care, 55(6), 615-622.

https://doi.org/10.1097/mlir.0000000000000689

Lau, F. (2017). Chapter 12 Methods for Correlational Studies. Handbook of eHealth


https://doi.org/10.1097/01.npr.0000733676.28520.db
https://doi.org/10.1089/pop.2017.0073
https://doi.org/10.1108/01409171111136211
https://doi.org/10.3390/socsci8090255
https://doi.org/10.1097/mlr.0000000000000689

116
Evaluation: An Evidence-based Approach [Internet]. Victoria (BC): University of
Victoria.

Lavelle, T. A, Rose, A. J., Timbie, J. W., Setodji, C. M., Wensky, S. G., Giuriceo, K. D.,
Friedberg, M. W., Malsberger R. & Kahn, K. L. (2018). Utilization of health care
services among Medicare beneficiaries who visit federally qualified health
centers. BMC health services research, 18(1), 1-10.

https://doi.org/10.1186/s12913-018-2847-X

Leppin, A. L., Montori, V. M., & Gionfriddo, M. R. (2015). Minimally disruptive
medicine: a pragmatically comprehensive model for delivering care to patients
with multiple chronic conditions. In Healthcare (\Vol. 3, No. 1, pp. 50-63).
Multidisciplinary Digital Publishing Institute.

https://doi.org/10.3390%2Fhealthcare3010050

Lindner, S., Solberg, L. I., Miller, W. L., Balasubramanian, B. A., Marino, M.,
McConnell, K. J., Edwards, S. T., Stange, K. C., Springer, R. J., & Cohen, D. J.
(2019). Does ownership make a difference in primary care practice? The Journal
of the American Board of Family Medicine, 32(3), 398-407.

https://doi.org/10.3122%2Fjabfm.2019.03.180271

Lionis, C., Papadakis, S., Tatsi, C., Bertsias, A., Duijker, G., Mekouris, P. B., Boerma,
W., & Schéfer, W. (2017). Informing primary care reform in Greece: patient
expectations and experiences (the QUALICOPC study). BMC health services

research, 17(1), 1-13.


https://doi.org/10.1186/s12913-018-2847-x
https://doi.org/10.3390%2Fhealthcare3010050
https://doi.org/10.3122%2Fjabfm.2019.03.180271

117

https://doi.org/10.1186/s12913-017-2189-0

Lipson, D. J., Au, M., Stringer, R., & Vogt, R. (2019). Accelerating the Adoption of
Value Based Payment in Medicaid by Linking Delivery System Reform to
Managed Care Payment.

Long, K. M., McDermott, F., & Meadows, G. N. (2018). Being pragmatic about
healthcare complexity: our experiences applying complexity theory and
pragmatism to health services research. BMC medicine, 16(1), 1-9.

https://doi.org/10.1186/s12916-018-1087-6

MacKinnon, D. P.; Lockwood, C. M.; Lockwood, J. M.; West, S. G.; Sheets, V., 2012. A
comparison of methods to test mediation and other intervening variable effects.
Psychological Methods, 7 (1),83-104.

https://doi.org/10.1037%2F1082-989x.7.1.83

Mac-Mccullough, J., Coult, N., Genau, M., Raikhelkar, A., Love, K., & Riley, W. (2019).
Safety Net Representation in Federal Payment and Care Delivery Reform
Initiatives. The American Journal of Accountable Care, 7(1), 17-23.

https://www.ajmc.com/view/safety-net-representation-in-federal-payment-and-

care-delivery-reform-initiatives

Mackey, L. M., Doody, C., Werner, E. L., & Fullen, B. (2016). Self-management skills in
chronic disease management: what role does health literacy have? Medical
Decision Making, 36(6), 741-759.

https://doi.org/10.1177/0272989x16638330



https://doi.org/10.1186/s12913-017-2189-0
https://doi.org/10.1186/s12916-018-1087-6
https://doi.org/10.1037%2F1082-989x.7.1.83
https://www.ajmc.com/view/safety-net-representation-in-federal-payment-and-care-delivery-reform-initiatives
https://www.ajmc.com/view/safety-net-representation-in-federal-payment-and-care-delivery-reform-initiatives
https://doi.org/10.1177/0272989x16638330

118
Maxey, H. L., Norwood, C. W., & Weaver, D. L. (2017). Primary care physician roles in
health centers with oral health care units. The Journal of the American Board of
Family Medicine, 30(4), 491-504.

https://doi.org/10.3122/jabfm.2017.04.170106

McMullen, A. M., & Katz, M. H. (2017). Targeting unmet social needs—next steps
toward improving chronic disease management. JAMA internal medicine, 177(2),
252-253.

https://doi.org/10.1001/jamainternmed.2016.7711

Mehta, P. P., Santiago-Torres, J. E., Wisely, C. E., Hartmann, K., Makadia, F. A.,
Welker, M. J., & Habash, D. L. (2016). Primary care continuity improves diabetic
health outcomes: from free clinics to federally qualified health centers. The
Journal of the American Board of Family Medicine, 29(3), 318-324.

https://doi.org/10.3122/jabfm.2016.03.150256

Meyers, D. J., Chien, A. T., Nguyen, K. H., Li, Z., Singer, S. J., & Rosenthal, M. B.
(2019). Association of team-based primary care with health care utilization and
costs among chronically ill patients. JAMA internal medicine, 179(1), 54-61.

https://doi.org/10.1001%2Fjamainternmed.2018.5118

Milani, R. V., & Lavie, C. J. (2015). Health care 2020: reengineering health care delivery
to combat chronic disease. The American journal of medicine, 128(4), 337-343.

https://doi.org/10.1016/j.amjmed.2014.10.047



https://doi.org/10.3122/jabfm.2017.04.170106
https://doi.org/10.1001/jamainternmed.2016.7711
https://doi.org/10.3122/jabfm.2016.03.150256
https://doi.org/10.1001%2Fjamainternmed.2018.5118
https://doi.org/10.1016/j.amjmed.2014.10.047

119
Morgan, D. L. (2014a). Pragmatism as a paradigm for social research. Qualitative
inquiry, 20(8), 1045-1053.

https://doi.org/10.1177/1077800413513733

Mossialos, E., Courtin, E., Naci, H., Benrimoj, S., Bouvy, M., Farris, K., ... & Sketris, I.
(2015). From "retailers” to health care providers: transforming the role of
community pharmacists in chronic disease management. Health policy, 119(5),
628-639.

https://doi.org/10.1016/j.healthpol.2015.02.007

Muller, D.; Judd, C. M.; Yzerbyt, V. Y., (2015). When moderation is mediated and
mediation is moderated, Journal of Personality and Social Psychology 89 (6),
852-863.

https://doi.org/10.1037/0022-3514.89.6.852

Myong, C., Hull, P., Price, M., Hsu, J., Newhouse, J. P., & Fung, V. (2020). The impact
of funding for federally qualified health centers on utilization and emergency
department visits in Massachusetts. PloS one, 15(12), e0243279.

National Association Community Health Centers (NACHCS) (2015). Annual
Primary Care Association (PCA) Policy Assessment

https://doi.org/10.1371/journal.pone.0243279

National Association of Community Health Center (2020). Community Health Center
Chartbook.

https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-2020-Final.pdf



https://doi.org/10.1177/1077800413513733
https://doi.org/10.1177/1077800413513733
https://doi.org/10.1016/j.healthpol.2015.02.007
https://doi.org/10.1037/0022-3514.89.6.852
https://doi.org/10.1371/journal.pone.0243279
https://www.nachc.org/wp-content/uploads/2020/01/Chartbook-2020-Final.pdf

120
Niazi, S. K., Spaulding, A., Brennan, E., Meier, S. K., Crook, J. E., Cornell, L. F., ... &
Rummans, T. A. (2021). Mental Health and Chemical Dependency Services at
U.S. Cancer Centers. Journal of the National Comprehensive Cancer
Network, 1(aop), 1-10.

https://doi.org/10.6004/jnccn.2020.7657

Nocon, R. S., Lee, S. M., Sharma, R., Ngo-Metzger, Q., Mukamel, D. B., Gao, Y., ... &
Huang, E. S. (2016). Health care use and spending for Medicaid enrollees in
federally qualified health centers versus other primary care settings. American
journal of public health, 106(11), 1981-1989.

https://doi.org/10.2105/ajph.2016.303341

Olson, A. W., Vaidyanathan, R., Stratton, T. P., Isetts, B. J., Hillman, L. A., &
Schommer, J. C. (2021). Patient-Centered Care preferences & expectations in
outpatient pharmacist practice: A three archetype heuristic. Research in Social
and Administrative Pharmacy. Frontiers in Public Health, 12(5), 193-207.

https://doi.org/10.1016/j.sapharm.2021.02.005

Oung, A. B., Kosirog, E., Chavez, B., Brunner, J., & Saseen, J. J. (2017). Evaluation of
medication adherence in chronic disease at a federally qualified health
center. Therapeutic advances in chronic disease, 8(8-9), 113-120.

https://doi.org/10.1177/2040622317714966

Overwork, K. J., Dehmer, S. P., Roy, K., Maciosek, M. V., Hong, Y., Baker-Goering, M.

M. & Ritchey, M. D. (2019). Modeling the health and budgetary impacts of a


https://doi.org/10.6004/jnccn.2020.7657
https://doi.org/10.2105/ajph.2016.303341
https://doi.org/10.1016/j.sapharm.2021.02.005
https://doi.org/10.1177/2040622317714966

121
team-based hypertension care intervention that includes pharmacists. Medical
care, 57(11), 882-889.

https://doi.org/10.1097/mlr.0000000000001213

Palmer, K., Marengoni, A., Forjaz, M. J., Jureviciene, E., Laatikainen, T., Mammarella
F., Muth, C., Navickas, R., Prados-Torres, A., Rijken, M., Rothe, U., Souchet, L.,
Valderas, J., Vontetsianos, T., Zaletel, J., & Onder, G. (2018). Multimorbidity
care model: Recommendations from the consensus meeting of the Joint Action on
Chronic Diseases and Promoting
Healthy Ageing across the Life Cycle (JA-CHRODIS). Health Policy, 122(1), 4-
11.

https://doi.org/10.1016/j.healthpol.2017.09.006

Paltzer, J., Brown, R. L., Burns, M., Moberg, D. P., Mullahy, J., Sethi, A. K., & Weimer,
D. (2017). Substance use screening, brief intervention, and referral to treatment
among Medicaid patients in Wisconsin: impacts on Healthcare Utilization and
Costs. The journal of behavioral health services & research, 44(1), 102-112.

https://doi.org/10.1007/s11414-016-9510-2

Petticrew, M., Anderson, L., Elder, R., Grimshaw, J., Hopkins, D., Hahn, R., ... & Welch,
V. (2013). Complex interventions and their implications for systematic reviews: a
pragmatic approach. Journal of clinical epidemiology, 66(11), 1209-1214.

https://doi.org/10.1016/j.jclinepi.2013.06.004



https://doi.org/10.1097/mlr.0000000000001213
https://doi.org/10.1016/j.healthpol.2017.09.006
https://doi.org/10.1007/s11414-016-9510-2
https://doi.org/10.1016/j.jclinepi.2013.06.004

122
Petts, R. A., Lewis, R. K., Brooks, K., McGill, S., Lovelady, T., Galvez, M., & Davis, E.
(2021). Examining Patient and Provider Experiences with Integrated Care at a
Community Health Clinic. The Journal of Behavioral Health Services &
Research, 1-18.

https://doi.org/10.1007/s11414-021-09764-2

Potter, M. A., & Wilson, C. (2017). Applying Bureaucratic Caring Theory and the
Chronic Care Model to Improve Staff and Patient Self-Efficacy. Nursing
Administration Quarterly, 41(4), 310-320.

https://doi.org/10.1097/naq.0000000000000256

Raghupathi, W., & Raghupathi, V. (2018). An empirical study of chronic diseases in the
United States: A visual analytics approach. International Journal of
Environmental Research and Public Health, 15(3). doi:10.3390/ijerph15030431

https://doi.org/10.3390%2Fijerph15030431

Richards, M. R., Saloner, B., Kenney, G. M., Rhodes, K., & Polsky, D. (2017). Access
points for the underserved: primary care appointment availability at federally
qualified health centers in 10 states. Medical care, 818-825.

https://doi.org/10.1097/mir.0000000000000184

Rodis, J. L., Capesius, T. R., Rainey, J. T., Awad, M. H., & Fox, C. H. (2019).
Pharmacists in federally qualified health centers: Models of care to improve
chronic disease. Preventing Chronic Disease, 16(190163), E153.

http://dx.doi.org/10.5888/pcd16.190163



https://doi.org/10.1007/s11414-021-09764-2
https://doi.org/10.1097/naq.0000000000000256
https://doi.org/10.3390%2Fijerph15030431
https://doi.org/10.1097/mlr.0000000000000184
http://dx.doi.org/10.5888/pcd16.190163

123
Rodis, J. L., Sevin, A., Awad, M. H., Porter, B., Glasgow, K., Hornbeck Fox, C., &
Pryor, B. (2017). Improving chronic disease outcomes through medication
therapy management in Federally Qualified Health Centers. Journal of Primary
Care & Community Health, 8(4), 324-331.

https://doi.org/10.1177/2150131917701797

Rosenbaum, S., Sharac, J., Shin, P., & Tolbert, J. (2019). Community health center
financing: The role of Medicaid and section 330 grant funding explained. The
Kaiser Family Foundation.

Rothkopf, J., Brookler, K., Wadhwa, S., & Sajovetz, M. (2018). Medicaid patients seen at
federally qualified health centers use hospital services less than those seen by
private providers. Health Affairs, 30(7), 1335-1342.

https://doi.org/10.1377/hlthaff.2011.0066

Ryan, G. (2018). Introduction to positivism, interpretivism and critical theory. Nurse
Researcher, 25(4), 14-20.

https://doi.org/10.7748/nr.2018.e1466

Salisbury, C., Man, M. S., Bower, P., Guthrie, B., Chaplin, K., Gaunt, D. M., Brooks, S.,
Fitzpatrick, B., Gardner, C., Hollinghurst, S., Lee, L., McLeod, J., Mann, C.,
Moffat, K. R., & Mercer, S. W. (2018). Management of multimorbidity using a
patient-centred care model: a pragmatic cluster-randomized trial of the 3D
approach. The Lancet, 392(10141), 41-50.

https://doi.org/10.1016/s0140-6736(18)31308-4



https://doi.org/10.1177/2150131917701797
https://doi.org/10.1377/hlthaff.2011.0066
https://doi.org/10.7748/nr.2018.e1466
https://doi.org/10.1016/s0140-6736(18)31308-4

124
Salkind, N. J. (2010). Encyclopaedia of Research Design. Wiley Press
Saunders, M. N., Lewis, P., Thornhill, A., & Bristow, A. (2015). Understanding research
philosophy and approaches to theory development.

http://catalogue.pearsoned.co.uk/educator/product/Research-Methods-for-

Business-Students/9781292016627.page

Scanlon, D. P., Hollenbeak, C. S., Beich, J., Dyer, A.-M., Gabbay, R. A., & Milstein, A.
(2008). Financial and clinical impact of team-based treatment for Medicaid
enrollees with diabetes in a federally qualified health center. Diabetes
Care, 31(11), 2160-2165.

https://doi.org/10.2337%2Fdc08-0587

Schoonenboom, J., & Johnson, R. B. (2017). How to construct a mixed methods research
design. KZfSS Kdélner Zeitschrift fur Soziologie und Sozialpsychologie, 69(2),
107-131.

Schulte, A. (2018). Medicare Payment and Cost Sharing for Rural Beneficiaries at
FQHCs and RHCs.

Scotland, J. (2012). Exploring the Philosophical Underpinnings of Research: Relating
Ontology and Epistemology to the Methodology and Methods of the Scientific,
Interpretive, and Critical Research Paradigms. English Language Teaching, 5(9),
pp.9-16.

URL: http://dx.doi.org/10.5539/elt.v5n9p9

Sharfstein, J. M., Gerovich, S., Moriarty, E., & Chin, D. (2017). An emerging approach


http://catalogue.pearsoned.co.uk/educator/product/Research-Methods-for-Business-Students/9781292016627.page
http://catalogue.pearsoned.co.uk/educator/product/Research-Methods-for-Business-Students/9781292016627.page
https://doi.org/10.2337%2Fdc08-0587
http://dx.doi.org/10.5539/elt.v5n9p9

125
to payment reform: all-payer global budgets for large safety-net hospital
systems. The Commonwealth Fund.
Sheard, J., 2018. Quantitative data analysis. In Research Methods: Information, Systems,
And Contexts, Second Edition (pp. 429-452). Elsevier.

https://doi.org/10.1016/B978-0-08-102220-7.00018-2

Sheesley, A. P. (2017). Medicaid Expansion, Medicaid Reimbursement Methodologies,
and Counselor Employment at Federally Qualified Health Centers. University of
Northern Colorado.

Shin, E. (2019). Hospital responses to price shocks under the prospective payment
system. Health economics, 28(2), 245-260.

https://doi.org/10.1002/hec.3839

Shin, J., Moczygemba, L. R., Barner, J. C., Garza, A., Linedecker-Smith, S., & Srinivasa,
M. (2020). Patient experience with clinical pharmacist services in Travis County
Federally Qualified Health Centers. Pharmacy Practice (Granada), 18(2).

https://doi.org/10.18549/pharmpract.2020.2.1751

Shrivastav, M., Gibson, W., Shrivastav, R., Elzea, K., Khambatta, C., Sonawane, R.,
Sierra, J. A., & Vigersky, R. (2018). Type 2 diabetes management in primary
care: The role of retrospective, professional continuous glucose
monitoring. Diabetes Spectrum, 31(3), 279-287.

https://doi.org/10.2337/ds17-0024



https://doi.org/10.1016/B978-0-08-102220-7.00018-2
https://doi.org/10.1002/hec.3839
https://doi.org/10.18549/pharmpract.2020.2.1751
https://doi.org/10.2337/ds17-0024

126
Shrout, P. E. and Bolger, N. (2002). Mediation in experimental and non-experimental
studies: New procedures and recommendations. Psychological Methods, 7, 422-
445,

https://pubmed.ncbi.nlm.nih.gov/12530702/

Smith, C. D., Balatbat, C., Corbridge, S., Dopp, A. L., Fried, J., Harter, R., Landefeld, S.,
Martin, C. Y., Opelka, F., Sandy, L., Sato, L., & Sinsky, C. (2018). Implementing
optimal team-based care to reduce clinician burnout. NAM Perspectives, 14(5),
291-306.

Smith, E. A., Lapinski, J., Lichty-Hess, J., & Pier, K. (2016). Using health information
technology and data to improve chronic disease outcomes in federally Qualified
Health Centers in Maryland. Preventing Chronic Disease, 13(160445), E178.

http://dx.doi.org/10.5888/pcd13.160445

Stiles, R. A., Smick, S. S., & Wise, C. G. (2001). The Logic of Transaction Cost
Economics in Health Care Organization Theory. Health Care Management
Review, 26(2), 85.

Turenne, M., Cope, E., Curran, M., Porenta, S., Helmuth, M., Hirth, R., Dahlerus, C.,
Pearson, J., Sardone, J., Ramirez, S., & Meyer, K.

(2013). Results of Research on the Design of a Medicare Prospective Payment
System for Federally Qualified Health Centers.
Thomas, L. (2020, July 3). Control groups in scientific research. Scribbr.Com.

https://www.scribbr.com/methodology/control-group/



https://pubmed.ncbi.nlm.nih.gov/12530702/
http://dx.doi.org/10.5888/pcd13.160445
https://www.cdc.gov/chronicdisease/about/index.htm

127
Wagner EH. Chronic disease management: what was it take to improve care for chronic
illness? Eff Clin Pract. 1998 Aug-Sep;1(1):2-4. PMID: 10345255.

https://pubmed.ncbi.nlm.nih.gov/10345255/

Wang, V., Coffman, C.J., Sanders, L.L., Lee, S.Y.D., Hirth, R.A. & Maciejewski, M.L.,
2018. Medicare's new prospective payment system on facility provision of
peritoneal dialysis. Clinical Journal of the American Society of
Nephrology, 13(12), pp.1833-1841.

https://doi.org/10.2215%2FCJN.05680518

Westney, G., Foreman, M. G., Xu, J., King, M. H., Flenaugh, E., & Rust, G. (2017).
Peer-Reviewed: Impact of Comorbidities Among Medicaid Enrollees with
Chronic Obstructive Pulmonary Disease, United States, 2009. Preventing chronic
disease, 14(2), 184-193.

http://dx.doi.org/10.5888/pcd14.160333

Williamson, Oliver E. 1979. Transaction-cost economics: The governance of contractual
relations. Journal of Law and Economics, 22(2): 233-261

https://www.journals.uchicago.edu/doi/10.1086/466942

Wood, S., Beeson, T., Bruen, B., Goldberg, D. G., Mead, H., Shin, P., & Rosenbaum, S.
(2014). Scope of family planning services available in federally qualified health
centers. Contraception, 89(2), 85-90.

https://doi.org/10.1016/j.contraception.2013.09.015



https://pubmed.ncbi.nlm.nih.gov/10345255/
https://doi.org/10.2215%2FCJN.05680518
http://dx.doi.org/10.5888/pcd14.160333
https://www.journals.uchicago.edu/doi/10.1086/466942
https://doi.org/10.1016/j.contraception.2013.09.015

128
Wright, B. (2013). Who governs federally qualified health centers? Journal of health
politics, policy, and law, 38(1), 27-55.

https://doi.org/10.1215%2F03616878-1898794

Wright, B., & Nice, A. J. (2014). Health Centers in States with Public Health Agency
Support Do Not Have Better Chronic Disease Outcomes. Journal of primary care
& community health, 5(3), 166-172.

https://doi.org/10.1177/2150131913520233

Wright, B., Potter, A. J., & Trivedi, A. (2015). Federally qualified health center use
among dual eligibles: rates of hospitalizations and emergency department
visits. Health Affairs, 34(7), 1147-1155.

https://doi.org/10.1377/hlthaff.2014.0823

Xing, J., Goehring, C., & Mancuso, D. (2015). Care coordination program for
Washington State Medicaid enrollees reduced inpatient hospital costs. Health
Affairs, 34(4), 653-661.

https://doi.org/10.1377/hlthaff.2014.0655

Xu, J., Williams-Livingston, A., Gaglioti, A., McAllister, C., & Rust, G. (2018). A
practical risk stratification approach for implementing a primary care chronic
disease management program in an underserved community. Journal of health
care for the poor and underserved, 29(1), 202-212.

https://doi.org/10.1353/hpu.2018.0014



https://doi.org/10.1215%2F03616878-1898794
https://doi.org/10.1177/2150131913520233
https://doi.org/10.1377/hlthaff.2014.0823
https://doi.org/10.1377/hlthaff.2014.0655
https://doi.org/10.1353/hpu.2018.0014

129

Young, B. M. (2018). Ownership and Possessions: The Adult Perspective and into the
Future. In Consumer Psychology (pp. 303-324). Palgrave Macmillan, Cham.

Young, E. W., Kapke, A., Ding, Z., Baker, R., Pearson, J., Cogan, C., Mukhopadhyay, P.,
& Turenne, M. N. (2019). Peritoneal dialysis patient outcomes under the
Medicare expanded dialysis prospective payment system. Clinical Journal of the
American Society of Nephrology, 14(10), 1466-1474.

Zeliadt S. B., Hoffman R. M., Birkby G, Eberth J. M., Brenner A. T., Reuland D. S., and
Flocke S. A. (2018). Challenges implementing lung cancer screening in federally
qualified health centers. American journal of preventive medicine, 54(4), 568-575.

https://doi.org/10.1016/j.amepre.2018.01.001

Zukauskas, P., Vveinhardt, J., & Andriukaitiené, R. (2018). Philosophy and paradigm of
scientific research. Management Culture and Corporate Social
Responsibility, 121.

http://dx.doi.org/10.5772/intechopen.70628



https://doi.org/10.1016/j.amepre.2018.01.001
http://dx.doi.org/10.5772/intechopen.70628

	Impact of Type 2 Diabetes and Hypertension on Allocation of Grant Funds in Federally Qualified Health Centers
	tmp.1684863003.pdf.C1u2F

