[image: A picture containing logo  Description automatically generated]
2026 HYPERTENSION QUALITY IMPROVEMENT PROJECTS 
REQUEST FOR APPLICATIONS (RFA)
	HEALTHCARE CLINICS	

1.0 Introduction:
The Chronic Disease Prevention Team at Salt Lake County Health Department (SLCoHD) seeks to collaborate with healthcare clinics in Salt Lake County to improve clinical practices and care for patients with hypertension. Through quality improvement projects, participating clinics will implement plans to improve blood pressure and associated outcomes related to hypertension. 
Participating clinics may receive up to $2,000 in funding for selected quality improvement project option(s), subject to the requirements and benchmarks described in this RFA and the resulting contract. Individual/employee incentives may also be granted for participation, effort, and performance. This RFA will expire on October 25, 2026, or until funding is exhausted, whichever occurs first.

2.0 Application Instructions:
a. Select up to two (2) Continuous Quality Improvement Project Options.
b. Select the Training Option that best meets the clinic’s needs.
c. Select One (1) Group Learning and Involvement Option.
d. Email the completed application form to healthyliving@saltlakecounty.gov
i. Applications will be accepted on an ongoing basis until October 25, 2026, or until funding is exhausted, whichever occurs first.

3.0 General Expectations for Clinics:
a. Provide pre- and post-project data using the “Clinic Reporting Form—Hypertension” in Appendix A.
b. Participate, or have staff participate, in the selected Training Option.
c. Participate in group learning and involvement with the Utah Million Hearts Coalition or another option approved by designated SLCoHD staff.
d. Complete an improvement plan using the PDSA (Plan, Do, Study, Act) worksheet provided by SLCoHD based on the selected Continuous Quality Improvement Project Option(s).
e. Implement the improvement plan, evaluate the effectiveness of the strategies, and adapt the plan as appropriate.
f. Have monthly contact, either in person, virtually, by phone, or by email, with a member of the SLCoHD Chronic Disease Prevention Team.
g. Apply for the Utah Million Hearts Award (required).
i. SLCoHD’s Chronic Disease Prevention Team will provide additional information and guidance on how to apply for the award once the application period has opened, typically Quarter 1 of each year. 
ii. Additional information can be found here. 
h. Submit at least one success story describing how the project has improved the clinic or patient care.
i. Follow the timeline provided in this application.
j. Comply with any additional project-specific requirements.

4.0 Eligibility and Selection Criteria:
a. Healthcare clinics with medically licensed providers that serve adult patients with hypertension in Salt Lake County are eligible to apply. 
b. Applications will be accepted on a first-come, first-served basis until October 25, 2026, or until funding is exhausted, whichever occurs first.
c. Applications will not be approved until a member of the SLCoHD Chronic Disease Prevention Team meets with the clinic to finalize project activities.

5.0 Clinic Employee Incentives:
In addition to the payments described in this RFA, SLCoHD may provide incentives, such as gift cards, to individual clinic employees, volunteers, or teams involved in learning, planning, or implementing quality improvement activities. Incentives are not guaranteed and may be based on participation, effort, and/or performance.

6.0 Timeline/Due Dates:
a. October 25, 2026: Application deadline.
b. By November 5, 2026: Meet with a member of SLCoHD Chronic Disease Prevention Team to finalize project activities.
c. By November 15, 2026: Complete and email formal contract to SLCoHD. Set up account in PaymentWorks system, if not already established.
d. By November 30, 2026: Submit Baseline Data by completing the “Clinic Reporting Form-Hypertension” in Appendix A.
e. Between November 5 and December 10, 2026: Arrange and have staff participate in training provided by SLCoHD, according to the option chosen in the application.
f. By November 25, 2026: Meet with members of SLCoHD Chronic Disease Prevention Team 1-2 times to discuss quality improvement plans. 
g. By December 10, 2026: Turn in completed PDSA (Plan, Do, Study, Act) Worksheet provided by SLCoHD staff.
Payment will be made in full upon submission of 1) an invoice to HealthInvoices@saltlakecounty.gov;  2) the baseline data; 3) satisfactory PDSA Worksheet; and 4) completion of the required staff training. Please, allow up to 60 days to receive payment.
SLCoHD cannot guarantee payment if required deliverables are not completed by December 15, 2026.

h. January 2, 2027, through June 30, 2027: Implement improvement plans, track progress, evaluate, and refine (PDSA Cycles in Progress). Remain in contact with SLCoHD as described in Section 3.f of this RFA to provide progress updates, including periodic numeric metrics such as number of screenings, referrals, etc., and to receive ongoing consultation and support. 
i. Beginning January 2027: Start participating in the Utah Million Hearts Coalition or an approved alternate option.
j. By May 31, 2027: Submit a success story to SLCoHD.
EXHIBIT 1
k. By June 30, 2027: Submit Post Data by completing the “Clinic Reporting Form-Hypertension” in Appendix A.
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2026 HYPERTENSION QUALITY IMPROVEMENT PROJECTS APPLICATION HEALTH CARE CLINICS

CLINIC INFORMATION:
Name of Clinic: ________________________________________________________________
Clinic Address: ________________________________________________________________
APPLICANT INFORMATION:
Name: ________________________________________________________________________
Job Title and Role in Projects: ____________________________________________________
Phone Number: _______________________   Email: __________________________________
ADDITIONAL STAFF CONTACT(S):
Name: ______________________________    Role: ___________________________________
Phone Number: _______________________   Email: __________________________________
Name: ______________________________    Role: ___________________________________
Phone Number: _______________________   Email: __________________________________
COMMUNITY HEALTH WORKER QUESTIONS:
Does your clinic employ Community Health Workers (CHWs) or other staff that provide similar services to individuals? __________ (Yes or No)
If yes, contact info of CHWs (or equivalent):
Name: ______________________________    Email: __________________________________
Name: ______________________________    Email: __________________________________
Name: ______________________________    Email: __________________________________
Name: ______________________________    Email: __________________________________
Name: ______________________________    Email: __________________________________

Does your clinic refer patients to CHWs or equivalent professionals at other organizations? _____ (Yes or No)
If yes, what organization(s): 
												



EXHIBIT 2

QUALITY IMPROVEMENT PROJECT OPTIONS 
Please select up to two options, for up to $2,000

[image: ]  IMPLEMENT OR IMPROVE CLINICAL WORKFLOWS FOR SELF-MEASURED BLOOD PRESSURE (SMBP) - $1,000☐

· Project Goal: Strengthen SMBP implementation by improving workflows for patient enrollment, data sharing, clinical follow-up, and linkages between SMBP lending libraries and care teams
· Project Activity Options:
· Create or update internal SMBP lending program
· Work with SLCoHD to obtain blood pressure (BP) cuffs and develop internal tracking system for lending and data sharing/submission. 
· Implement the Healthy Heart Ambassador (HHA) program at your clinic
· Work with SLCoHD to obtain BP cuffs and implement the HHA program. HHA is a four-month lifestyle change program for those with high BP to learn how to correctly measure and monitor their BP. The program also includes four, one-hour nutrition lessons. 
· Lending library referral program
· Clinical staff will refer patients to local libraries to check out a blood pressure monitor. Patients will be given a log to track BP readings and return the readings to their provider as instructed or during a follow-up visit. Providers will ensure that BP readings are documented in the patient’s chart.

· Evaluation Expectations:
· Date the clinic began implementing or improving SMBP protocol/program.
· Number of adult patients who participated in SMBP monitoring programs linked to clinical support from the contract start date through June 30, 2027.
· Pre- and post-project data using the “Clinic Reporting Form—Hypertension” in Appendix A, which includes measures related to hypertension and hypertension control broken down by race/ethnicity.
· Other potential evaluation metrics:
· Number of staff members educated on SMBP lending library resources in the community
· Number of staff members trained to implement new workflow, protocol, and/or policy to implement/improve SMBP protocol/program
· Number of patients referred to an SMBP lending program
· Number of blood pressure cuffs obtained to use in clinic SMBP program
· Number of participants in the clinic’s HHA program

[image: ]  REFER PATIENTS TO LIFESTYLE CHANGE PROGRAMS - $1,000☐

· Project Goal: Increase the number of established clinical referral pathways to evidence-based lifestyle change programs that address social service and support needs, patient physical activity levels, and/or nutrition needs, such as the National Diabetes Prevention Program (NDPP), Stepping On, Walk with Ease.
· Project Activity Options (Choose One):
· Community resource prescription program 
· Utilize a “Healthy Living Prescription” pad that includes programs like NDPP, Stepping On, Walk with Ease, park prescriptions, or any other program that addresses social services and support needs. During the visit the provider will check off the program that would best suit the patient and provide information for enrollment. 

· Evaluation Expectations:
· Date clinic began working to implement or increase referrals to evidence-based or evidence-supported lifestyle change program(s) or social services and supports.
· Number of patients referred to lifestyle change programs or social services and supports from the contract start date through June 30, 2027, tracked by the specific program or service to which each patient was referred. 
· Pre- and post-project data using the “Clinic Reporting Form—Hypertension” in Appendix A, which includes measures related to hypertension and hypertension control broken down by race/ethnicity.
· Other potential evaluation metrics:
· Number of staff members educated on lifestyle change programs or social services and supports available
· Number of staff members trained to implement new workflow, protocol, and/or policy to implement/improve referrals to lifestyle change programs or social services and supports





TRAINING OPTION
Please select the option that is most applicable to your clinic


[bookmark: Check3] |_| TRAINING FOR COMMUNITY HEALTH WORKERS (OR EQUIVALENT) 
· Select this option if your clinic utilizes Community Health Workers (CHW) or other staff who perform a similar role.
· CHWs (or equivalent staff) will be provided with resources they can share with clients to help reduce the risk of cardiovascular disease among high-risk populations. 
· The clinic must coordinate training arrangements with SLCoHD to allow as many CHWs (or equivalent staff) as reasonably possible to attend.
· Individual employees who attend the training may be eligible for a gift card as an incentive for participation. 
· The training will include information about food resources, including the Utah Food Coalition and websites used to locate food resources, as well as the updated CHW resource guide and other relevant resources.

[bookmark: Check4]|_| TRAINING ON THE BENEFITS OF COMMUNITY HEALTH WORKERS (CHW) FOR PROVIDING A CONTINUUM OF CARE FOR PATIENTS
· Select this option if your clinic does not employ CHWs or other staff who perform a similar role.
· Individual employees who attend the training may be eligible for a gift card as an incentive for participation. 


GROUP LEARNING AND INVOLVEMENT OPTION
Please select one option


[bookmark: Check1]|_|  PARTICIPATE IN THE UTAH MILLION HEARTS COALITION (DEFAULT OPTION)☐

The Utah Million Hearts Coalition is dedicated to advancing heart health statewide by promoting blood pressure management, supporting clinical best practices, strengthening community health, aligning with National Strategies, and focusing on populations at greatest risk.
· Coalition meetings are typically held virtually every other month on the second Wednesday from 1:00 p.m. to 2:30 p.m.
· We recommend that at least one clinical staff member (e.g., MD, PA, NP, or RN) participate. 

[bookmark: Check2]|_| ALTERNATE OPTION 
(MUST BE APPROVED BY SALT LAKE COUNTY HEALTH DEPARTMENT STAFF)
· The clinic may work with designated SLCoHD staff to propose or identify another meaningful group learning or involvement opportunity.
· Potential options may include participating in the Learning Collaborative facilitated by Comagine Health, if available, or working with a local city-based coalition, county agency, community-based organization, or professional network.
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