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A MODERN AMERICAN SOCIAL MOVEMENT TAKES SHAPE:

THE VIEW FROM THE GROUND
By Karen Wolk Feinstein, PhD, President and CEO
Jewish Healthcare Foundation and Pittsburgh Regional Health Initiative

W

e have assembled this edition of
because we wanted to capture a modern American social
movement—the healthcare quality improvement, or value, revolution—and the critical role that a
network of Regional Health Improvement Collaboratives has and will continue to play in advancing change.

Over the last two decades, early champions of healthcare reform recognized that the healthcare system to which they
entrusted their lives and those of their families and employees, or in which they provided or paid for care, was vastly
underperforming. This awareness caused committed physicians, insurers, employers, and administrators to assemble
in coalition across the United States. Much was at stake, from preventing patient deaths and disabilities, to retaining
a workforce frustrated by institutional barriers to excellence, to preserving local businesses crippled by mounting
healthcare expenses.
The result was a network of Regional Health Improvement Collaboratives (Collaboratives) seeking to effect change on
a monumental scale, to transform healthcare delivery, payment and information systems. These Collaboratives pursued
change from the bottom up, acting collectively and deliberately in different locales to increase the quality and reduce
the cost of care. They represented a new kind of local coalition formed to tackle quality engineering at the frontline,
regional performance measurement and public reporting, and the prevention and better management of disease—in
new and ambitious demonstrations. In so doing, they have proven the power of multi-stakeholder regional approaches
for testing new models of care, measuring performance, and shining a light on improvement opportunities.
This edition of
reviews the history of Regional Health Improvement Collaboratives–setting the stage for
understanding their current status and their potential for advancing healthcare reform. It considers their unique
structure and function–features that are essential to their success in advancing regional solutions to health care’s
problems. To demonstrate the similarities and differences among Collaboratives, and to describe more fully how
several Collaboratives assumed roles in measuring health system performance, facilitating payment and delivery
system reform, providing training and assistance to providers, educating consumers, and managing chronic disease,
this edition provides profiles of a select group of Collaboratives, their history, governance and leadership.

The Roots of Revolution
The healthcare quality revolution had its roots in two different concerns that eventually converged. The first
involved the high cost of health care, which increasingly alarmed the business community, and the second
revolved around the recognition among academics and clinicians that American health care was shockingly
unsafe and unreliable.
The escalation in healthcare costs accelerated in the late 1980s and early 1990s, peaking in 2002, in spite of
efforts like managed care and Certificate of Need requirements to curb growth. And the rapid consolidation
of the healthcare industry through mergers and consolidations was actually increasing the cost of care in areas
where competition declined, even though consolidation had originally been hailed as an ‘efficiencies and costcutting’ measure. Regional Business Groups on Health formed, as purchasers of care sought to contain runaway
cost.
Meanwhile, during the 1990s, and early 2000s, other regional coalitions involving multiple stakeholders were
also forming to address serious quality and safety concerns. Influential thought leaders like Drs. Jack Wennberg,
Lucian Leape, Don Berwick, Atul Gawande, and Robert Wachter, and others like Michael Millenson and

Rosemary Gibson presented credible and compelling evidence of the serious potential for harm in healthcare
practices. In response, new institutions such as the Institute for Health Care Delivery Research with Dr. Brent
James, the Institute for Healthcare Improvement led by Dr. Don Berwick, the Institute for Clinical Systems
Improvement shaped by Dr. Gordon Mosser, the National Patient Safety Foundation and the federal Agency
for Healthcare Research and Quality under Dr. John Eisenberg were formed to advance quality and safety.
Prestigious research centers such as the Institute of Medicine, The Commonwealth Fund, RAND, Reuters, and
Milliman presented further data quantifying and assessing the financial consequences of our failures in safety,
quality and efficiency.

A New Vision Emerges
The convergence occurred in the later 1990s when thought leaders like Dr. Ken Kizer at the Veterans
Administration, Paul O’Neill at the Pittsburgh Regional Health Initiative and, eventually, Michael Porter of
the Harvard Business School linked cost containment concerns to quality improvement solutions, declaring
that higher quality would lead to lower cost. The objective was to perfect patient care, remove waste, error
and suboptimal clinical practices, guaranteeing that every dollar spent on health care produced value. O’Neill
brought industrial engineering principles to the frontline of care; Kizer began the quality transformation of the
Veterans Administration health systems; Dr. Ed Wagner tackled chronic disease management — the highest-cost
problem in health care.
The vision — that providing the very best evidence-based care every time to every patient, without waste or
error, would contain cost and save lives and reduce disability — was compelling. Ultimately, providers of health
care would compete on value (the best outcomes of care at the lowest cost), and be rewarded for performance
excellence through patient volume and payment. The vision was advanced by physicians, economists, and
business leaders; it caught the attention of the media, Congressional representatives and policy makers, and
patients. Meanwhile, credible researchers kept measuring the human and financial costs of bad care. All this
produced a new sense of urgency to fix the breaks in the system. A revolution in thinking about health care
depended on the promise provided by a new vision.
Regional Collaboratives proliferated, focusing on different value-driven activities that included: a) public
reporting and measurement systems to provide transparency for comparison shopping, rewards for excellence,
and performance improvement; b) quality improvement at the frontline through methods like Lean; and c)
disease management. Some Collaboratives evolved spontaneously; others evolved within existing coalitions,
such as business groups on health or Medicare quality improvement organizations. In 2006, Collaboratives
with different foci recognized their common objectives and aspirations and formed the Network for Regional
Healthcare Improvement (NRHI). The Aligning Forces for Quality and the Chartered Value Exchange networks
also emerged at roughly the same time, further uniting various Collaboratives in a common cause.
Demonstration after demonstration proved that quality improvement methods could reduce cost, as well as
error, harm, and waste. Unfortunately, under the current payment system, these efforts at cost containment
and quality improvement — to open a real “market” for health care, to demonstrate the value of information
exchange, to perfect clinical practice — did not reward those who actually provide and deliver care. This clearly
inhibited progress. However, with Collaboratives active throughout the U.S. realizing new visions for value, the
conditions for social revolution took root. Progress toward quality and value in health care accelerated, resulting
in the incorporation in the Patient Protection and Affordable Care Act of 2010 of many quality and safety
provisions, as well as payment reform measures.
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two critical decades

in the regional health reform movement

1988

1989

1990

Jack Wennberg, MD, founds Dartmouth
Institute for Health Policy and Clinical Practice
to investigate variations in cost, outcomes,
and service utilization

Pacific Business Group on Health forms

James Reason’s Human Error introduces
modern error analysis to medicine

1995

1997

1999

Massachusetts Health Quality Partners founded

National Patient Safety Foundation established

Institute of Medicine publishes To Err is Human,
estimating that 44,000 - 98,000 Americans die
needlessly each year from medical error

Ed Wagner, MD, develops Chronic Care Model,
advancing care management
Pittsburgh Regional Health Initiative founded

Agency for Healthcare Research and
Quality created
Michael Millenson publishes Demanding Medical
Excellence revealing flaws in U.S. health care

2005

2006

2007

Four emerging Regional Health Improvement
Collaboratives meet in Minnesota to discuss
quality improvement opportunities

California HealthCare Foundation invites broader
group of quality improvement collaboratives to
meet for two days in San Francisco; 80 leaders
from 40 organizations in 17 states represented

Commonwealth Fund publishes Multinational
Comparisons of Health Systems; awakens U.S. to
high cost and low quality of U.S. health care

Minnesota Community Measurement incorporated
Steven Spear publishes Fixing Healthcare
From the Inside in Harvard Business Review

Network for Regional Healthcare Improvement
formally established with funding from the
Robert Wood Johnson Foundation, the
California HealthCare Foundation, and Jewish
Healthcare Foundation
Robert Wood Johnson Foundation launches
Aligning Forces for Quality, supporting
regional collaboratives
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The Network for Regional Healthcare Improvement
held a one-day, invitation-only national Summit
on Creating Payment Systems to Accelerate
Value-Driven Health Care
Health Improvement Collaborative of Greater
Cincinnati achieves Aligning Forces for Quality
status and forms Health Bridge, an electronic
Health Information Exchange

1973

1974

1985

Managed Care Act established: stimulates
growth of HMOs to reduce costs and
promote prevention

National Business Group on Health forms
to contain healthcare costs

Brent James, MD of Intermountain Healthcare
develops national training center

1991

1993

1994

Institute for Healthcare Improvement forms

Institute for Clinical Systems Improvement
founded in Minneapolis

Boston Globe healthcare columnist, Betsey
Lehman, dies at Dana Farber Cancer Institute from
massive chemotherapy overdose; two weeks later,
Lucian Leape, MD publishes Error in Medicine
Ken Kizer, MD, named head of U.S. Department
of Veterans Affairs and oversees quality
transformation
Centers for Medicare & Medicaid Services
publishes report on National Health Expenditures,
raising more alarm about escalating costs

2004

2000-2003
Harvard Business School publishes Beth
Israel-Deaconess case study about Toyota
industrial engineering processes in a hospital
CDC and Agency for Healthcare Research
and Quality fund major infection reduction
demonstrations in Pittsburgh with PRHI;
region reduces central line infections by 68%
Robert Wood Johnson Foundation funds
new regional quality coalitions and quality
improvement demonstrations, and later a
RAND study on regional quality collaboratives
Rewarding Results: Aligning Payments with
High-Quality Health Care funded by Robert Wood
Johnson Foundation and the California HealthCare
Foundation to test the use of financial incentives
to improve the quality of health care

RAND study, Quality of Care Delivered to Adults
in the United States, by McGlynn et al, highlights
inadequacy of best practices in primary and
preventive care

Porter and Teisberg publish Redefining
Competition in Health Care in Harvard Business
Review, advocating value-based competition
in health care

Rosemary Gibson publishes WALL OF SILENCE:
The Untold Story of the Medical Mistakes That
Kill and Injure Millions of Americans

Robert Wachter, MD, publishes Internal Bleeding:
The Truth Behind America’s Epidemic of Medical
Mistakes

Two publications, Complications, by Atul
Gawande, MD, and Escape Fire, by Don Berwick,
MD, ignite interest in safety and quality concerns

Wisconsin Collaborative for Healthcare Quality,
Iowa Healthcare Collaborative and Puget Sound
Health Alliance are founded

Oregon Health Care Quality Corporation, Healthy
Memphis Common Table, Kansas City Quality
Improvement Consortium, California Quality
Collaborative, P2 Collaborative of Western New
York and Quality Counts (Maine) are founded

2008

2009

2010

U.S. Department of Health and Human
Services Secretary Michael Levitt establishes a
national coalition of regional health improvement
collaboratives by officially designating
a number of Chartered Value Exchanges (CVE)
housed at the Agency for Healthcare Research
and Quality

Jewish Healthcare Foundation establishes
Center for Healthcare Quality and Payment
Reform; Harold Miller circulates seminal article
on payment reform, From Volume to Value

Patient Protection and Affordable Care Act
(PPACA) passes

The Network for Regional Healthcare Improvement
held its second Payment Reform Summit

Reuters study estimates that the U.S.
healthcare system wastes between
$505-$850 billion per year

Milliman study finds that medical errors cost the
U.S. economy $19.5 billion per year
Regional Health Improvement Collaboratives
play prominent roles in the Office of the National
Coordinator of Health Information Technology
Regional Extension Center and Beacon Community
Cooperative Agreement Programs
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REGIONAL HEALTH
IMPROVEMENT COLLABORATIVES:

The Foundation
for Successful
Healthcare Reform
By Harold D. Miller, President and CEO, Network for Regional Healthcare Improvement

The Need for Regional Health Improvement Collaboratives
One of the greatest challenges facing the nation is how to make the American
healthcare system more affordable while maintaining and improving its quality.
Although many people believe costs cannot be reduced without rationing care, the
evidence is clear that healthcare costs can be significantly reduced while improving
quality, such as through prevention of illnesses; avoiding unnecessary and potentially
harmful tests, interventions, and medications; eliminating harmful and expensive
infections and medication errors; and educating patients with chronic disease about
how to manage their conditions and prevent the need for costly hospitalizations.
However, there are also many barriers that have prevented these opportunities for reducing
costs and improving quality from being realized.
For example:
• Patients (and healthcare providers who are trying to advise them) cannot get the
data on quality and costs they need to choose the highest-quality, highest-value
providers and services;
• Doctors, nurses, and other healthcare professionals typically do not have the kind
of training or experience needed to redesign care processes in order to improve
quality and reduce costs;
• Health plans and government programs fail to pay for many high-value services
and often financially penalize physicians, hospitals, and other healthcare providers
for reducing infections, errors, complications, and unnecessary services;
• The fragmented structure of healthcare providers and the lack of efficient
methods of sharing information among them makes it difficult to coordinate care
for patients; and
• Health plan benefits are often not structured in ways that enable and encourage
consumers to improve their health, adhere to treatment plans, etc.
Clearly, if healthcare reform efforts are to succeed, multi-faceted approaches will be needed
to overcome all of these barriers in a coordinated way. These approaches will, by necessity,
be different in different parts of the country; the significant differences across the country
in the structure of health care and in the specific types of cost and quality problems in each
community make it unlikely that any one-size-fits-all national solution will work.

4

Regional Health Improvement Collaboratives

Harold D. Miller

Moreover, since all of the healthcare stakeholders in a community – consumers, physicians,
hospitals, health plans, businesses, government, etc. – will be affected in significant ways, they
all need to be involved in planning and implementing changes. In many communities there
is considerable distrust between different stakeholder groups, so a neutral facilitator will likely
be needed to help design “win-win” solutions.
A growing number of communities are recognizing that Regional Health Improvement
Collaboratives (RHIC) are an ideal mechanism for developing coordinated, multi-stakeholder
solutions to their healthcare cost and quality problems. A RHIC does not deliver healthcare
services directly or pay for such services; rather, it provides a neutral, trusted mechanism
through which the community can plan, facilitate, and coordinate the many different
activities required for successful transformation of its healthcare system.
Regional Health Improvement Collaboratives have three key characteristics:
• They are non-profit organizations based in a specific geographic region
of the country (i.e., a metropolitan region or state);
• They are governed by a multi-stakeholder board composed of healthcare
providers (both physicians and hospitals), payers (health insurance plans and
government health coverage programs), purchasers of health care (employers,
unions, retirement funds, and government), and consumers; and
• They help the stakeholders in their community identify opportunities
for improving healthcare quality and value, and facilitate planning and
implementation of strategies for addressing those opportunities.
In 2010, there were more than 40 Regional Health Improvement Collaboratives in the
country. Many were formed relatively recently, but some have been in existence for
10-15 years, or longer. There has been a dramatic growth in the number of Regional Health
Improvement Collaboratives in recent years, partly due to the rapidly growing concern about
healthcare costs and quality across the country, and partly due to proactive efforts by the
Robert Wood Johnson Foundation (through the Aligning Forces for Quality program) and
the U.S. Department of Health and Human Services (through the Chartered Value Exchange
program) to foster the creation of such entities. The leading Collaboratives are members
of the Network for Regional Healthcare Improvement (NRHI), which is the national
association of Regional Health Improvement Collaboratives.
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Regional Health Improvement Collaboratives in the Network for Regional Healthcare Improvement

* There are currently no RHICS in Alaska or Hawaii

Albuquerque Coalition for Healthcare Quality

Massachusetts Health Quality Partners

Aligning Forces for Quality – South Central PA

Midwest Health Initiative (St. Louis)

Alliance for Health (West Michigan)

Minnesota Community Measurement

Better Health Greater Cleveland

Minnesota Healthcare Value Exchange

California Cooperative Healthcare Reporting Initiative
California Quality Collaborative

Nevada Partnership for Value-Driven
Health Care (HealthInsight)

Finger Lakes Health Systems Agency

New York Quality Alliance

Greater Detroit Area Health Council

Oregon Health Care Quality Corporation

Health Improvement Collaborative of Greater Cincinnati

P2 Collaborative of Western New York

Healthy Memphis Common Table

Pittsburgh Regional Health Initiative

Institute for Clinical Systems Improvement (Minnesota)

Puget Sound Health Alliance

Integrated Healthcare Association (California)

Quality Counts (Maine)

Iowa Healthcare Collaborative

Quality Quest for Health of Illinois

Kansas City Quality Improvement Consortium

Utah Partnership for Value-Driven
Health Care (HealthInsight)

Louisiana Health Care Quality Forum
Maine Health Management Coalition
6
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Wisconsin Collaborative for Healthcare Quality
Wisconsin Healthcare Value Exchange

The Roles of Regional Health Improvement Collaboratives

PATIENT EDUCATION
& ENGAGEMENT

Healthcare
Providers

PERFORMANCE
MEASUREMENT

Healthcare
Payers

REGIONAL HEALTH
IMPROVEMENT
COLLABORATIVE

Healthcare
Purchasers

PAYMENT & DELIVERY
SYSTEM REFORM

Healthcare
Consumers

Provider Organization/
Coordination

Delivery Of Care
TRAINING & ASSISTANCE
IN PERFORMANCE
IMPROVEMENT

The Roles Regional Health Improvement Collaboratives Play
Regional Health Improvement Collaboratives help their communities to deliver higherquality, more affordable health care in many different ways. Five of the most important roles
they are playing across the country are measuring health system performance, facilitating
payment and delivery system reform, providing training and assistance to providers,
educating consumers, and helping to plan and coordinate the many different health
improvement activities in the community.

1. Performance Measurement
It is a well-known principle that “you can’t manage what you can’t measure.” In the case of
healthcare reform, communities need the ability to identify opportunities for reducing costs
and improving quality and to monitor whether those opportunities are being successfully
addressed. Regional Health Improvement Collaboratives can serve as neutral, trusted sources
of actionable information about the cost and quality of healthcare services, the health of the
population, and/or the extent to which state-of-the-art methods of delivery, payment, and
health promotion are being used in their communities.
Regional Health Improvement Collaboratives across the country are publishing reports
on many aspects of the quality and cost of care that are not available to either the public or
healthcare providers through any other source. These measurement and reporting initiatives
are developed and operated with the active involvement and supervision of the physicians
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and hospitals whose performance is being measured, so those providers can ensure that the
measures are meaningful, and the data are accurate. This, in turn, increases the willingness
of healthcare providers to change care processes in order to improve their performance.

Quality of Physician Services
Most Regional Health Improvement Collaboratives collect and publicly report data on the
quality of care delivered by physician practices. The types of measures reported include both
clinical processes of care (e.g., did all diabetic patients receive a test to measure their level of
blood sugar?) and care outcomes (e.g., how many diabetic patients had well-controlled blood
sugar levels?). Most of these measurement systems rely on health plan claims data, but the
Wisconsin Collaborative for Healthcare Quality has pioneered a methodology to obtain
clinical data directly from physicians to enable more comprehensive quality measurement.
This system does not depend on physicians having electronic health record systems, thereby
enabling broad-based participation. Similar approaches are now being used by other Regional
Health Improvement Collaboratives, such as Minnesota Community Measurement and the
Health Improvement Collaborative of Greater Cincinnati.
While Regional Health Improvement Collaboratives typically use nationally-endorsed
measures where they exist, they have also pioneered the development of new and improved
measures where needed. For example, Quality Quest for Health in Illinois uses a multi-factor
composite measure to determine the quality of colonoscopies, and it is currently pilot-testing
a composite measure of whether all appropriate preventive care has been performed.
The California Cooperative Healthcare Reporting Initiative conducts a telephone survey
of primary care physician offices to assess after-hours physician availability and access
to appropriate emergency and urgent care information.

Quality of Hospital Services
A number of Regional Health Improvement Collaboratives also report on the quality of care
delivered in the hospitals in their community. Here again, the measures range from processes
(e.g., how quickly heart attack patients were treated) to outcomes (e.g., infection rates and
mortality rates). For example, the Iowa Healthcare Collaborative issues a detailed report
with extensive measures of the quality and safety of patient care in hospitals in Iowa, and
the Greater Detroit Area Health Council issues reports on a wide range of measures of the
quality and safety of patient care in hospitals in southeastern Michigan. The Maine Health
Management Coalition gives blue ribbons to hospitals with the highest performance on the
quality of patient care.

Quality of Health Plans
Many Regional Health Improvement Collaboratives also report on the quality of care
delivered to patients who have health insurance from a specific health plan. For example,
the Puget Sound Health Alliance issues an extensive analysis of health plan quality
and services, rating health plans on over three dozen different items.

Patient Experience of Care
In addition to clinical quality measures, a growing number of Regional Health Improvement
Collaboratives are also collecting and reporting information on patients’ experiences with
healthcare services. For example, since 2005, Massachusetts Health Quality Partners has
been collecting and reporting results from its statewide Patients’ Experiences Survey on
patients’ experiences with their primary care providers, making Massachusetts the first
state in the nation to report about patient care experiences publicly, down to the physician
practice site level.
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The Roles Regional
Health Improvement
Collaboratives Play
1. Performance Measurement
2. Payment and Delivery
System Reform
3. Training and Assistance in
Performance Improvement
4. Patient Education
and Engagement
5. Strategic Planning
and Coordination

Cost of Healthcare Services
Some Regional Health Improvement Collaboratives have also begun developing measures
of the cost of healthcare services, such as the prices charged for individual services, the extent
to which the most cost-effective services are used, and the total number of services used to
address a particular healthcare issue. For example, Minnesota Community Measurement
reports on the costs at different healthcare providers for procedures ranging from
colonoscopies to labor and delivery. Quality Quest for Health of Illinois reports on the rate at
which both primary care physicians and specialists prescribe generic drugs for their patients.

Disparities in Quality
In addition to reporting on the quality of care for all patients, some Regional Health
Improvement Collaboratives are also reporting whether there are differences in the quality
of care for different types of patients. For example, the Puget Sound Health Alliance compiles
quality measures separately for patients with commercial insurance and patients whose health
care is paid by the state Medicaid program and the Alliance highlights areas where there are
significant differences. Better Health Greater Cleveland also separately compiles quality
measures for patients who are uninsured.
It is important to recognize that not only are Regional Health Improvement Collaboratives
collecting and publicly reporting an extensive array of quality measures, they are also actively
using those measures to encourage improvements in the quality of health care in their
communities. Indeed, in many cases, the measures have been developed specifically
to support a local quality improvement initiative, rather than the other way around.
For example, Minnesota Community Measurement is measuring the remission rate
from depression as part of a major, successful community initiative to improve the
treatment of individuals with depression.

2. Payment and Delivery System Reform
Although performance measurement efforts have made a positive impact on quality, only
so much can be done when healthcare payment systems penalize improvement and the
fragmentation of providers impedes coordination. Significant changes in the way health
care is paid for, the way providers are organized, and the way consumer benefits are structured
will be needed to achieve greater value in health care. To be successful, these changes must
be made in a coordinated way. Regional Health Improvement Collaboratives can serve as
a neutral planning and problem-solving forum where win-win multi-payer, multi-provider
payment and delivery reforms can be designed.
In a number of cases, the performance measures collected and reported by Regional Health
Improvement Collaboratives are being used by all employers and health plans in the
community to reward providers that deliver higher-quality care and to encourage patients
to use higher-quality providers. Using a common set of measures developed by the Regional
Health Improvement Collaborative reduces administrative costs for both plans and providers.
For example, the Integrated Healthcare Association in California assembles quality
information to support the largest pay-for-performance (P4P) system in the country,
involving 229 physician organizations and 35,000 physicians.
Regional Health Improvement Collaboratives were among the first healthcare leaders in the
country to recognize that more fundamental payment reforms were needed than pay-forperformance systems. In 2007 and 2008, the Network for Regional Healthcare Improvement
convened two national Payment Reform Summits that brought together national thought
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leaders and regional stakeholders and made detailed recommendations on the types of
reforms needed to payment systems and what was needed to implement these payment
reforms successfully in regions across the country. Building on NRHI’s national summits,
a number of Regional Health Improvement Collaboratives have held regional Payment
Reform Summits to build consensus in their communities on the types of payment reforms
which should be implemented by all payers, so that physicians and other healthcare providers
are not forced to deal with multiple, disparate new payment structures. For example,
HealthInsight and its Nevada Partnership for Value-Driven Health Care held a statewide
Payment Reform Summit in April, 2010 that brought together 140 individuals from across
the state to develop recommendations for payment reforms to support medical homes
for chronic disease patients and to support more efficient, successful care of major
acute episodes.
Many Collaboratives are also working with all of the stakeholders in their communities
to implement multi-payer payment reforms. For example, the Institute for Clinical Systems
Improvement reached agreement among all of the major health plans in Minnesota on
changes in payment to both primary care practices and specialists to support better care
for patients with depression; this change has resulted in significant improvements in
remission rates. The Puget Sound Health Alliance is co-sponsoring a demonstration
project which will give participating primary care practices in Washington State both
greater resources and greater accountability for helping patients avoid unnecessary
emergency room visits and hospitalizations.
As more communities begin efforts to develop and implement payment changes,
the need for the performance measurement capabilities of Regional Health Improvement
Collaboratives described earlier will grow. For example, in order to define outcome targets
and strategies for reaching them, healthcare providers will need information about the
current costs and outcomes associated with their patients. The data that many Collaboratives
are already collecting can serve as a trusted source of information that both providers
and payers can use to design and implement new payment models.
Finally, no matter how much effort is put into designing new payment systems and
delivery system reforms, implementation problems will inevitably arise. A Regional
Health Improvement Collaborative that is supported by all stakeholders and perceived
by them as neutral can provide a critical mediation mechanism for resolving problems
quickly and effectively.

3. Training and Assistance in Performance Improvement
Although measurement and reporting and changes in payment systems and organizational
structures are necessary to support higher-value healthcare delivery, improvements in quality,
efficiency, and patient satisfaction are actually achieved through the actions of frontline
healthcare workers. Regional Health Improvement Collaboratives can operate programs
which enable physicians, nurses, hospital administrators, and other healthcare professionals
to obtain affordable training, coaching, and technical assistance on ways to analyze problems
in care delivery and ways to design and successfully implement solutions.
For example, the Pittsburgh Regional Health Initiative (PRHI) pioneered the adaptation
of Lean manufacturing tools from the Toyota Production System so that they could be
successfully used to improve quality and reduce costs in health care. PRHI’s “Perfecting
Patient CareSM (PPC)” method has been used by hospitals, physicians, nursing homes, and
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other providers all over the country to achieve dramatic reductions in hospital-acquired
infections, preventable hospital readmissions, pre-term deliveries of babies, and many other
areas that benefit patients and reduce healthcare costs.
The Institute for Clinical Systems Improvement in Minnesota has developed and maintains
an extensive array of guidelines for healthcare services based on the best evidence available,
and then it works to help healthcare providers implement the guidelines and make other
improvements in their own organizations.

Value should always be defined
around the customer…. Value
depends on results… and is
measured by outcomes
achieved…. Since value is
defined as outcomes relative to
costs, it encompasses efficiency.
Cost reduction without regard to
outcomes achieved is
dangerous… leading to false
“savings” and potentially
limiting effective care.

Regional Health Improvement Collaboratives can also help providers, either individually
or in groups, to better organize and deliver health care in order to improve quality and
efficiency. For example, several Collaboratives, including HealthInsight in Nevada and
Utah, the Louisiana Health Care Quality Forum, and Quality Counts in Maine, are helping
physician practices become patient-centered medical homes, implement electronic health
records, and more effectively coordinate care with other providers.

4. Patient Education and Engagement

What Is Value in Health Care?
Michael E. Porter, PhD

Even the best-performing healthcare providers can only do so much to improve quality
and reduce costs without strong support and engagement from patients. Regional Health
Improvement Collaboratives can help citizens in their communities (a) understand and
actively engage in activities that will maintain and improve their health, (b) choose providers
and services based on their cost and quality, and (c) support the delivery of higher quality,
more coordinated care. For example, the Oregon Health Care Quality Corporation has
developed patient-friendly materials to help people select quality healthcare providers and
work with them to develop appropriate treatment plans. Minnesota Community
Measurement has established “The D5: 5 Goals for Living with Diabetes” to make it easier
for people with diabetes to manage their condition and to find the healthcare providers who
can most effectively help them.

The New England Journal

5. Strategic Planning and Coordination

of Medicine; 363:2477-2481;
December 23, 2010

Finally, in addition to the previous four roles, an increasingly important role for
Regional Health Improvement Collaboratives will likely be to provide the critical
planning, coordinating, and support roles that will ensure these many inter-related
changes happen successfully and in a coordinated way. The structure of a Regional
Health Improvement Collaborative is designed specifically to help build consensus
among all healthcare stakeholders on the changes needed in their community, and
then to provide support and coordinate the implementation of those changes.

The Structure of Regional Health Improvement Collaboratives
	To be successful, the roles described earlier need to be performed with
the full support and trust of all of the key stakeholders in health care:
• Healthcare providers, i.e., physicians, medical practices, hospitals,
and health systems;
• Healthcare payers, i.e., health insurance plans and public programs
such as Medicaid;
• Healthcare purchasers, i.e., employers who purchase health insurance
for employees;
• Healthcare consumers and organizations representing consumer interests.
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Regional Health Improvement Collaboratives ensure the support and trust of these
stakeholders by actively engaging them in the governance of the Collaborative organization,
as well as in the design and operation of individual programs. Indeed, a key difference
between Regional Health Improvement Collaboratives and organizations such as Medicare
Quality Improvement Organizations (QIOs), business health coalitions, regional health
information exchanges, consumer health coalitions, medical societies, hospital associations,
and others that work on quality improvement is that the Collaboratives are governed by
individuals and organizations from all four of the key stakeholder groups. This is why
Collaboratives are referred to as “multi-stakeholder” rather than merely “multi-member”
organizations. Other differences between Regional Health Improvement Collaboratives and
other organizations is that Collaboratives establish their direction through consensus among
their members and implement their efforts through voluntary cooperation of the members,
rather than through government mandates, financial rewards or penalties, etc.
Beyond this, however, no two Regional Health Improvement Collaboratives are structured
exactly alike. Collaboratives are very diverse in terms of their goals, structure, and programs
because of the differences in the number, structure, and capabilities of the purchasers, payers,
providers, and other community organizations in their local regions.
• Some Regional Health Improvement Collaboratives had their origins in efforts
among healthcare providers to work collaboratively to improve the quality
of care they were delivering, and then they evolved over time to involve a broader
array of stakeholders. For example, one of the first Regional Health Improvement
Collaboratives, the Institute for Clinical Systems Improvement (ICSI) in
Minnesota, was established in 1993 by two healthcare systems (Mayo Clinic
and Park Nicollet Health Services) and an HMO (HealthPartners); today,
the majority of the members of the Board of Directors are physicians or staff
of medical groups, but there are also representatives of health plans and
consumers on the Board.
• Other Regional Health Improvement Collaboratives were initially formed through
the efforts of health plans or businesses in the community seeking ways to control
increasing healthcare costs or to address concerns about healthcare quality in the
community. For example, both the California Cooperative Healthcare Reporting
Initiative and the California Quality Collaborative are multi-stakeholder Regional
Health Improvement Collaboratives, but they were formed through the leadership
of the Pacific Business Group of Health (PBGH), a major business health coalition
based in California, and they continue to be housed at PBGH. In some cases, the
Regional Health Improvement Collaborative also serves as the community’s health
purchasing coalition. For example, both the Maine Health Management Coalition
and the Puget Sound Health Alliance are multi-stakeholder collaboratives, but
their policy requires that a majority of the members of their Boards of Directors
be healthcare purchasers.
• Still other regional collaboratives were formed from the beginning as multistakeholder efforts. For example, the Pittsburgh Regional Health Initiative (PRHI)
was formed in 1997 as a community organization with representation from a wide
range of groups that were interested in advancing healthcare quality – hospitals
and physicians, health insurance plans, major employers, consumers, academics,
foundations, local government, and civic leaders.
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…Value is emerging as a
concept—perhaps the only
concept—that all stakeholders in
health care embrace. …No one
can oppose this goal…. The value
framework thus offers a unifying
orientation for provider
organizations…. Making progress
in the value framework [he calls
this the bad news] requires real
teamwork, which sometimes
seems an unnatural act in health
care. It means capturing data in
different parts of the delivery
system…and sharing
accountability for performance.
Putting the Value
Framework to Work
Thomas H. Lee, MD
The New England Journal of Medicine;
363:2481-2483; December 23, 2010

Some regions have two or more Regional Health Improvement Collaboratives. In these
communities, one of the organizations typically takes responsibility for collecting and
reporting on various measures of healthcare quality and/or cost, while another carries out
initiatives designed to help healthcare providers improve performance on those measures.
As a result of this diversity, communities which do not have a Regional Health Improvement
Collaborative but want to form one have a variety of models from which to choose. Since
a common element of all Collaboratives is their multi-stakeholder structure, the most
important first step in establishing a Collaborative is for leaders from each stakeholder group
to seek out leaders from other stakeholder groups and reach agreement that the interests of
their communities would be served best by having all stakeholders working collaboratively
toward improving healthcare quality and reducing costs.

Sustainability of Regional Health Improvement Collaboratives
All of the work done by Regional Health Improvement Collaboratives is challenging, but one
of the most challenging tasks Collaboratives face is obtaining adequate funding to support
their work.
Collaboratives typically obtain their funding from three types of sources:
• Membership “Dues.” Most Regional Health Improvement Collaboratives rely
on annual financial contributions from the healthcare stakeholders in the
community. Unlike dues payments made to many professional associations,
however, these payments will usually be treated as tax-deductible contributions
because of the charitable tax status of the Collaborative. These types of payments
are critical because they provide flexible funding to cover the operating costs
of the Collaborative (rather than being restricted to particular programs).
• Grants. In addition to membership dues, most Regional Health Improvement
Collaboratives rely on grants from foundations and government agencies to
support their programs. In some cases, Collaboratives may receive unrestricted
operating grants from foundations which can be used to fund general operations,
particularly in the early years of their existence, but more typically, foundation
grants will be restricted to use for specific projects and time-limited activities.
• Fees for Services. Some Regional Health Improvement Collaboratives provide
specific services to healthcare providers or others for which they charge a fee.
For example, some Collaboratives provide consulting services or coaching to
healthcare providers to help them improve their quality of care, or offer courses
in quality improvement for the employees of healthcare providers.
Despite the key role that Regional Health Improvement Collaboratives can play in ensuring
the success of federal healthcare reforms in local communities, there is currently no federal
funding program that provides support for the administrative operations of Regional Health
Improvement Collaboratives. Although the Department of Health and Human Services
(HHS) and the Agency for Healthcare Research and Quality (AHRQ) promoted the creation
of multi-stakeholder collaboratives through the Chartered Value Exchange (CVE) program,
they do not provide any funding for general operating support of Regional Health
Improvement Collaboratives. The Beacon Community Cooperative Agreement Program,
which was established through the Office of the National Coordinator for Health Information
Technology at HHS, has provided significant funding to a number of communities for
multi-stakeholder healthcare improvement activities, but since the funding came through the
2009 American Recovery and Reinvestment Act, it is explicitly a time-limited program.
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In the years ahead, it will be critical for Regional Health Improvement Collaboratives to have adequate
resources both to maintain their current programs and to address the exponentially increasing demands
that will be placed on them by healthcare reform efforts. Although program-specific funding is desirable,
unrestricted funding is essential to support the core operations of the Collaborative and to provide the
flexibility to pursue new opportunities in innovative ways. In addition, if Collaboratives are to remain
truly multi-stakeholder, community-based organizations, those resources will need to come from all
stakeholders in their communities, as well as from state and federal government sources.

Ensuring Successful Reform of America’s Healthcare System
The federal Patient Protection and Affordable Care Act (PPACA) of 2010 will address one
of the major barriers healthcare providers have faced in delivering high-quality, coordinated care: the
lack of healthcare coverage for millions of Americans. It also provides the ability for the Medicare and
Medicaid programs to pay providers in ways that support higher value instead of higher volume of care.
However, because health care is actually delivered by physicians, hospitals, and other healthcare
providers, not by the federal government, and because most patients will continue to have their
healthcare services paid for by private health insurance, the nation’s ability to achieve higher-quality,
more affordable health care will still depend on the ability of individual communities to bring all of the
stakeholders together to forge feasible solutions. In other words, the passage of the Patient Protection
and Affordable Care Act means that Regional Health Improvement Collaboratives will be needed more
than ever.
Although state governments will be playing an increasingly central role in healthcare reform in the
future, partly as a result of the programs in the PPACA, they will not supplant the roles of Regional
Health Improvement Collaboratives. While the regulatory powers and financial resources of state
governments give them some unique strengths, such as the ability to mandate the submission of quality
and cost data by providers and payers and the ability to provide anti-trust safe harbors to help establish
multi-payer payment reforms and help independent providers coordinate their services, it is difficult for
state governments to support multi-year healthcare transformation efforts through changes in state
administrations and changes in fiscal priorities, and it is difficult for them to balance regulatory
enforcement powers with programs to facilitate provider improvement. In contrast, the independence
and stakeholder governance of Regional Health Improvement Collaboratives provides greater ability to
support providers through multi-year transformation efforts and to do so in a way that can be adapted
to the unique needs of individual geographic regions. Consequently, the greatest success in healthcare
transformation will likely come from strong partnerships between state governments and Regional
Health Improvement Collaboratives.
The greatest success in healthcare reform will be achieved if every community in the nation focuses on
addressing the most important quality issues in that community, with support from both consumers
and a broad range of healthcare providers, with participation by all payers, and with effective local
mechanisms for monitoring implementation and resolving problems. Regional Health Improvement
Collaboratives are an essential mechanism for accomplishing this, and consequently, supporting them
should be a national priority.
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GLOSSARY
OF TERMS

Agency for Healthcare Research and Quality (AHRQ)
AHRQ operates within the U.S. Department of Health and Human Services with a mission
to support research designed to improve the quality, safety, efficiency, and effectiveness
of health care for all Americans. AHRQ sponsors and conducts research that provides
evidence-based information on health care outcomes, quality, cost, use, and access.
The information helps healthcare decisionmakers – patients and clinicians, health system
leaders, purchasers, and policymakers – make informed decisions and improve the quality
of healthcare services. AHRQ was created by Congress in 1999 to expand on the work of the
Agency for Health Care Policy and Research.

Aligning Forces for Quality (AF4Q)
AF4Q is an initiative of the Robert Wood Johnson Foundation that brings regional health
improvement organizations together to set national standards and share information on
successful models. AF4Q was launched in 2006 and provided community leadership teams
with grants and substantial expert assistance to help them work with physicians to improve
quality of care, to measure and publicly report on the quality of ambulatory care, and to
engage consumers to make informed choices about their own health and health care. The
program expanded in 2008 to include inpatient care, as well as a focus on reducing racial
and ethnic gaps in care and enhancing the central role that nursing plays in good health care.
There are currently 17 AF4Q communities.

Beacon Community Cooperative Agreement Program
The 2010 Beacon Community Cooperative Agreement Program awarded $250 million in
funding to 17 selected communities that have already made inroads in the multi-stakeholder
development of secure, private, and accurate systems of electronic health record adoption and
health information exchange. The Beacon Program allows these communities to build and
strengthen their health information technology infrastructure and exchange capabilities to
improve care coordination, increase the quality of care, and slow the growth of health care
spending. Funding for the Beacon Community Cooperative Agreement Program is part of
the Health Information Technology for Economic and Clinical Health (HITECH) Act and is
coordinated by U.S. Department of Health and Human Services’ Office of the National
Coordinator for Health Information Technology.

Chartered Value Exchange (CVE)
The CVE program was launched in 2008 by former Secretary of Health and Human Services,
Michael Leavitt. CVEs receive practical resources to work collaboratively within specific
regions to form value-driven healthcare markets through public reporting of healthcare cost
and quality data, consumer education on healthcare quality, the development of quality
improvement programs, and the exchange of learnings with other CVEs. There are currently
24 CVEs.
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Network for Regional Healthcare Improvement (NRHI)
NRHI is the national membership association for Regional Health Improvement
Collaboratives (RHICs). It was established in 2006 and currently has 31 members.
	NRHI provides technical assistance, facilitates information sharing, and encourages
national policies that support efforts by RHICs to improve healthcare quality and
value by:
• Increasing the awareness of policy-makers and healthcare professionals about
the key role that RHICs play;
• Providing technical assistance to RHICs in addressing specific challenges
they face;
• Facilitating the ability of RHICs to share the practical knowledge they develop
in order to help all collaboratives improve;
• Assisting additional communities to establish RHICs;
• Encouraging the development and implementation of healthcare payment
systems, benefit designs, and regulatory structures at the federal, state, and local
levels which support improved population health and higher-value healthcare
delivery systems; and
• Advocating for national policies and programs that support the work of RHICs.

Regional Health Improvement Collaborative (RHIC)
The Network for Regional Healthcare Improvement defines Regional Health
Improvement Collaboratives as:
• non-profit organizations based in a specific geographic region of the country
(i.e., a metropolitan region or state);
• which are governed by a multi-stakeholder board composed of healthcare
providers (both physicians and hospitals), payers (health insurance plans and
government health coverage programs), purchasers of health care (employers,
unions, retirement funds, and government), and consumers; and
• which help the stakeholders in their community identify opportunities for
improving healthcare quality and value, and facilitate planning and
implementation of strategies for addressing those opportunities.
The major roles Regional Health Improvement Collaboratives play are:
•
•
•
•
•
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measuring health system performance;
facilitating payment and delivery system reform,
providing training and assistance to providers,
educating and engaging consumers in health improvement, and
helping to plan and coordinate the many different health improvement
activities in the community.

Regional Health Improvement Collaboratives

Collaboratives
Speak for Themselves

Every Regional Health Improvement Collaborative (RHIC) is a story about
stakeholders coming together to try to solve the twin dilemmas of the U.S.
healthcare system–high cost and unreliable performance. The search for
solutions has led some Collaboratives to focus on improving population
health and reducing disparities. Others have developed innovative
approaches to disease management, payment reform, waste a
nd inefficiency, and patient safety. As unique as each Collaborative is,
their common goals and aspirations and their similar analyses of what
ails U.S. health care and how to fix it, bind them in vital networks.
Several RHICs have a statewide focus. In Minnesota, for example, the Institute for Clinical
Systems Improvement and Minnesota Community Measurement work together to advance
statewide quality improvement. In other states, Collaboratives focus on health care in a
specific city or region. A number of Collaboratives, such as the California Cooperative
Healthcare Reporting Initiative and California Quality Collaborative, the Nevada and Utah
Partnerships for Value-Driven Health Care, and the Pittsburgh Regional Health Initiative,
are part of, or related to, a larger organization. They vary widely in size, with annual budgets
mostly ranging from $1 million-$3 million, and staff sizes from 5 - 30. The figures may
be confounded by the fact that some Collaboratives share staff and derive support from
a parent organization. Current budgets may be inflated due to recent, but limited in
duration, federal grants.
Many Collaboratives entered the scene in the decade between 1995 and 2005 in response
to an awakening about the serious quality and safety concerns and spiraling costs of health
care in the U.S.
Although healthcare costs have been rising in all developed nations, skyrocketing costs
and variable quality in the U.S. surpasses all others by a wide margin. Apart from the public
health issues illustrated by the graph on the following page, the rapid growth of healthcare
costs has become an acute economic competitiveness problem in the U.S. Frustrated with
the lack of national solutions to these problems, American employers and payers have
sought regional ones.

Acknowledgements: To the leaders of the Collaboratives profiled in this edition of

, thank you for contributing your time and expertise.
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How does the U.S. measure up globally?
Australia

Canada

Germany

New
Netherlands Zealand

United
Kingdom

United
States

OVERALL RANKING (2010)
Quality Care
Effective Care
Safe Care
Coordinated Care
Patient-Centered Care
Access
Cost-Related Problem
Timeliness of Care
Efficiency
Equity
Long, Health, Productive Lives
Health Expenditures /Capita, 2007

COUNTRY RANKINGS

$3,357

$3,895

Excellent:

$3,558

Fair:

$3,837*

$2,454

$2,992

$7,290

Poor:

Note: * Estimate. Expenditures shown in $U.S. purchasing power parity.
Source: Calculated by The Commonwealth Fund based on 2007 International Health Policy Survey; 2008 International Health Policy Survey of Sicker Adults;
2009 International Health Policy Survey of Primary Care Physicians; Commonwealth Fund Commission on a High Performance Health System National
Scorecard; and Organization for Economic Cooperation and Development, OECD Health Data, 2009 (Paris: OECD, Nov. 2009).

As data on the relatively poor performance and high cost of U.S. health care proliferated
during the period 1994-2010, regional leaders recognized the urgency of reform. This led to
the evolution and growth of the multi-stakeholder, regional collaborative. Some were created
ad hoc. Others evolved from organizations that began with a different purpose, such as a trade
association, a business group on health, or a Medicare Quality Improvement Organization.
The Greater Detroit Area Health Council, Inc. and HealthInsight are examples of organizations
with long histories that created RHICs.
On the following pages, we feature a selection of Collaboratives that displays the diversity of
origins but similarity of purpose among RHICs. We hope that these brief descriptions of their
history, leadership and current work reveal the transformative changes that they seek, the
revolutionary nature of their missions to enhance value, their innovative methods and
accomplishments, and the visionary people who have shaped them.1

1

Detailed information on these and other RHICs can be found at NRHI.org and on each organization’s website.
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Institute for

Clinical Systems
Improvement
For 18 years, the Institute for Clinical Systems Improvement (ICSI) has served as a hub
for using evidence-based medicine to deliver quality- and value-driven health care
to patients in Minnesota and neighboring states. ICSI’s demonstrated collaborative
and innovative processes enable it to unite diverse stakeholders to address complex
healthcare system issues that no single stakeholder can solve on its own.

John Sakowski
Chief Operating Officer

The Institute for Clinical Systems Integration, as ICSI was originally called, was established
in 1993 by HealthPartners Health Plan, HealthPartners Medical Group, Mayo Clinic and Park
Nicollet Health Services. ICSI was proposed by these founding organizations in a response to
an RFP issued by the Business Health Care Action Group (BHCAG), a coalition of Minnesota
employers, to administer a self-insured, tiered care-system network. ICSI was their innovative
idea for improving quality across a diverse network of care delivery systems. A key feature of
BHCAG’s design was that only clinics that became members of ICSI could be included in the
care-system network. BHCAG was directly involved in ICSI by having seats on the board of
directors and having representatives on all committees and work groups.
John Sakowski, chief operating officer, was one of over 60 people assembled to develop ICSI’s
original business plan in 1992. Serving as Director of Clinic Systems for HealthPartners,
he participated in a group charged with determining the feasibility of having a common
automated medical record platform across a number of large systems in the Twin Cities.
It became apparent that this was impractical, but there was still interest in seeing whether
a common interface for providers could be created. In 1993, he led an ICSI-sponsored effort
to design a model physician workstation. Shortly after completing this project, the chief
administrative officer left ICSI and Sakowski, “jumped at the opportunity to work with
Dr. Gordon Mosser, ICSI’s founding president. I started in 1994 and it’s been my honor
to be here ever since.”
ICSI’s founding organizations had been working on their own programs to develop
evidence-based clinical guidelines. They recognized that collaborating on this work would
be more efficient, provide greater consistency, and offer greater potential to broadly impact
the quality and value of care across the community. ICSI was open to any medical group
that had a contract with HealthPartners, ICSI’s sole health plan sponsor at the time. The
prevalence of large group practices and the inclusion of providers in developing ICSI’s
clinical practice guidelines allowed it to quickly achieve a critical mass of providers.
These guidelines were written by physicians, nurses, and others from the member medical
groups and hospitals. Each guideline included several measures of performance that the
medical groups and hospitals could use in their quality improvement work. By 1994, health
improvement groups from across the country were visiting ICSI to see firsthand how clinical
practice guidelines that were developed based on scientific evidence were being adopted
throughout the state.
ICSI developed 35 guidelines in its first three years and members were expected to implement
all of them, supported by ICSI education on how to measure and report on the guidelines.
But in the first few years, medical groups struggled to keep up with the demands of
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implementing all of the guidelines; their efforts were a mile wide and an inch deep.
In response, membership requirements changed. Instead of being expected to implement
all guidelines, ICSI members chose several topics each year and made a commitment to put
significant effort into improving results; they also made a commitment to share their results,
methods and insights with other members. ICSI serves as a clearinghouse for disseminating
what is learned throughout the Collaborative.
Clinical practice guidelines have become the basis for measurement of performance and
public reporting of performance. Starting in 2002, many of the measures specified in the
guidelines were adopted by a partner entity (Minnesota Community Measurement) for use
in public reporting of medical group performance (not hospital performance, at least not
at that time). Given that the measures had been chosen and defined by the medical groups,
there were relatively few complaints about the measures. Thus a problem often encountered
in other states was avoided, and public reporting of performance came about rather smoothly.
ICSI experienced major growth in 2001 when four additional health plans joined
HealthPartners as ICSI sponsors. The addition of these health plan sponsors, which insure
about 80% of Minnesotans combined, and the broadening of membership criteria to include
hospitals and single specialty medical groups, made almost every medical group and hospital
that serves Minnesotans eligible for membership in ICSI. By the end of the year, the number
of member organizations almost doubled.
With statewide reach, ICSI tackled major health issues like diabetes across all member
organizations. The significant increase in the control of diabetes over the past six years
is at least in part due to the leadership of ICSI and its members in systematizing the delivery
of evidence-based care. Through these activities, ICSI has become known as a “living
laboratory” to conceive, develop, pilot and broadly implement quality improvement initiatives
across the state. Besides conducting “action groups” providing members with assistance on
clinical quality improvement topics through educational and collaborative activities, ICSI
added action groups for improving access and addressing organizational needs, such as
change management and building a culture that fosters quality. Patient safety also became
an important part of the program, with action groups on topics such as reducing hospitalacquired infections and implementing rapid response teams.
Today, ICSI includes 60 medical group and hospital members representing 9,000 physicians.
ICSI is sponsored by five Minnesota and Wisconsin health plans: BlueCross BlueShield
of Minnesota, HealthPartners, Medica, UCare, and Security Health Plan of Wisconsin.
ICSI’s program has evolved over the years in four phases: (1) the initial development of
evidence-based guidelines, (2) expansion into support for clinical quality improvement,
(3) development of multi-provider collaborations to improve care, and (4) provider-health
plan joint initiatives to address overuse and underuse issues.
As ICSI became steadily more successful and more visible in the state (and nationally),
various parties lobbied for ICSI to take on many other tasks: healthcare reform at the state
level, payment reform, public reporting of performance, healthcare cost reduction, public
health endeavors (direct to consumers), expansion of membership beyond Minnesota,
development of healthcare information technology, health services research and others.
As Dr. Mosser reflected, “it was continuously difficult to maintain constancy of purpose
and avoid getting spread too thin.”
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Gordon Mosser, MD, recently
retired professor and general
internal medicine physician, could
be considered the “father” of the
Regional Health Improvement
Collaborative (RHIC) movement.
He was the founding President of
the Institute for Clinical Systems
Improvement (ICSI) and shaped
the vision of ICSI and influenced
a national movement.
Dr. Mosser was the Associate
Medical Director for Quality and
Utilization at GroupHealth (now
HealthPartners) when GroupHealth
and its partners created ICSI. He
served as ICSI’s president from its
founding in 1993 until 2006. Dr.
Mosser advanced quality in health
care through the development of
clinical guidelines and new
collaborations among stakeholders
– sharing data and implementing
best practices. This approach
ignited interest in quality
improvement and provided
a “way” for those with a will.
Champions of healthcare reform
in other regions took note and
action. Dr. Mosser generated
collaborations among these early
leaders within the RHIC movement.
Dr. Mosser received a lifetime
achievement award from the
Minnesota Medical Association
in recognition of his contributions
toward improving the quality
of health care and making
Minnesota a leader in the
quality improvement field.

In 2006, ICSI stakeholders identified the aspects of health care they most wanted to change – changes
that would truly result in quantum leaps. They concluded that the greatest need for redesign exists in
two areas:
• Shifting from systems of care that put healthcare providers and organizations
at the center, to systems of care that are patient centered and focused on patient activation,
safety, reliability, timeliness and equity of care;
• Shifting to a healthcare system that is value driven, with clearly defined quality,
costs and service.
ICSI’s reputation as a trusted, neutral convener has provided a foundation to engage a broad group
of stakeholders on a number of redesign initiatives over the past four years. Its first redesign initiative
was DIAMOND (Depression Improvement Across Minnesota, Offering a New Direction), which
brought care delivery systems, health plans, employers, consumers, and state government together
to collaboratively develop new care practice and payment models to support primary care practices
in providing evidence-based care for the treatment of adult patients diagnosed with depression.
DIAMOND uses a team comprised of the primary care provider, a care manager, and a consulting
psychiatrist to provide more frequent contact, education, motivation and coordinated care. Minnesota
health plans pay participating clinics for this bundle of services.
The DIAMOND program is now offered through 73 primary care clinics. More than 6,500 patients have
entered the program to date, and DIAMOND is getting five times the number of depressed patients into
remission by six months as clinics that provide typical primary care.
Another major transformational initiative focused on an overuse issue – high-tech diagnostic imaging
(HTDI). Minnesota, like the rest of the country, was seeing double-digit increases in MRI, CT, PET and
nuclear cardiology scans–without a commensurate improvement in patient outcomes. ICSI facilitated
a pilot in which 4,500 providers within five large integrated healthcare systems used an electronic
decision support tool embedded in their electronic health record to ensure the appropriate ordering
of HTDI scans. Among other successes, the five medical groups that have used this approach for three
years have contributed to a 0% increase in HTDI claims from 2007- 2010, improved clinic efficiencies,
reduced patient exposure to unnecessary radiation, enabled provider-patient shared decision making,
and saved $84 million for the Minnesota health community.
Similar initiatives are now underway on palliative care, and ICSI plans to do significant further work
on shared decision making and on preventable hospital readmissions.
In 2008, legislation designed to increase access, lower cost, and deliver more patient- centered care was
enacted in Minnesota. ICSI was awarded contracts to assist with two programs authorized by the bill:
the establishment of healthcare homes (more commonly known as medical homes) and the formulation
of eight “baskets of care”–collections of healthcare services designed to treat particular health
conditions or episodes of care. ICSI facilitated diverse stakeholder groups to develop the quality
measures for these eight bundles, identifying barriers to their implementation, and recommending
possible solutions to overcome those barriers.
ICSI’s leaders view the Patient Protection and Affordable Care Act of 2010 as very much an extension
of Minnesota’s 2008 state healthcare reform legislation. In particular, ICSI is very interested in PPACA’s
establishment of regional resource centers for the development of decision aids, and the broad
application of shared decision-making methods. Health care is local, and Regional Health Improvement
Collaboratives like ICSI are the real world laboratories that can help assure that good policy gets put into
practice and best practices become part of public policy.
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Minnesota

Community Measurement
Minnesota Community Measurement (MNCM) is recognized as a national leader in
using publicly reported performance measures to drive improvement in the quality
and value of health care. MNCM started informally in 2000. Three medical directors
from Minnesota’s largest health plans recognized that each had measures of quality
at a health plan level, but as separate plans they could not provide reliable measures
to the medical groups striving to improve care. The three health plans were already
working together, sponsoring the Institute for Clinical Systems Improvement‘s
development of practice guidelines for medical groups. The medical directors
recognized an opportunity to combine their data and jointly develop performance
reports for physicians. For the first two years, the results were shared only with the
medical groups and group names were removed. MNCM was officially incorporated
in 2005 after other stakeholders, including the Minnesota Medical Association, the
Minnesota Council of Health Plans, employers and consumers joined the effort.
MNCM began with a single diabetes care composite measure that reported on 54 primary
care medical groups across the state. Since that time, MNCM has expanded to report on an
additional 18 clinical care measures across primary and specialty care, as well as hospital care,
patient experience, cost of care, and use of health information technology. MNCM now
reports on data from over 960 clinics and medical groups, and over 140 hospitals. MNCM
publishes results on its website and several local employers and health plans refer consumers
to the website to assist them in making healthcare decisions. In addition, the Buyers Health
Care Action Group, a local business coalition, has been instrumental in fostering alignment
so health plans, large employers, and the state health programs use MNCM measures in their
pay for performance and incentive programs.
MNCM’s biggest success has been in engaging providers to use the measures to improve care.
For example, the number of diabetics in Minnesota who are reaching levels of optimal care
has more than tripled since reporting began in 2004. These improvements mean thousands
more patients avoid the serious complications of the disease, including strokes, heart attacks,
vision problems, and amputations. Minnesota medical groups have been using materials
developed for the diabetes composite quality measure, called “The D5,” to educate patients
on important aspects of their care. Groups have also incorporated the measure into their
electronic health records, developed automated reminders for patients and clinicians, placed
the results on patient care fact sheets, and trained support staff to increase patient outreach.
MNCM has also developed several innovations that have helped increase the impact
and scope of their measures. MNCM was one of the first organizations to collect medical
record data directly from providers. This allows the use of outcomes measures on all patients
including the uninsured, provides more timely results, increases provider use of the data,
and allows the collection of data that can help identify and address disparities in care. MNCM
has begun to help other regions with the tools and processes needed to collect
quality measures from medical records.
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James Chase
President

MNCM has demonstrated the importance of using patient functional status measures
for care improvement. Patient functional status measures ask the patient about how
they are feeling or how their condition has changed in order to evaluate the results
of care. Functional status measures were successfully used in the DIAMOND (Depression
Improvement Across Minnesota, Offering a New Direction) project, a collaboration
between MNCM and the Institute for Clinical Systems Improvement. MNCM is also
now implementing measures that will report, by provider, the quality of certain medical
procedures developed in conjunction with a community-wide effort to reduce the impact
of colon cancer in the state. While provider organizations and health plans will be
implementing changes to improve care, MNCM will be reporting measures of colon
cancer screening rates, appropriate use of colonoscopy, and the quality of the colonoscopies
performed. The community has established a goal of saving 500 lives by increasing early
detection, using the measures to provide both motivation for improvement and to
monitor progress.
Jim Chase, president, joined MNCM in 2004 just before MNCM released its first public
report. He says, “I had experience working with providers, employers, and health plans
across the state and saw this as an opportunity, building on what the health plans had started,
to develop a multi-stakeholder collaborative that could have greater impact.” Chase has
over 20 years of experience in the healthcare field and a strong commitment to improving
the health of the people of Minnesota. Prior to his work at MNCM, Chase spent nine years as
Director of Healthcare Purchasing with the Minnesota Department of Human Services.
He also held positions with Health Risk Management, Inc., UnitedHealthcare, and
Fairview Hospitals.
From Chase’s perspective, “The biggest challenge has been keeping everyone working together
collaboratively rather than competing. We have had to maintain focus on a few areas where
we can have impact given limited resources, and at the same time meet the community’s
demand to go further and faster to impact not just the quality of care, but also to improve
value.” These challenges are not unique to MNCM, but draw attention to the need to support
the important work of Regional Health Improvement Collaboratives throughout the U.S.
With the community-wide commitment to transparency and care improvement, Minnesota
stands ready to lead the changes that will be needed to implement the health system reforms
anticipated in the Patient Protection and Affordable Care Act. Implicit in the bill is the
recognition that the challenges to improving health care cannot be addressed simply by
changing the price paid for each service. Our payment systems need to be redesigned; this will
require the kinds of measures and reporting mechanisms that Regional Collaboratives, such
as MNCM, have created.
According to Chase, “The promise of healthcare reform is too important for our country to
rely solely on efforts in Washington, DC to generate the needed changes. The experience in
Minnesota has shown how effective measures can drive improvements in patient outcomes.
They address areas where there is significant room for improvement, such as care redesign
activities that achieve improved results, and align to provide consistent messages and
comparable results. Most importantly, they need to be limited in number to achieve
maximum impact.”
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Massachusetts

Health Quality Partners
Massachusetts Health Quality Partners (MHQP) was founded in 1995 by a group
of healthcare, business, and community leaders as an informal alliance dedicated
to promoting measurable improvements in the quality of healthcare services
in Massachusetts. These pioneers believed that the development and reporting
of comparable, evidence-based performance data would help drive quality
improvement and lead to better patient outcomes.
Today, MHQP is nationally recognized for its breakthrough work in producing and reporting
performance data on clinical quality and the patient experience. Many providers use MHQP
data to plan and track the progress of their quality improvement initiatives, and MHQP’s
web-based reports give consumers tools for comparing hundreds of primary care practices
and medical groups across the state.
The catalyst behind the formation of MHQP was a 1994 Boston Globe spotlight article that
identified poor performing hospitals in the state, based on an analysis of mortality rates.
As a result of the spotlight article and the subsequent defensive hospital response, the chair
of the Massachusetts Hospital Association Board, the late Richard Nesson, MD, realized that
hospitals and physicians will always be on the defensive if someone else is measuring their
quality, and that was bad for building public confidence. He understood that hospitals and
physicians should measure themselves and be accountable to the public for the results – he
was an early advocate for transparency. “As is the case with many regional coalitions, MHQP
was started with the visionary leadership of an individual,” says Barbra Rabson, executive
director. MHQP’s first public effort came with the 1998 release of a first-in-the-nation
statewide report of patient experiences with Massachusetts hospitals. Three years later the
leaders that made up the informal partnership of MHQP decided to incorporate as a formal
non-profit entity to pursue foundation funding for its pioneering work.
Rabson joined MHQP in 1998 when it was still an informal coalition. She brought
experiences from the managed care, hospital, and healthcare arenas to her collaborative role
at MHQP. “I took the job because I was attracted both to the mission and to the idea that
organizations working together could achieve much more than any single organization could
achieve on its own. 2010 marked my 12th year as the executive director of MHQP and it has
been a great honor to have a role in nurturing MHQP into the trusted and nationally
respected organization that it is today. It has also been very rewarding professionally to watch
and encourage the proliferation of other regional collaboratives across the country.”
Important organizational milestones were the development of MHQP’s Massachusetts
Provider Database which maps the delivery of ambulatory care and provides the foundation
for all MHQP projects, and MHQP’s Physician Council, created when the organization began
focusing on physician performance. The Physician Council brings physician organizations
and leaders together under the MHQP umbrella to advise it on statewide performance
measurement initiatives, collaborate on and establish quality priorities for statewide quality
initiatives, and give physician organizations a formal voice in MHQP’s strategic direction.
Rabson feels that “as health reform in Massachusetts continues to transform our healthcare
system, it is vitally important to understand how patients are experiencing their care. How
can we know if goals–high-quality and patient-centered care – are being met?” MHQP
surveys consumers about aspects of the primary care experience that are fundamental to
24

Regional Health Improvement Collaboratives

Barbra Rabson
Executive Director

high-quality care. The results of the patient experience survey are of special interest because
the survey was conducted about two years into the implementation of Massachusetts health
reform and allows comparisons with pre-reform data. On the positive side, the survey data
largely dispel fears that adding hundreds of thousands of newly insured patients to primary
care physician practices as a result of the Massachusetts reform law would adversely affect
doctor-patient relationships. At the same time, there is a need for continued improvement
in a number of aspects of patient care.
MHQP has been conducting this biennial Patient Experience Survey since 2005, when
it was the only one of its kind in the nation. It is much more than a patient satisfaction survey.
Patients assess their own experiences with multiple aspects of care, such as doctor-patient
communication, including listening and giving clear instructions; timely access to care;
knowledge of the patient’s medical history, values and beliefs; and coordination between
primary care doctors and specialists. Nearly 80,000 commercially insured Massachusetts
residents responded to the most recent survey about their experiences with adult and
pediatric primary care. Statewide, commercially insured patients’ ratings of their experiences
with primary care improved along several dimensions of the doctor-patient relationship
or were similar to prior MHQP survey results.
With the 2009 survey cycle, MHQP began to see examples of practices across the state that
used the reports to drive measureable improvement. Several practices that performed poorly
on the prior survey in the areas of integration of care and health promotion implemented
detailed improvement plans, leading to real improvement in performance. Although there
continues to be a need for improvement, patients are now reporting significantly better
physician knowledge of patients and there has also been some improvement in consistent
integration of care between primary care and specialist physicians and more reliable follow
up on lab results.
MHQP has addressed several notable challenges over the years. The first was building the
trust of the community. MHQP established consensus policies for how MHQP data could
be used, and maintained trust by assuring methodological rigor, attention to detail, and
giving stakeholders a voice at the table. Their reputation nationally also helped build local
acceptance. As they grew, keeping the coalition together by maintaining the commitment
of a diverse group of stakeholders and making sure their concerns and issues were addressed
was vital. Like many Collaboratives, generating ongoing financial support requires a
balancing of diverse activities and funding sources. Throughout its growth, retaining an
excellent and committed staff has been key to maintaining the organization’s success.
The founding vision of MHQP was that information should be shared not only with the
providers, but with the public. Despite this challenging philosophy, MHQP has successfully
balanced the dual goals of providing trusted information to physicians to improve the care
they provide to their patients, and providing this information to consumers to inform their
healthcare decision making. Summarizing the challenges ahead, Rabson notes that, “The
changes taking place in health care, in Massachusetts and nationally, are going to be complex
and challenging for many years to come. If the doctor-patient relationship suffers as a result,
the chances of success will be far more remote. By continuing to develop and report accurate,
reliable, and trusted information on the patient experience, we can build an early warning
system that will help keep us on track towards a more effective, efficient, and patient-centered
healthcare system.”
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Pittsburgh

Regional Health Initiative
The Pittsburgh Regional Health Initiative (PRHI) grew out of an effort in 1997 to
position the Pittsburgh region competitively by achieving “best in class” status in
a few select areas. Business leaders from the Allegheny Conference on Community
Development aspired to create, in Pittsburgh, the highest value (best quality at lowest
cost) health care in the U.S. The Jewish Healthcare Foundation (JHF) took the lead.
What started as the “Working Together Consortium” was eventually incorporated under
JHF as the Pittsburgh Regional Health Initiative.
Led by business and civic leaders, PRHI includes healthcare providers, insurers, purchasers,
and a consumer health coalition. The Collaborative’s mission is to perfect clinical practices
in health care. PRHI operates on the premise that quality assurance is the best cost
containment strategy. PRHI was among the first regional collaboratives to focus on care
improvement at the frontline, rallying clinical champions to use its Perfecting Patient CareSM
(PPC) process improvement method to prove that delivering best practices without error
or waste saves lives and money. The core concept is that value begins at the point of care.
Since its inception, PRHI has been headed by Karen Wolk Feinstein, PhD. PRHI co-founder,
former Alcoa Chairman and U.S. Treasury Secretary Paul O’Neill, was instrumental in
developing the founding vision of PRHI. He believed that the industrial engineering
processes (such as Lean and the Toyota Production System) that helped to make Alcoa
the safest organization in the world would work equally well to improve the quality and cost
problems of healthcare delivery. O’Neill was an early thought leader in seeing the societal
and business potential of value-driven health care. Feinstein had a unique role, serving both
as President and CEO of the Jewish Healthcare Foundation and of its supporting
organization, PRHI. As a student of social movements and revolutions, she recognized that
O’Neill’s prescription would be as challenging as it could be transformational. Guided by
a forward-thinking JHF board, PRHI set out on a “revolutionary” journey to perfect care
in acute, long-term and ambulatory care settings.
To achieve its vision, PRHI developed its own quality improvement method called Perfecting
Patient Care,SM derived from Lean methodology. Recently, PPC on-site coaching and face-toface educational sessions have been supplemented by a web-based quality improvement tool,
Tomorrow’s HealthCare.TM To date, more than 3,000 healthcare professionals, including
doctors, nurses, pharmacists, administrators, and technicians have received PPC training.
While the majority of the participants have come from facilities in the Pittsburgh area, PPC
teams have been recruited to do training in 26 states, 267 organizations, 137 hospitals and
practices, and for nine insurers. PRHI has successfully demonstrated the power of PPC to
deliver safer, more efficient, and proven care simultaneously. This track record has earned
PPC national and international recognition as a catalyst for breakthrough improvements in
every aspect of healthcare delivery: reducing hospital-acquired infections and patient falls;
reducing hospital readmissions among patients with chronic diseases; and improving the
quality of care in intensive care units, pathology labs, nursing homes, primary care practices
and community health centers.
Recently, awareness has grown about the financial disincentives for safety, efficiency and best
practices that are embedded in our healthcare payment systems; savings achieved with improved
care do not accrue to the providers who deliver care or the employers who pay for care.
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In response, PRHI’s parent organization, the Jewish Healthcare Foundation, created the
Center for Healthcare Quality and Payment Reform to provide thought leadership in delivery
and payment system redesign.
PRHI has been fortunate to have access to all-payer, hospital discharge data collected by the
Pennsylvania Health Care Cost Containment Council, enabling PRHI researchers to perform
unique and informative analyses that are being used to target quality improvement initiatives,
and to help healthcare providers identify patients at high risk for avoidable readmissions.
These studies informed the launch of PRHI’s Chronic Disease Readmission Reduction
Project, which enabled two community hospitals, each matched with an affiliated large
PCP practice, to achieve significant reductions in readmissions for patients with Chronic
Obstructive Pulmonary Disease (COPD). This project demonstrated that it is possible
to work across levels of care to improve patient outcomes that also generate savings.
PRHI’s work to reduce COPD readmissions is directly relevant to its recent efforts to develop
Accountable Care Organization (ACO) pilots. PRHI is now engaging two community
hospitals and their affiliated primary care practices to form Accountable Care Networks
around a coordinated readmission reduction program. In addition to community hospitals,
PRHI is unique in envisioning the role of safety net providers and long-term care facilities
in the ACO space. Also on PRHI’s current agenda:
• Helping community health centers, the core of the U.S. health safety net,
attain status as patient-centered medical homes, with support from the
Commonwealth Fund.
• Assisting nearly 1,000 local primary care physicians as they implement electronic
health records, as the Community Partner for the Centers for Medicare and
Medicaid Services Electronic Health Records (EHR) Demonstration in western
Pennsylvania to achieve quality improvements leading to meaningful use.
• Serving as subcontractor for the federal Regional Extension and Assistance Center
for Health Information Technology for western Pennsylvania (PA REACH West).
• Partnering with their region’s largest insurer to train hundreds of physician
practices to transform their operations by adopting EHR technology.
Finally, PRHI is extremely proud to be participating in a first multi-regional health
improvement collaborative partnership. PRHI, along with the Institute for Clinical Systems
Improvement and the Wisconsin Collaborative for Healthcare Quality, received Agency
for Healthcare Research and Quality funding for a joint project to integrate screening and
brief intervention for depression, and unhealthy alcohol and/or drug use in the primary
care setting. The AHRQ grant also provides for national dissemination of findings and
materials through NRHI.
A major challenge is spreading breakthroughs in best clinical practice and safety. Feinstein
notes that PRHI has created “Islands of Excellence” in units that adopt PPC methods.
However, she regrets that improvements in one part of a facility are rarely applied elsewhere
in the same institution. When a study by RAND suggested that the diffusion and
sustainability of process improvement breakthroughs depends on the volume and intensity
of training in any organization, PRHI sought to increase the reach of its training. In 2010,
PRHI launched an online, web-based management, education, and improvement tool called
Tomorrow’s HealthCare.TM The objective is to transform whole organizations by teaching,
supporting, recording, rewarding, and sustaining quality improvement.
Concludes Feinstein, “Organizational transformation is the gold standard. We are moving
beyond repairs. Fortunately, we are working with two hospitals, one skilled nursing facility,
a couple of FQHCs, and some entire departments that are well on their way to
transformational behavior and culture change. Stay tuned!”
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Greater Detroit

Area Health Council, INC.
The Greater Detroit Area Health Council (GDAHC) is both a Chartered Value Exchange
and an Aligning Forces for Quality community. This status supports its public reporting
efforts that include an expanded consumer website with healthcare comparison tools
–myCareCompare.org. Its success in engaging physicians enabled GDAHC to extend
its efforts to improve quality with its measurement and public reporting work from
hospital to outpatient settings. Achieving the participation rate of 80-90% of PCPs
in the region who now report key metrics is a huge accomplishment.
As a result, GDAHC now publishes reports in three core areas:
• Primary Care: The Physician Organization (PO) Performance Report shows
how well physicians in each PO provide care for their patients. Doctors also use
this report to see how they compare to other doctors, to learn from each other,
and to improve the care they give.
• Consumer Engagement: The Consumer Survey Report shows how consumers
in Southeast Michigan rate the care they are receiving for chronic diseases like
diabetes and asthma.
• Hospital Care: The Hospital Performance Report contains information about
the quality of care provided by hospitals located in the seven counties of
Southeast Michigan.
But GDAHC did not always have this focus. Its history is one of ongoing reinvention in
response to the changing imperatives of healthcare delivery, particularly as the local economy
experiences the enormous challenges associated with the transition of its industrial base away
from automobile production to an economy with more diversified and smaller businesses.
GDAHC was founded in 1944 as the Detroit Hospital Council trade association. In the 1960s,
it expanded to include payers and businesses, and through the 1980s was involved
in regional health planning. After the state of Michigan took over its Certificate of Need
program, group members continued to work on problematic health issues and developed the
GDAHC. It expanded membership to all interested stakeholders and focused on reinventing
the organization. Today, GDAHC members include health systems, providers, businesses,
payers, and governmental and community agencies.
In the 1990s, GDAHC focused on public health issues and improving population health
in addition to health system planning. The creation of GDAHC’s Value Purchasing Initiative
allowed self-funded, mid-sized businesses to pool purchasing on prescription, vision and
dental coverage as a cost reduction method–a program that continues today and provides
a revenue source for the Collaborative and an important resource for the region.
When Vernice Davis Anthony became GDAHC’s President and CEO 10 years ago, the
organization took the opportunity to rethink its role and what it could do for the region.
Focused on cost, quality, and access, it launched the “Save Lives, Save Dollars” program to
adopt standard performance metrics and measure performance, accelerate compliance with
evidence-based guidelines, pay providers based on performance metrics, and foster organized
systems of care. The program has demonstrated progress on diabetes, cancer screening, and
antibiotic use for children with upper respiratory infections.
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Anthony has a passion for community work. She was attracted to GDAHC because
of its focus on improving health status, reducing disparities and expanding access to care.
She brings to the job a wealth of community health experience, coupled with public policy
expertise, having served as Director of the Michigan Department of Public Health, as well
as Senior Vice President for Urban and Community Health for a large health system. These
positions were informed by her early career as a public health nurse where she learned
the vital skills of how to help different kinds of people and organizations work towards
a common goal. In her words, at GDAHC, “I get to do what I love the most and be able
to generate, through a multi-stakeholder collaborative, major change in a region that has
4.5 million people.”
The main challenge has been keeping committed, engaged stakeholders at the table. With the
economic downturn in the region and failures in the auto industry, GDAHC lost both big and
small partners. Businesses are distracted and less engaged. Maintaining funding as the
membership shrinks has been an issue and has stimulated GDAHC’s search for alternative
funding sources to support operations. Meanwhile, the increase in the uninsured population
added to the region’s challenges. “It’s a big stressor,” notes Anthony. “Access to care and the
impact of disparities has always been important to us. The recession reinforces the need
for us to continue to work on cost, quality, and access. We can’t increase access if we can’t
lower costs.”
With the passing of the Patient Protection and Affordable Care Act (PPACA) in 2010,
GDAHC, true to its mission, will engage in a strategic planning process over the next year
to refine its vision and define new opportunities for healthcare improvement in the Detroit
region afforded by the PPACA. In considering another reinvention, Anthony emphasizes that
the PPACA “is a mandate to test new models and see what works, including payment reform”
and feels confident that the GDAHC will again successfully draw on the kind of visionary
leadership that has helped GDAHC continually reinvent itself to meet new challenges over
the decades.
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Pacific Business Group

on Health

The mission of the Pacific Business Group on Health (PBGH) – a purchaser coalition – is
to improve the quality and availability of health care while moderating cost. Since
its founding in 1989, PBGH has been a leader in healthcare measurement, trend
moderation, and system accountability through public reporting. Like other business
groups on health, PBGH was founded to support the employers’ viewpoint on health
policy issues and to provide solutions for employers’ healthcare-related problems,
particularly the escalating costs of health coverage Although PBGH is a purchaser
coalition–and not a multi-stakeholder collaborative – it, uniquely, has two programs
that may be characterized as Collaboratives and that work in tandem with PBGH
on a value agenda. Both are coalitions of purchasers, health plans and healthcare
providers. Both are staffed and managed by PBGH as part of its Quality Measurement
and Improvement program.

California Cooperative Healthcare Reporting Initiative (CCHRI)
The first of these Collaboratives, the California Cooperative Healthcare Reporting Initiative,
was established in 1993 by PBGH, along with several convening partners. CCHRI establishes
and publishes common performance measures for health plans and medical groups and helps
drive quality measurement and improvement in California. It offers a standardized process
for collection and analysis for providers and health plans statewide, and acts as an
independent and impartial third party to assemble and analyze the data. CCHRI benefits
PBGH members and California consumers by assuring that plans can be compared on an
“apples-to-apples” basis. Since the start of reporting in 1994, CCHRI survey results on health
plans and physician groups have shown that there have been significant advances in patient
care and satisfaction. CCHRI’s major ongoing measurement projects include:

David S. P. Hopkins
Director of
Quality Measurement

• Physician Group Patient Experience Survey used by the IHA
Pay-for-Performance program
• Health Plan HEDIS Data Collection Project
• Consumer Assessment of Healthcare Providers and Systems
• California Physician Performance Initiative
• Physician-Level Patient Assessment Survey
• Provider After-Hours Access Survey

California Quality Collaborative (CQC)

The second program, the California Quality Collaborative, is a healthcare improvement
initiative that focuses primarily on re-engineering care in the outpatient setting to improve
the quality of performance. The mission of the CQC is to identify and accelerate the adoption
of proven innovations in ambulatory care to achieve the highest attainable value. By
promoting proven system changes and care redesign at physician practice sites, CQC aims
to improve health care for over 13 million patients in the HMO and PPO populations. CQC
is working on efforts to support and promote the redesign of health care to meet the Institute
of Medicine’s “Six Aims for Improvement” for health care that is: safe, effective, patientcentered, timely, efficient, and equitable.
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CQC has met many of its goals, including:
• Improvements in all seven chronic care metrics among the 1.5 million people
in the inland region of the state
• Boosted patient experience ratings for 6.5 million patients statewide
• A 15% reduction in ER visits in pilot sites in an 18-month period
• The engagement of 115 physician groups (providing care to 95% of
non-Kaiser HMO enrollees in California) in care improvement activities
Diane Stewart, director of CQC, says of the synergy between the two programs, “It works – CCHRI
measures and reports and CQC helps providers respond to those measures.” Stewart worked in healthcare
operations on the outpatient side before joining PBGH and the CQC in 2001. Earlier in her career at the
Harvard Community Health Plan, she saw firsthand the results of applying process improvement methods
to health care. Her work at the Palo Alto Medical Foundation also drew on manufacturing methods for
process improvement. Stewart’s appreciation of CCHRI’s statewide effort with providers and health plans
on quality reporting, and her experience chairing the CCHRI Provider Committee, made the organization
her top choice when she became interested in a different career path.
David S. P. Hopkins, PhD, is Director of Quality Measurement at PBGH and chairs the CCHRI Executive
Committee. His background is in statistics and operations research, but he made the switch to healthcare
administration in the early 1990s. While at Stanford University Medical Center, he went through the
Advanced Training Program in Health Delivery Improvement at Intermountain Healthcare. “It changed
my view of the world in relation to health care – I discovered how a quantitative person like me could help
sort things out and make sense out of the data, then work with clinical teams to improve care.”
Hopkins takes pride in the evolution in CCHRI’s reporting and the impact it has had in the state. The
health plan report card developed in the mid-1990s became richer and more useful over time. The original
medical group survey is still in use and now supplies data for the largest P4P (nearly 200 physician groups)
program in the country. He is excited by the potential of the California Physician Performance Initiative to
perfect techniques to measure performance at the individual physician level for use by physicians,
consumers, and health plans.
Another source of pride is the creation of the California Quality Collaborative as a result of the successful
CCHRI Diabetes Quality Improvement Project, originally launched in 1997 to promote best practices in
diabetes care. As the measurement set expanded, more providers came on board and more conditions were
addressed. In 2004, CCHRI launched the Breakthroughs in Chronic Care Program to focus on a broader
range of chronic conditions. In 2006, the program became independent of CCHRI and was renamed the
California Quality Collaborative and expanded again to target improvements in a broad range of clinical
conditions, patient service, and affordability within more than 110 physician groups and the 35,000
practices they support.
Both CCHRI and CQC have confronted challenges from those in the physician community who are not
convinced that claims data can be accurately used to measure quality. David disagrees with this sentiment,
however, asserting that, “Claims data can track key measures – like what tests have been done – basic, but
also important tests like pap smears, mammography screenings, and HbA1c for diabetes. Since the
measures are standardized and consistent across providers and years, they can be used for accountability
and pay for performance.” And as Sophia Chang, MD, Director of Better Chronic Disease Care at PBGH’s
partner, the California HealthCare Foundation noted, “CCHRI’s methodology is adapted to the unique
challenges of the state.” CCHRI collects data for the entire state of California, which is larger than many
countries. The achievement is all the more noteworthy given that California has tremendous regional
variation within the state, a fractionated payer system, and little support from the state government for
health improvement activities.
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Wisconsin

Collaborative for
Healthcare Quality
The Wisconsin Collaborative for Healthcare Quality (WCHQ) traces its origins
to the coincidental intersection of two separate yet related environmental forces.
One was the publication of a controversial statewide hospital report. Based solely
on claims data and published in 2001, the report ignited controversy. Provider
groups complained that the metrics were neither useful nor balanced, and expressed
interest in having a role in the development of measures that would actually help
them improve their performance. About this same time, the leaders of several of
Wisconsin’s large physician groups began exploring the feasibility of collaborating on
the development of a way of measuring performance at the delivery system — versus
health plan—level. So, in early 2003, chief executives from healthcare provider
organizations gathered to discuss forming a Collaborative. Recognizing the importance
of performance measurement, these leaders joined together in partnership with
healthcare purchasers to form the Wisconsin Collaborative for Healthcare Quality.
Today, WCHQ’s Performance & Progress Report aligns its measures with the Institute of
Medicine’s “Six Aims for Improvement” to raise the quality of care. WCHQ has developed
standardized data collection and analysis processes and tools for data submission. Its
comparisons spur demonstrable quality improvement and greater efficiency among
healthcare providers.
Chris Queram (now president and CEO of WCHQ) has been involved with the group from
its start. At the time the Collaborative was forming, Queram was the CEO of a local business
coalition called The Alliance. The Alliance’s mission was to purchase health care on the basis
of quality and value. Queram’s organization was among the early groups to get involved with
WCHQ. After WCHQ was formally launched, Queram served on the WCHQ board for two
years representing the business coalition. As WCHQ grew and required a different type
of leadership, he was invited to be CEO in 2005. “I was seduced by the vision, but also had
a level of comfort having worked with them for several years during their creation and as
a board member. I always recognized that transparency needed buy-in from physicians
to gain traction and WCHQ had that.” Queram had seen the organization’s commitment
to its approach and resulting success first hand.
WCHQ has both internal and external challenges. When Queram became CEO, the
organization had a very strong work group structure, but building on the existing structure
to realize WCHQ’s ambitious mission took hard work. Developing a business model, building
and sustaining infrastructure, and maintaining engagement of membership have been
challenging. Queram feels that it is vital to keep businesses at the table, but their commitment
varies with changes in leadership and pressure to show a return on investment for their
involvement. Externally, working within the state has not been easy. There is some confusion
between WCHQ and other organizations with overlapping missions. The state Medicaid
program is strained and has not had the resources to invest in learning about WCHQ’s
distinctive approach, despite its potential to save money and improve quality.
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WCHQ’s process involves physicians, data analysts, and quality specialists from the WCHQ
membership who develop ambulatory care specifications that include all patients and all
payers. Provider-sponsored health plans are prominent in Wisconsin. These plans are familiar
with the pluses and minuses of HEDIS measures, particularly their inability to measure
quality across payers. WCHQ’s multi-payer focus has involved as many health systems as
possible and engaged resources of most substantial health plans. Unlike many other
healthcare reporting organizations, WCHQ does not rely only on administrative claims from
commercial insurers to create their performance measures. Such claims-based reports exclude
Medicare, Medicaid and self-pay patients, which typically account for nearly 50% of clinical
practice. By uniting claims with clinical and patient data from multiple payers, WCHQ tracks
each provider’s entire practice. This comprehensive approach enables WCHQ to create a
sophisticated measure set that evaluates both clinical processes and intermediate outcomes,
like HbA1c, blood pressure and LDL control.
WCHQ has strong ties with the University of Wisconsin and is working with the faculty
on innovative projects with the goal of moving beyond measuring to using the measures
to motivate specific quality improvement actions. The projects include:
• An empirical evaluation of the impact of public reporting on clinical quality
and patient experience measures
• Linkage of clinical health care, health status, and county-level health datasets
to tell the “full story” of population health determinants and identify
opportunities for improvement
• Translational research using WCHQ member organizations as a research network,
and University of Wisconsin resources to assist with interventions focused on
improving quality, reducing costs and organizational change management
Wisconsin has an unusually high rate of electronic health record (EHR) adoption which
makes data collection easier. The city of Madison is home to Epic Systems Corporation,
a large EHR vendor. Wisconsin also has a higher than average proportion of large, multispecialty group practices which are more likely to invest in EHRs than small or solo practices.
Queram feels that WCHQ’s ability to improve the value of health care delivered in the state,
coupled with the state’s acceptance of EHRs (and soon health information exchange
capabilities, another WCHQ initiative) can be an economic driver for Wisconsin.
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HealthInsight
Receiving a Beacon Community Cooperative Agreement Program award in 2010
marked the culmination of HealthInsight’s 10-year journey to increase adoption
of electronic health records (EHRs), and to advance health information exchange,
public reporting, quality improvment and process redesign – efforts that have made
HealthInsight a trusted community resource in Nevada and Utah.
HealthInsight was founded as a Professional Standards Review Organization (PSRO)
in 1970 when the organization was tasked with improving the quality and efficiency of
services delivered to Medicare beneficiaries. Most PSROs conducted “peer review” work
to ensure that Medicare was paying for medically necessary care by reviewing patient charts
to identify instances in which professional standards were not met. The PSRO program later
was reinvented to become the current Medicare Quality Improvement Organization (QIO)
program. In response to the Institute of Medicine’s revolutionary recommendations, the QIO
program’s focus shifted to proactive community-based quality improvement and beneficiary
education in the early 1990s. HealthInsight initially performed peer review work as an affiliate
of the Utah Medical Association and then expanded into Nevada in the 1980s. HealthInsight’s
value-oriented work goes back to the mid-1990s. By that time, its formal affiliation with the
medical society had ended and the organization’s leaders developed a broader agenda.
Marc Bennett, president and CEO, has been with HealthInsight throughout its journey from
QIO to an organization dedicated to increasing value in health care. He joined HealthInsight
directly out of graduate school. At the time, he was simply happy to have a job. But he found
his niche and has gone on to serve and guide the organization for over 20 years – half of it as
the CEO.
Bennett’s vision played a key role in the creation of HealthInsight’s value agenda. One aspect
of the QIO program focused on 10 hospital process measures. The goal was to reach 100%
performance on those 10 measures no matter how long it took. Bennett felt that the level of
effort required to get to 100% on those 10 measures would not yield the same results as would
a more ambitious, multifaceted agenda. To advance this idea, HealthInsight identified major
drivers of change that would have a bigger impact on the system. These included health
information technology, payment reform, transparency, and consumer engagement.
Two organizational changes helped to solidify HealthInsight’s new approach. First, in 1995,
the board’s composition shifted from a physician majority to a more representative mix of
healthcare stakeholders – businesses, consumers, payers and providers. A few years later,
leadership felt that local, engaged governance was needed to propel their value initiatives
and so restructured the organization further. Today, HealthInsight is the management
corporation supporting two separate organizations with parallel structures in Nevada
and Utah – the Nevada Partnership for Value-Driven Health Care (HealthInsight Nevada)
and the Utah Partnership for Value-Driven Health Care (HealthInsight Utah).
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Prepared to tackle its new agenda with these organizational improvements in the early 2000s,
HealthInsight set a goal of getting EHR adoption to a “tipping point” that could make a
significant impact on care delivery. Early on, HealthInsight understood that the complexity
of the modern healthcare system demanded that human memory be supported by technology
to ensure patient safety. Fueled by the CMS Medicare Care Management Program pilot (Utah
was one of four states receiving the award for FY 2006) which supported EHR utilization to
manage chronic disease and preventive care, 60-65% of adult PCP services are now delivered
by providers using EHRs. This effort has laid a foundation for future endeavors. The Nevada
Partnership for Value-Driven Health Care and the Utah Partnership for Value-Driven Health
Care were both designated as Chartered Value Exchanges in 2008. Moreover, in 2010
HealthInsight was awarded the Health Information Technology Regional Extension Center
contracts for the Nevada and Utah regions.
Bennett is proud that HealthInsight’s reporting methods have drawn public attention to
problems and accelerated change by motivating poor performing organizations to shift
resources towards fixing problems. He is also pleased with the success in getting the Utah state
legislature to sponsor multi-payer payment reform activities. It has been a challenge, however,
to get multi-payer efforts going beyond talks. Bennett’s view is that changes will not be
adopted across the system if every payer has a different payment system – there needs to be
alignment of methods across payers or the providers will not make the needed changes in
their work to allow them to focus on efficiency and quality, rather than on volume.
In looking forward, Bennett believes the key will be to look beyond “single lever” changes that
are easily resisted or disregarded. In his words, “I believe that payment reform is the linchpin–
that is, everything else feeds off of that and any effort to work on other kinds of quality
components will be only marginally successful until we get payment reform to support and
sustain those initiatives – this will be the big driver of change in the system.” The Beacon
award supports HealthInsight’s full vision of a value agenda supported by payment reform
as a sustainability strategy. Bennett hopes that the Beacon award will work to pull all the levers
in the system and demonstrate lasting improvement.
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Oregon

Health Care Quality
Corporation
Like several other regional collaboratives, the Oregon Health Care Quality Corporation
(Quality Corp) originated from healthcare purchasers’ concerns about the quality and
cost of healthcare services for their employees and families. By 2000, the Oregon
Coalition of Health Care Purchasers, made up of both private and public employers,
had been working for several years with health plans to focus on quality improvement.
These informal discussions led to support for an organization that could bring together
multiple stakeholders to measure and report on primary care performance in Oregon.
A working group was formed to consider if the political, legal, and technical barriers to
pooling health plan data and using that information to spur change could be overcome.
“The answer was yes,” according to Nancy Clarke, who represented the Oregon Public Health
Department on the working group. A new non-profit emerged – the Oregon Health Care
Quality Corporation–with a multi-stakeholder board of directors and a broad mission to
collect, analyze, and leverage healthcare data for quality improvement, consumer information,
and payment reform. Nancy Clarke later became one of the executive directors of the
organization, overseeing a steady expansion of activities.
At the beginning, limited funding was the overriding issue. Early projects were supported
by local foundations, business groups, and state health agencies, and included collaboration
with Oregon’s Medicare Quality Improvement Organization.
In 2007, Quality Corp made three big strides. First, the Robert Wood Johnson Foundation
(RWJF) selected Quality Corp as one of its initial Aligning Forces for Quality (AF4Q) sites.
Then, in response, eight Oregon health plans agreed to work together for healthcare system
improvement and established a “venture capital” financing formula for Quality Corp.
Finally, the Oregon Coalition of Health Care Purchasers committed to a new healthcare
quality assessment tool (“eValu8”– created by the National Business Group on Health),
and made supporting Quality Corp one of its top priorities.
Quality Corp’s current major initiative, Partner for Quality Care, has evolved
into a three-pronged approach to improving health care:

Quality Measurement and Reporting
Quality Corp brings stakeholders together to create a single source of data for
assessing primary care quality at the clinic level across all payers using HEDIS
measures, the most widely used quality measurement tool for ambulatory care.
Quality Corp’s current quality measures are in diabetes, cardiovascular disease,
asthma, depression, women’s health, and pediatric care. Data come from 10 health
plans and include performance information for care provided by more than 75%
of primary care practitioners in Oregon. To date, three rounds of quality
measurement reports have been delivered to practitioners. Public reporting
began in 2009 for clinics with four or more adult primary care practitioners.
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Quality Corp has also worked with the Oregon Office of Health Policy and
Research, the Oregon Safety Net Advisory Council, the Oregon Office of
Multicultural Health, and the Oregon Association of Hospitals and Health
Systems to engage consumers, health plans, providers, and state agencies to
develop a voluntary state standard for collecting race, ethnicity, and primary
language data. In 2010, Quality Corp issued a report, “Creating a Voluntary
Standard for Collecting Race and Ethnicity” and continues to work with state
agencies and healthcare organizations to implement the voluntary standard.

Consumer Engagement
Quality Corp has developed a website for patients and consumers that provides
tips on getting quality care, and allows them to compare the quality of care in
hospitals and doctors’ offices in Oregon. In related work, Quality Corp and
PeaceHealth Medical Group are recipients of an RWJF grant to implement a pilot
program with five healthcare organizations that places patients at every level of
decision-making in health systems. The initiative includes a statewide learning
network, regional workshops, and a series of statewide reports on the status of
patient and family engagement.

Quality Improvement
Partner for Quality Care offers quality improvement coaching to interested
primary care providers at no charge. Two skilled quality consultants are available
to help manage and review data, identify areas for clinical improvement, develop
useful tools and interventions, and track results.
With funding from RWJF, Quality Corp and the Oregon Association of
Hospitals and Health Systems have enlisted 15 hospitals in the Aligning Forces
for Quality Hospital Quality Network. Hospitals are engaged in initiatives to reduce
readmissions, improve emergency department efficiency and quality, and address
language barriers.
According to Nancy Clarke (who recently stepped down and was succeeded by Mylia
Christensen as Quality Corp’s executive director), “Winning physician support was our
greatest challenge. We wanted this to be something we did with doctors rather than to
doctors. With enormous outreach and real listening, we succeeded. We made a pledge to
never have a meeting unless at least one doctor, one consumer, one plan and one purchaser
were in the room at the same time. We’ve stuck to it; the dialogue is what matters.”
With this strategy as a constant, Quality Corp’s new Executive Director, Mylia Christensen,
says she will be focusing on “developing a sustainable business model that builds on Quality
Corp’s progress toward improving healthcare quality in Oregon.”
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Health Improvement
Collaborative of

Greater Cincinnati
The Health Improvement Collaborative of Greater Cincinnati (the Collaborative)
was formed in 1992 as an incubator for innovation to create a healthier community.
Initially focusing on direct service public health projects, the Collaborative has
become a driving force for regional healthcare transformation.
In 2007, the Collaborative was tapped by the Robert Wood Johnson Foundation to pilot its
ambitious Aligning Forces for Quality (AF4Q) initiative in Cincinnati. In further recognition
of its central role in regional health systems improvement, the greater Cincinnati community
was awarded a Beacon Community Cooperative Agreement Program grant. The
independently operated subsidiary of the Collaborative, HealthBridge, was the lead grantee.
In addition to being the linchpin in the community’s Beacon Community program,
HealthBridge is the nation’s largest electronic health information exchange. Other partners
include the Cincinnati Children’s Hospital Medical Center, General Electric, the Greater
Cincinnati Health Council, and the University of Cincinnati – all organizations with a history
of working with the Collaborative. Then, when the Greater Cincinnati Health Council
hospital association took the lead in securing a second round of AF4Q funding for the region,
the partners were able to expand the initiative to address issues of inpatient quality and equity
of care.
With support from a local health system for community-wide healthcare performance
and public reporting, the Collaborative is nearing its goal of having quality metrics from
50% of PCPs in its region. Also at the cutting edge, in 2009 the Collaborative launched
a patient-centered medical home pilot. The Collaborative’s previous work on public reporting
with payers, hospitals and affiliated physician groups laid the foundation for the development
of the pilot. Significantly, the three major health plans in the region have agreed to pay
practices an additional fee for case management.
The Collaborative’s role as a trusted neutral convener of diverse community stakeholders
was ideal for taking on these transformative functions. The hospitals were looking to build
ties with other healthcare stakeholders in the Cincinnati region and began working with
physicians, businesses and other community groups on moderately successful, small
scale health improvement programs. The group received some early support from local
businesses and foundations looking for public service projects, but the Collaborative was
decidedly under-resourced in its early years.
With the arrival of Greg Ebel as Executive Director in 2006, the organization shifted its vision
and developed a plan for growth in order to tackle major system-level change. Working
towards redesigning a value-driven system, as opposed to pursuing incremental change,
resonated with the Collaborative and its partners.
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It was helpful that Ebel understood the needs of local businesses in terms of health care.
He had spent 30 years in corporate human resources before changing careers to fulfill a
longtime interest in public service and policy. His positive experience working with leaders
of one of the Collaborative’s partner organizations, the Health Foundation of Greater
Cincinnati, was another factor in his decision to accept the position. The Collaborative’s
new focus on increasing value across the healthcare system appealed to local stakeholders,
including health plans and employers, spurring them under Ebel’s leadership to become
more engaged in working together on larger-scale initiatives.
Ebel attributes some of his organization’s success to good timing, coinciding with the
availability of funds (public and private) for efforts that matched the Collaborative’s vision.
Another key factor is a seemingly endless network of partnerships with a diverse group
of large businesses, providers, non-profits, academia, and payers who share a vision and
are open to leveraging each other’s resources on joint projects that advance a healthcare
value agenda.
Despite its success, keeping stakeholders engaged is a constant endeavor. The Collaborative’s
biggest challenge has been sustainability. “It’s one thing to get people to sit at the table; it’s
quite another to get them to write a check. You must offer stakeholders products and services
they value and will pay for, as the days of charitable contributions for the sake of a good cause
are behind us. We are getting closer to that point but are not there yet,” says Ebel. A more
satisfying challenge is keeping up with the staffing and infrastructure needed to support the
Collaborative’s recent, tremendous growth. For the Collaborative and its partners, it has been
a case of the bigger the vision, the greater the success.
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Healthy Memphis
Common Table

Among Regional Health Improvement Collaboratives, Healthy Memphis Common
Table (HMCT) is unique, evolving in 2003 out of a grassroots non-profit called Just
Health Foundation which was formed to improve public health education
and healthcare systems.
HMCT was the creation of national experts such as Bob Waller, MD, CEO Emeritus of Mayo
Clinic, who called for a “common table” in Memphis to get people working together to solve
health problems. Don Berwick, MD, along with other Institute for Healthcare Improvement
leaders, helped focus the community on diabetes and obesity. Initially, founding members
of HMCT, including representatives of various health improvement organizations, agencies,
and passionate individuals, met around their own dining room tables to discuss ways to
improve health in the Mid South.
HMCT’s first major event attracted more than 1,000 people to address childhood obesity
and its impact on overall population health. Today, Healthy Memphis Common Table
is a collaborative of over 200 organizations in Western Tennessee. Over 60 committees,
or “common tables,” are convened to address such issues as childhood obesity, general health
improvement, healthcare quality, public reporting, health equity, and payment reform.
Since 2003, HMCT has built a brand as a neutral and unique organization. The HMCT
approach– to gather people around a common table and create conversations that generate
regional change– takes advantage of the collective strength of the community to achieve
the greater good. Participants address both population health reforms at a macro level
and healthcare delivery system reforms at a micro level. There are numerous “tables”
around which conversations are ongoing about issues of importance to the community
with stakeholders leading the efforts. HMCT supports the agendas emerging from the
“tables”–whether the stakeholders are business people, healthcare providers, religious leaders,
or neighborhood groups. The requirement is that regular meetings are needed
to sustain change. HMCT has evolved to focus on policy changes related to such public
health issues as nutrition and smoking cessation, and is guided by the conviction that
societal changes need to support individual behavior change –“We have to make the healthy
choice the easy choice.”
Led by CEO Renee S. Frazier, HMCT’s priority focus is to bring more attention to
transparency and public reporting in order to help consumers select physicians and make
better healthcare decisions. Toward this end, HMCT conducted a patient survey on
consumers’ experiences in physicians’ offices and published performance rankings of local
physicians in a magazine format that reached 53,000 people. Frazier notes that, “in 2010 we
were very successful in creating community public reports on hospitals, physicians, and
medical offices for our website. The website has over 1,500 users who find it a trusted source
of key healthcare information.”
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Frazier moved to Memphis to join HMCT in 2009. She had been looking for something more
community-based after working many years in corporate settings. Prior to joining HMCT,
she served as the regional senior vice president and executive officer of VHA Pennsylvania,
a division of the national hospital alliance, VHA Inc. She also served as a vice president of
BlueCross BlueShield of Maryland and chief operating officer for Liberty Medical Center and
Lutheran Health Care Corporation. Frazier had been one of the founding board members
of the Pittsburgh Regional Health Initiative and was intimately familiar with Regional Health
Improvement Collaboratives and the “value movement.” She considers her experience
working in the health insurance and hospital industries, as well as early work with the
Medicaid population and community health centers, as enabling her to “understand the
perspectives of various stakeholders. HMCT is a perfect match with my cross-sectional
experience, my commitment to transparency, and my passion for community-based efforts,”
says Frazier.
HMCT’s primary concern has been finding sustainable sources of funding. Given the
diversity of its “tables,” HMCT is not supported by one particular group of stakeholders
and is not backed by a foundation. Because HMCT has an agenda beyond that of traditional
business groups on health, employers have not been a source of ongoing revenue.
Nevertheless, HMCT has been successful in receiving many grants, including The Merck
Company Foundation, The Assisi Foundation of Memphis, Inc. and an AF4Q grant. Frazier
is most proud of HMCT’s work in supporting community-driven neighborhood agendas.
Working with local churches, HMCT was able to bring in $2 million to the community to
support a diabetes program around nutrition education, exercise and self management. In the
summer of 2010, HMCT partnered with various community organizations to open a farmers
market in a very low-income community in South Memphis that had been a “food desert”
with no grocery stores within 15 miles.
“We are having the richest conversation around healthcare changes that I have ever
experienced. Regional Health Improvement Collaboratives focus the conversation
on issues that are important to their region and can respond quickly in a rapidly evolving
environment.” Frazier feels that Congress is interested in hearing from the Collaboratives
about what issues are important to their neighborhood and regional constituents, the
dynamics of community relationships, and how Collaboratives can work in unique ways
to address the issues.

Essential Elements For Successful Healthcare Reform

41

ALIGNING FORCES
FOR QUALITY

SOUTH CENTRAL PENNSYLVANIA
Aligning Forces for Quality – South Central Pennsylvania (AF4Q-South Central PA) was
created in 2007 when the Healthy York County Coalition was awarded an Aligning
Forces for Quality grant. The initiative allowed the local community to begin its
collaborative journey to improve health care for individuals with chronic illnesses such
as diabetes and heart disease. The initiative, known as AF4Q – South Central PA, started
as an ambulatory quality improvement-focused project. It has expanded to target
gaps in quality which relate to inpatient, emergency room and transitions between the
various healthcare providers. Employers, health plans and patients have joined together
with healthcare providers to achieve the right care, at the right time, in the right way.

Aligning Forces
for Quality
South Central PA

Partnership, innovation and compromise are key elements of AF4Q – South Central PA’s
success. The following outlines some of the work being done to date:

Performance Measurement and Public Reporting
For over ten years, South Central Preferred, a leader in health management, has been
collecting quality data, but not publicly reporting it. AF4Q – South Central PA began
working with South Central Preferred in 2007 to reconfigure the data so it could be
reported online through Aligning Forces for Quality’s Community Checkup. The two
organizations partnered to report primary care practices’ quality measures for diabetes and
heart disease. Now, more than half of the primary care practices in the two counties have
submitted data voluntarily, and the Pennsylvania Health Care Quality Alliance has joined
forces with AF4Q – South Central PA to report hospital discharge data from the four
hospitals located within the two-county area.
Over time and with three rounds of reports, significant improvements have been seen. The
participation of practices has increased. More data is being collected including total charges
for specific conditions, how long patients are staying in the hospital, and readmission rates.
And the Community Checkup is working to become more consumer-friendly with
feedback from fellow Regional Health Improvement Collaboratives and website users.
“Doctors are learning from each other, doing comparisons against other practices, and
creating an ongoing dialogue,” states Christine Amy, project director for AF4Q – South
Central PA. She adds, “patients are becoming more engaged with their health, and
understanding that resources are available for them. Employers can share the information
with employees, use it to ensure their benefits, cover the needs of their employees, and
encourage healthy behaviors.”

Consumer Engagement
Since its inception, AF4Q – South Central PA has worked to understand consumers’ needs.
Hundreds of area patients with diabetes, coronary artery disease or heart failure
participated in a consumer research panel to assist the organization in evaluating its
effectiveness, and identifying ways to improve patient comprehension of quality issues. The
participants completed two surveys over a two-year period, answering questions about
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patient-doctor communication, preparing for doctor visits, use and understanding of
healthcare quality information and more. Overall, the results showed that patients were
generally satisfied with the health care they received, but the findings also indicated there
were gaps. For example, many patients with chronic conditions are not able to maintain
healthy behaviors over time or during times of stress.
Using this information, leaders developed the “I Can! Challenge”. The challenge helps
patients to adopt healthy habits through classroom instruction and peer group support.
Patients are also able to participate online.
In addition, leaders of AF4Q – South Central PA’s health literacy task forces are teaching
consumers what it means to be an engaged patient through its Patient Empowerment
Trainings. This train-the-trainer approach teaches consumers to take their knowledge into
the community and train others to become empowered.

Quality Improvement
AF4Q – South Central PA’s stakeholders are coming together to offer tools, programs and
specific techniques for improving care. Some of the accomplishments since its start include:
• Heart Failure and Blood Sugar Zone Tools — these tools were published and
made available community-wide to help patients with heart failure and diabetes
understand their condition and determine if they need to contact their
healthcare provider.
• Physician Clinician Learning Network — these meetings provide an opportunity
for physicians to share best practices and gain insight on what’s working or not
working for the community.
• Planned Care Collaborative — family medicine, internal medicine, and specialty
practices are working on improving patient care for individuals with diabetes.
Practices strive to achieve key performance measures with the help of coaches
from the business community. The coaches are trained in lean methodologies to
reduce waste and free up resources, so the practice can better manage its patient
panels. In its second year, AF4Q – South Central PA has helped 16 local
practices prepare to achieve NCQA Patient-Centered Medical Home
recognition.
• Transforming Care at the Bedside — the medical and surgical units of York and
Adams counties’ hospitals are aiming to improve the quality of patient care and
patient service, provide more effective care teams, increase staff satisfaction and
retention, and become more efficient at the bedside in medical and surgical
units.
Improving the quality of care across America takes time, and AF4Q – South Central PA is
honored to be the local Regional Health Improvement Collaborative. The organization is
committed to bringing community leaders, patients, doctors, nurses, employers and
insurers together to make needed improvements.
Summarizing her vision for the future, Amy concludes, “Given today’s complicated
healthcare system, some may see it as impossible to change, but over the past few years we
have accomplished great results, and look forward to continuing our efforts. We are eager to
continue down this path of discovering and implementing best practices in order to provide
better quality care.”
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INTEGRATED

HEALTHCARE ASSOCIATION
The Integrated Healthcare Association (IHA) is a nonprofit multi-stakeholder leadership
group that promotes healthcare quality improvement, accountability and affordability
in California. IHA convenes and collaborates with diverse healthcare stakeholders on
a variety of critical healthcare issues, administers regional and statewide programs,
and serves as an incubator for pilot programs and demonstration projects. Principal
projects include the California Pay for Performance (P4P) program, measurement and
reward of efficiency in health care, value-based purchasing of medical devices, health
care affordability, bundled episode-of-care payments, administrative simplification,
accountable care organization (ACO) models, and prevention programs directed at
obesity.
Established as a statewide association in late 1994, IHA is governed by a 38-member board
of directors with equal representation from health plans, physician groups, and hospital and
health systems. Our mission is to create breakthrough improvements in healthcare services
for Californians through collaboration among key stakeholders. Accomplishing this
mission involves a focus on education, policy influence, project development and program
administration. IHA’s strength is its ability to bring together leaders from all key sectors of
health care in California to promote innovation through both individual and collaborative
efforts.
The California P4P program began in 2003 and is a story of consensus building and
engagement. The program enables physician organizations to earn health plan incentive
payments based upon performance against a set of 85 quality and efficiency measures.
Results are publicly reported and top performers are recognized in a yearly awards
ceremony. IHA is responsible for collecting data, deploying a common measure set, and
reporting results on behalf of eight health plans for approximately 35,000 physicians in 200
physician groups, representing almost 10 million members. It is the largest nongovernmental physician incentive program in the U.S. Bonus payments to physician groups
by participating health plans total approximately $400 million since 2003, including
estimated payouts in 2011.
P4P has successfully raised awareness and acceptance for the use of objective measures in
healthcare quality performance, increased accountability of health plans and physician
groups, and helped identify variations in clinical care results related to socioeconomic
status. IHA is currently developing a value-based purchasing model using performancebased contracting to incorporate cost and quality measures to produce a total cost-of-care
measure.
IHA is implementing a demonstration project funded by the Agency for Healthcare
Research and Quality to test the feasibility of bundling payments to hospitals, surgeons,
consulting physicians and ancillary providers for selected inpatient surgical procedures. The
demonstration is expected to enable improved patient care quality and efficiency, and
facilitate shared savings among health plans, providers, employers, and patients.
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The demonstration will include a rigorous evaluation of the impact of bundled episode
payment on both clinical quality and healthcare costs in comparison to current payment
mechanisms. These evaluations will be carried out independently by the RAND
Corporation and by researchers associated with the University of California at San
Francisco and Berkeley.
IHA launched a value-based purchasing initiative for the New Medical Technologies project
in 2008 to improve data transparency and payment methods for high-value medical
devices, including orthopaedic and cardiac implants, in the California healthcare system.
This project brought together prominent hospital systems across the state to develop
purchasing benchmarks and to participate in the exchange of best practices through
collaborative roundtable events.
California’s unique 30-year experience with physician organizations that coordinate care for
defined patient populations offers valuable lessons — both positive and negative — for
healthcare leaders who are now creating accountable care organizations (ACOs) as
described under federal health reform legislation. In 2010, IHA published a white paper
which described California’s healthcare system as a robust laboratory for understanding
ACOs and answering crucial questions about their potential to promote higher quality and
more efficient healthcare delivery in the U.S. The lessons shared in the paper were derived
from a careful examination of questions surrounding five key features of the California
ACO experience: organizational structure, payment methods, relations with health
insurance plans, maintenance of consumer choice, and public policy and regulation. IHA is
publishing a second white paper entitled Provider Coordination and Patient Choice:
Applying ACO Principles to the Commercial PPO Population.
In partnership with a number of healthcare stakeholders, IHA has developed a standardized
Division of Financial Responsibility (DOFR) template for use in contracts involving
capitation among health plans, physician organizations, and hospitals. The DOFR provides
a framework for these organizations when allocating financial responsibilities for services
and includes a standard set of 104 health care service categories and 10,000 associated
billing and revenue codes. It gives plans and providers a uniform starting point for
capitated payment negotiations and assignment of risk. The standard set of service
categories and associated codes help organizations define lines of responsibility, reduce
payment ambiguities, minimize administrative burdens associated with managing multiple
risk relationships, and lower costs associated with misdirected claims (“claims ping-pong”)
that also lead to consumer frustration with their care experience.
IHA has 15 employees, is based in Oakland, California, and has considerable organizational
experience and expertise in performance measurement, public reporting, data aggregation,
use of multi-payer information, payment reform models, and value-based purchasing. IHA
actively convenes regional and national conferences to provide a forum for collaboration,
shared learnings, and innovation.
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THE IOWA HEALTHCARE
COLLABORATIVE

The Iowa Healthcare Collaborative (IHC) is a provider-led and patient-focused nonprofit
organization dedicated to promoting a culture of continuous improvement in health
care. Created in 2004 through a partnership between the Iowa Hospital Association and
the Iowa Medical Society, IHC uses a “multi-stakeholder” approach to bring together
and engage physicians, hospitals, insurers, employers, consumers and other community
partners to share data and rapidly deploy best practices. Since its formation, Thomas
C. Evans, MD, has served as the leader and visionary of IHC. Its mission is to facilitate
exceptional healthcare quality and safety in Iowa.
IHC’s strategic plan is founded upon three major cornerstones:
1. Promote responsible public reporting of healthcare information
2. Align and equip Iowa healthcare providers for continuous improvement
3. Raise the standard of health care in Iowa
Through these cornerstones, IHC aims to catalyze improvement in the healthcare delivery
system. IHC’s vision is to create an Iowa healthcare culture of continuous improvement in
quality, safety, and value that provides the most effective and efficient care in the nation.
IHC believes you can’t improve what you don’t measure. Since 2005, IHC has promoted
responsible public reporting of healthcare information and transparency in healthcare
performance by producing a public report — the Iowa Report — that presents information
on national, state, and hospital-specific performance for over 70 quality and patient safety
measures. IHC engages a wide variety of community-based healthcare stakeholders in
development of an Iowa reporting system that ensures IHC conducts responsible public
reporting of performance for all of Iowa’s 118 acute care, non-federal hospitals. This
collaborative, community-based measurement and reporting provides the foundation for
quality improvement efforts.
Much of IHC’s quality measurement and reporting infrastructure is supported by various
learning programs and quality improvement initiatives. IHC utilizes these programs and
initiatives to align and equip healthcare providers to raise the standard of healthcare
delivery.
The Hospital Learning Community (HLC) was developed in 2006 to support hospitals and
physicians around national best practice. Primary areas of focus have been in patient safety,
healthcare-associated infection (HAI), cardiovascular care, and leadership. The HLC uses a
collaborative approach to rapidly deploy best practices from one corner of the state to the
other. IHC brings these key stakeholders together through conferences, monthly conference
calls, and webinars. Hospitals explore and embrace new standards of care, and work
together to understand and remove barriers that hinder their use.
IHC strongly supports the application of Lean performance improvement principles in
healthcare, more widely recognized as the Toyota Production System, to streamline
processes, reduce waste, and reduce the cost of care. IHC sponsors the Lean Introduction
Series, which provides exposure to the basic components of process improvement and to
the early steps in changing the culture. IHC also developed the Lean Application Series in
2007, to give participants a chance to work on performance improvement projects at their
own facility while gaining the critique of field experts over a 12-week series.
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Initiatives such as the Patient-Centered Medical Home (PCMH) model are aimed to equip
physicians and clinics across the state to provide care through prepared, proactive, and
patient-centered practice teams. It also works to create a more engaged patient who is an
informed and active partner in his or her care. Iowa physicians have shown high interest in
the PCMH, and IHC believes this model of care is a means of improving quality, patient
safety and the value of care delivered to the citizens of Iowa. IHC also convenes a biannual
Medical Home Learning Community Conference to focus on practice transformation and
explore best practices in the state’s clinician community.
IHC’s HAI reduction initiative focuses on several aspects of infection prevention and
reduction. IHC has led the development of a statewide system for infection data collection,
measurement, and reporting. For several years, IHC has included many infection-related
public reports of hospital infection prevention performance in the Iowa Report. The
measurement and reporting activities provide the basis for multiple IHC-led performance
improvement initiatives. For example, Iowa hospital infection preventionists are engaged in
monthly conference calls designed to align and equip hospitals with the evolving national
measurement/reporting infrastructure and best practices for infection prevention. The HLC
program provides another venue for infection preventionists and hospital quality leaders to
review and share best infection practices. Additionally, IHC has joined with other partners,
such as the Iowa Department of Public Health, in providing tools and support for hospital
efforts focused on reducing catheter-associated urinary tract infections and Clostridium
difficile infection, among others.
IHC also focuses on improving the quality and safety of care provided for patients with
cardiovascular disease. It led the development of a statewide cardiovascular plan, sponsored
by the state government. IHC’s work supports the Iowa Comprehensive Cardiovascular and
Stroke Plan 2010-2014, which builds on the work of the Institute for Healthcare
Improvement’s 100,000 Lives Campaign and the 5 Million Lives Campaign. The plan aims
to increase the quality and years of healthy life for Iowans through reduction in morbidity
and mortality of cardiovascular disease by bringing together key stakeholders including the
Iowa Department of Public Health, American Heart Association, Iowa Hospital
Association, Iowa Department of Education, American Stroke Association, and the Iowa
Department of Transportation.
Most recently, the IHC is playing an active role as a statewide convener of providers under
the national Partnership for Patients initiative. Under IHC’s leadership, all 118 of Iowa’s
community hospitals have pledged their commitment to this national initiative. Within the
context of the effort, IHC is leveraging its experience with public reporting and quality
improvement to align and equip Iowa providers to reduce events associated with the two
focal points of the initiative — keep hospital patients from getting injured or sicker, and
help patients heal without complications.
IHC recognizes this is an exciting time within the healthcare industry. There is a national
heightened sense of urgency to improve the current healthcare delivery system
infrastructure, processes, and related outcomes. There are many “levers” of systemic change
either in play or planned for introduction in the near future. Certainly, the transformative
forces applied by these levers will alter the way care is provided and paid for in the U.S. The
Iowa Healthcare Collaborative believes it will play an important role in aligning and
equipping its healthcare community to be successful providers of safe, timely, efficient,
effective, equitable, and patient-centered care within a new healthcare environment.
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LOUISIANA

HEALTH CARE QUALITY FORUM
The Louisiana Health Care Quality Forum (Quality Forum) was created in response to
recommendations made by the Louisiana Health Care Redesign Collaborative. This
group was tasked with addressing the massive healthcare issues that existed in the state
following Hurricanes Katrina and Rita in 2005.
The powerful one-two hurricane punch left the state’s healthcare system shattered, but then,
it also provided the opportunity for Louisiana to rebuild by reforming health care financing,
improving quality, redesigning care delivery and advancing an information technology
system.
The Quality Forum was established during the 2007 regular session of the Louisiana
Legislature, which directed the Louisiana Department of Health and Hospitals (DHH) to
engage in a cooperative effort with public and private organizations. That group was then
challenged to develop and implement a practical blueprint for an evidence-based, qualitydriven healthcare system in Louisiana. Through the efforts of more than 40 healthcare and
consumer groups, the Quality Forum emerged that year as a private, nonprofit organization
dedicated to planning, promoting and conducting healthcare quality improvement
initiatives in Louisiana.
Today, the organization is led and governed by a volunteer board of directors that
represents a cross section of healthcare stakeholders including providers, payers, purchasers
and consumers. Hundreds of other stakeholders provide expertise and guidance by
volunteering their time on workgroups and task forces. Professional staff members direct
and manage the Quality Forum’s programs and operations on a daily basis. Together, these
groups focus on key initiatives that include quality measurement, clinical quality
improvement, the patient-centered medical home and health information technology.

Cindy Munn
Executive Director

Since its creation, the organization has achieved many notable accomplishments. In 2008,
the Quality Forum was designated as one of the country’s first 14 Chartered Value
Exchanges, and is the only one in Louisiana, as well as the southern region. This distinction
recognized the organization’s strong commitment to improving quality and value in health
care and positioned it as a valuable resource in the state’s healthcare reform movement.
That same year, the Centers for Medicare and Medicaid Services selected the Quality Forum
as one of 12 partners nationwide to participate in the Electronic Health Records (EHRs)
Demonstration Project. This project enabled the organization to partner with
approximately 200 Louisiana physicians to foster the adoption and implementation of
EHRs and health information technology — a goal that aligned well with the Quality
Forum’s mission.
In 2009, the Louisiana DHH named the Quality Forum as the state-designated entity to
lead planning and implementation of health information technology grants made available
by the American Recovery and Reinvestment Act of 2009. The following year, the U.S.
Department of Health and Human Services awarded approximately $18.3 million in grant
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funds to the Quality Forum for two major initiatives: 1) to serve as the Regional Extension
Center for Louisiana and assist 1,042 providers and 64 critical access/rural hospitals
transition to EHRs, and 2) to implement a statewide health information exchange for the
state.
An additional 2010 achievement included receiving the prestigious National Health Care
Quality Award from the National Committee for Quality Assurance. The honor recognizes
the Quality Forum’s collaboration with a group of New Orleans-based organizations to
develop a community-based health network in the aftermath of Hurricane Katrina.
More recently, the Forum adopted the Louisiana Physician Order for Scope of Treatment
(LaPOST) as a new program to extend its mission. LaPOST aims to improve end-of-life
care in Louisiana by honoring the healthcare wishes and goals of people with life-limiting
illnesses.
Another current project is the development of an all-payer claims database which will
enable the Quality Forum to analyze factors leading to rising costs in health care and to find
solutions to better health outcomes in the state. In addition, the database may be used to
support the medical home initiative, along with a projection calculator which would allow
physicians to estimate costs of transitioning to a medical home model.
In early 2011, the Quality Forum underwent re-branding and introduced a new theme that
not only captures its spirit, but also its strength — Working Together for a Healthier State.
Cindy Munn, executive director for the Quality Forum elaborates, “Collaboration is the
cornerstone of our mission. We recognized early on that all stakeholder groups must be
engaged when discussing, planning and implementing change in health care. We also
believe that the key to developing relationships and encouraging participation among these
groups lies in understanding the value proposition from different stakeholder perspectives.
To that end, the Quality Forum has emerged as the trusted resource that facilitates
collaboration among stakeholders in Louisiana.”
As noted earlier, the Quality Forum’s main areas of focus are quality measurement and
analytics, clinical quality improvement, the patient-centered medical home and health
information technology, but they are not independent programs. According to the Quality
Forum’s president, Karen DeSalvo, MD, “these initiatives are designed to support and
reinforce each other while broadening the Quality Forum’s overall mission.
“Each one works in concert with the others to improve healthcare quality, safety and
efficiency; to engage patients and families in their own care; to expand population and
public health reporting; to further the state of health information technology; and to ensure
the privacy and security of health information.”
Today, the mission and commitment of the Quality Forum remain constant amid an
ever-changing healthcare landscape. As an organization created in the wake of disasters, the
Quality Forum stands ready to meet the challenges ahead with a determined, innovative
and cooperative approach to transform Louisiana’s healthcare system.
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THE MAINE HEALTH
MANAGEMENT COALITION

The Maine Health Management Coalition (Coalition) has emerged as a strong force in effecting
healthcare change around the country. Its work has been cited by groups like the Institute of
Medicine, the National Quality Forum and the Robert Wood Johnson Foundation, as a model
for the future, and as an example of what we can accomplish when purchasers and providers
put their differences aside to address common problems.
The Coalition began in 1993 as an attempt to understand variances in healthcare costs around the
state. Its founders believed that by pooling claims data from large employers around Maine they
would be able to get a clearer picture of the problem at hand. After assembling a comparative
database of claims information, however, they found that it was impossible to fully understand the
variances without first having access to data on the effectiveness of health services. It was from this
realization that a fruitful dialog between clinicians and employers arose that has continued over
the last 18 years.
Working together as part of the Pathways to Excellence program, the group began to develop and
publicly report performance measures as a means of rating the quality of healthcare delivered to
the people of Maine. With input from everyone around the table, an equitable method of judging
clinical effectiveness began to take shape. Beginning with the agreement to start measuring
adherence to evidence-based guidelines, the group progressed to reporting outcome measures,
and soon will be reporting cost and efficiency measures. Today every hospital in the state, and
approximately 65% of primary care physicians, voluntarily report data for publication on the
Coalition’s sister organization’s website, www.getbettermaine.org. With such a long history of
statewide collaboration, there is little wonder why the Maine Health Management Coalition was
the first of fourteen communities around the country to be designated as a Chartered Value
Exchange by the U.S. Department of Health and Human Services and the Agency for Healthcare
Research and Quality (AHRQ).
These collaborative efforts have yielded some impressive results over the last few years. Since 2007
the state of Maine has increased its ranking in AHRQ’s State Snapshots, a measure of overall
health quality, from number 14 to number 3. ARHQ’s research also shows that although Maine
has the highest percentage of non-pregnancy related diabetes in New England, its rate of avoidable
admissions for diabetes is half that of regional and national norms. Unfortunately for the
physicians who have been working together to improve quality, better health outcomes have also
meant decreasing office visits and a shrinking bottom line. A shift was needed that would
reimburse providers for outcomes over outputs.
So began the Coalition’s effort to aid in the development of alternative payment agreements
between employers, the government and the clinical community. The new reimbursement system
needed to support an innovative model of care that placed more resources on the front end of the
healthcare cycle and drastically reduced the financial impact of neglected chronic conditions.
The Patient-Centered Medical Home model arose as the foundation of this new coordinated
system, and was strongly supported by Coalition purchasers and payers. When an opportunity to
win financial support from the Centers for Medicare and Medicaid Services to compensate
primary care practices embracing the model arose, the pilot leaders rallied the State Medicaid
program and other Coalition members to secure $28 million in funding. Stretching over a threeyear period, the grant allowed for increased payments to medical home providers to support the
services they need to provide patient-centered care. The additional Medicare dollars supplemented
the increased payments already provided to medical homes by the state Medicaid program and
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large employer members of the Coalition. The Coalition also revised their publicly reported
quality metrics to give the highest ranking possible on office systems to those practices who have
obtained patient-centered medical home recognition from either the National Committee for
Quality Assurance or Bridges to Excellence. This revision in metrics incentivized the development
of medical homes around the state.
With a strong foundation in place, it was time to start engaging larger medical systems in the
payment reform process. An unfortunate blow to healthcare quality helped make that possible. In
2005 the State of Maine began using a value-based insurance design rooted in the Maine Health
Management Coalition’s ratings to steer patients to the highest quality providers. One of Maine’s
large hospitals that relied heavily on state employee business had already been removed from the
list once with heavy financial consequences, and they were willing to try anything to avoid being
absent from the list again. In return for maintaining their preferred provider status, the hospital
agreed to participate in a delivery and payment system reform project aimed at significantly
lowering costs and improving quality. Clinical and executive leaders of the health system and
consumer members of the State Employee Health Commission, who jointly determine the
priorities for their emerging community-based healthcare system, powered this Coalitionsupported endeavor. The work is nationally recognized as an example of health systems,
purchasers and consumers working together to directly reform the delivery and payment of care.
It has spurred the development of multiple Accountable Care pilots around the state.
Since Maine already has a significant resource for training and assisting providers in improving
their quality through a number of trade organizations like Maine Quality Counts, the ultimate
focus of the Coalition is helping patients understand the changes taking place. Communicating
the healthcare value proposition and gaining the support of the people of Maine for the changes
that need to occur has helped to make Maine one of the nation’s healthiest states.
Aided by funds from Robert Wood Johnson’s Aligning Forces for Quality program, the Coalition
has embarked on an ambitious plan to educate Maine citizens about the need for changes in the
healthcare system and their role in calling for and backing high quality healthcare services.
The hub of this effort is the Get Better Maine website. It is promoted for free at the state’s public
libraries, on pharmacy receipts, and through benefit plan designs. Once on the site, patients can
find information on the quality of care provided in Maine and resources that will help them
manage their health. This past fall, it also served as the headquarters for a statewide book club
campaign featuring the New York Times best seller “The Healing of America,” by T.R. Reid. This
outside-the-box consumer engagement effort was designed to both educate the general public
about what can be achieved, and also encourage them to contribute ideas to reduce healthcare
costs and improve quality. In the end, the effort generated widespread participation from across
the state and yielded nearly a million media impressions.
Also in the works for release this fall is an interactive Web tool with role-based authorization at
the provider, practice, system, employer and Coalition level to access a shared provider/payer
repository of claims and other data elements. This effort will be the evolution of the Coalition’s
multi-payer claims database. It was designed to supply actionable data that all parties could agree
upon to facilitate decision making among Coalition members when considering population health
and disease management.
The years ahead are sure to be challenging for the Maine Health Management Coalition as they
move to secure two difficult goals: the elimination of more than 30% of the costs for providing
healthcare services, and health care that is second to none, in its vast and diverse state. If history
serves as an example, the Coalition believes that Mainers will work together to achieve common
goals of lower costs, higher quality and better health care. And it is the Coalition’s hope that as
Maine goes, so goes the nation.

Essential Elements For Successful Healthcare Reform

51

MIDWEST HEALTH
INITIATIVE

The Midwest Health Initiative (MHI) was chartered as a nonprofit organization in
2009 with the ambitious goal of bringing together patients, providers and payers at
a common table where they can work together to create a high-quality, value-driven
healthcare system.
To achieve this goal, MHI set out to create what one board member described as the
“Switzerland of health data” ― an organization that was seen as being strictly neutral,
invested only in bettering the healthcare quality and health of the population.
MHI employs simple ideas that improve upon the inherently complex healthcare system of
the region and makes it safer, more responsive to patients, and more affordable. The first is
that no single entity has the sole responsibility or ability to fix the healthcare system. It takes
all stakeholders, working together from a common agenda and a common measurement
set, to bring about meaningful change. Another is that transparency is the foundation of
accountability; it is good for patients, good for the practice of medicine and good for the
community. Transparency, innovation and shared learning jumpstart improvement in a
never-ending cycle of continual betterment.
A first step toward fulfilling MHI’s vision of being the “Switzerland of health data” was the
creation of an all-payer data set that contains medical and pharmacy claims for about two
million people covered by private health insurance, labor unions and self-funded corporate
plans, as well as Missouri Medicaid. The claims date back to 2005 and cover people living
on both banks of the Mississippi River — the St. Louis metropolitan area and the 16
Missouri counties to the west.
MHI’s goal was to create a common set of measures all can use to chart the region’s
collective progress. While individual parts of the healthcare system had long assessed their
own performance, MHI sought to develop a common yardstick with which to gauge the big
picture. MHI hoped to provide data on issues such as patient prescription compliance,
outcomes after discharge from hospitals and emergency rooms, the prevalence of follow-up
care, and the physical and financial burdens exacted by common illnesses like diabetes or
asthma.
The first benefits of MHI’s data aggregation and analysis were delivered in 2010, when it
provided a clinical quality review to more than 1,250 primary care doctors in the region.
For the first time, physicians in the region could see if their patients were receiving all of the
recommended care — cancer screenings like mammography, or lab tests for diabetic
patients to check A1C.
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Providing targeted information to primary care doctors is just one small step toward
improving quality. MHI’s data has also prompted a group of public health experts to meet
and explore how the data could be useful for measuring population health and identifying
gaps or barriers in care. Meanwhile, separate groups of hospital leaders and cardiologists
have begun meeting to discuss how MHI data can support their quality improvement
efforts, which have a surprising degree of overlap.
All of these efforts have demonstrated “proof of concept” for MHI — that, given a common
measurement set and a neutral environment where stakeholders gather in a spirit of mutual
respect and understanding, disparate parts of our sprawling healthcare system can develop
shared strategies for improving overall health and healthcare quality.
Many challenges still remain for MHI. So far, its efforts only hint at the power of
collaboration to improve the healthcare system. That cooperation is informed and
galvanized by the richness of MHI’s data set. As more researchers and organizations delve
in and then partner to address specific problems, MHI’s value will become even more
apparent.
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THE P2 COLLABORATIVE
OF WESTERN NEW YORK

The P2 Collaborative of Western New York (P2) was founded in 2002 as a not-for-profit
organization, taking its name from its charter members’ bid to win a Robert Wood
Johnson Foundation (RWJF) Pursuing Perfection grant to promote systemic health care
quality improvement efforts.
Although P2’s initial effort was unsuccessful, RWJF selected P2 in 2007 as one of 14
communities throughout the country to take part in its Aligning Forces for Quality (AF4Q)
initiative. AF4Q is committed to the full continuum of healthcare delivery — the care
provided by doctors’ offices, clinics and hospitals, and the support provided in the
community. AF4Q also emphasizes reducing racial and ethnic disparities in care and
strengthening the role of nursing in quality improvement.
More than 250 partners in the eight counties of Western New York signed on to assist P2.
Together they have advanced the reform efforts AF4Q believes are integral to improving
healthcare quality: performance measurement and public reporting, consumer engagement,
and quality improvement.
The P2 Collaborative, headed by Executive Director Shelley Hirshberg, has worked hard to
fulfill AF4Q’s grant requirement. It has customized efforts to meet the challenges of the
eight-county region, which encompasses rural and urban consumers who experience a
wide range of chronic disease issues related to disparities in social and environmental
factors.
According to Hirshberg, “RWJF understands that while the healthcare crisis is national,
care is delivered locally and we must be sensitive to that. We have used our AF4Q work as a
springboard to obtain funding from other grant sources and to assess new care models that
meet the unique needs of the Western New York community.”
For example, P2 has become a national leader in consumer engagement — educating
patients about their local healthcare options, encouraging them to demand higher-quality
care, and helping them take a more active role in their own health. Community
organizations who also engage consumers have found their efforts reinforced as P2 launched
a pilot project that aligns its Consumer Engagement Associates (CEA) with community
organizations that can support consumers to improve self care outside the clinical setting.
P2 has also launched a regional pilot Chronic Disease Self Management Program (CDSMP)
to increase the knowledge and skills of people living with chronic conditions. “Our goal,”
explains Hirshberg, “is not to re-create the wheel, but to foster a collaborative environment
among the organizations currently working within our community to leverage what is
already available. Our role is to develop informational tools, training and technical
assistance to support their efforts.” P2 is working with multiple stakeholders, including area
health plans and community organizations, to engage consumers in the Stanford CDSMP,
the nation’s leading evidence-based intervention tool. To date, the pilot has trained over 50

54

REGIONAL HEALTH IMPROVEMENT COLLABORATIVES

Shelley Hirshberg
Executive Director

master trainers and lay leaders who have interacted with more than 200 consumers to
prepare them for partnering with their providers and using information to assess the
quality of their care.
P2’s additional consumer engagement actions include working with the local public
television network on a multi-year outreach campaign called My Health Counts. They are
developing half-hour television programs plus a companion website that explore healthcare
topics of importance to consumers. Six Consumer Advisory Teams (CAT) comprised of
individuals from outside the healthcare industry have also been convened to help evaluate
the work of P2 from the consumer perspective.
Presently, 11% of P2’s funding originates from RWJF. Grant organizations like The John R.
Oishei Foundation, the Community Health Foundation of Western and Central New York,
and funding available from state and federal sources have added depth to how the
organization supports healthcare reform. “Efforts related to P2’s quality improvement,
performance measurement and public reporting initiatives have been particularly impacted
by the additional funding,” adds Hirshberg. “Our designation by the New York eHealth
Collaborative to serve as Western New York’s agent for the Regional Extension Center
project has helped fund the work of Practice Enhancement Associates (PEA) in primary
care practices throughout the eight counties to assist them in meeting the Centers for
Medicare and Medicaid Services’ ‘Meaningful Use’ criteria.”
An initial grant provided by the New York State Department of Health (NYSDOH) to the
three regional health plans kick-started a performance measurement collaborative that
allowed primary care physicians to evaluate 19 quality health metrics against their
community peers through a portal called My Quality Counts. As the project’s manager, P2
helped leverage this data to allow consumers to evaluate physicians on their diabetes
metrics. P2 is also partnering with HEALTHeLINK, the region’s health information
organization, with respect to NYSDOH’s Patient-Center Medical Home grant and the
federally-funded BEACON grant designed to support improvement of care for Western
New York’s 60,000 diabetes patients.
Concludes Hirshberg, “we take the word ‘Collaborative’ in our organization’s name very
seriously. Reforming health care is a tremendously difficult task, but by harnessing the
community and financial resources available in Western New York, we can make the task
more attainable and sustainable.”
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PUGET SOUND
HEALTH ALLIANCE

The Puget Sound Health Alliance (Alliance) is a nonprofit organization where the people
who get, provide and pay for health care come together to improve healthcare quality
and affordability across five counties (King, Kitsap, Pierce, Snohomish and Thurston)
in Washington State.
Together, members of the Alliance are advancing their region. It is already in the top 10% of
the country in the delivery of quality, evidence-based care, and in the reduction of
unwarranted variation, resulting in a lower medical cost trend. The Alliance’s future vision
for the region is to offer the best care with the least waste and lower trend.
The Alliance’s strategies to achieve this vision are:
•
•
•
•
•

Performance Measurement: measuring variation in quality and cost of care
Public Reporting: making variations across providers and plans transparent
Performance Improvement: using reports to change results and improve value
Consumer Engagement: helping consumers make informed decisions
Payment Reform: paying providers for value, not volume

The Alliance’s membership includes more than 150 leading public and private employers
and union trusts, health plans, hospitals and physician groups, educational institutions,
pharmaceutical companies and individuals. Members include marquee purchasers of health
care, such as Boeing, Alaska Air Group, REI, United Food and Commercial Workers, the
State of Washington, and the City of Seattle and King County, as well as all the health plans
and delivery systems in Puget Sound, medical and hospital associations, consumer groups,
and other health-related organizations.
Since its founding in 2004 as an independent, nonprofit, nonpartisan organization under
the leadership of King County Executive Ron Sims, the Alliance has grown to now
represent two million lives in Puget Sound, or half the population of the five-county region.
Beginning in 2006, the Alliance was awarded the first of several grants from the Robert
Wood Johnson Foundation as part of its Aligning Forces for Quality program, a strategic
initiative to help 16 communities bring stakeholders together to improve quality of care to
all populations.
With the size and credibility of its claims database, the Alliance has a strong foundation for
the reports it produces on healthcare value. The Alliance’s signature publication, the
Community Checkup, measures and publicly reports on the prevalence of evidence-based
care provided by hospitals, medical groups, and health plans in the Puget Sound region.
The Community Checkup also has a website. Consumers can access information and tools
to help make decisions about health care and purchasers will find resources to promote
better health and health care. For example, employers can receive a customized report on
the same measures of effective care from the Community Checkup to see whether
employees are getting recommended care and to identify where to target healthcare
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interventions for their workforce. Some purchasers have used information from the
Alliance to shape decisions about benefit package design, premium contribution strategies,
and health plan selection.
To report more about healthcare value, the Alliance has used the same claims database to
publish variations in the use of resources across different geographies and delivery systems
for a variety of hospitalizations. The work profiled population differences in the frequency
of certain surgeries across four Hospital Referral Regions in an approach similar to the
Dartmouth Atlas. The report’s analysis showed that where patients live might influence the
treatment they receive. The report also seeks to stimulate dialogue to understand the
drivers of variation.
As part of their goal of making these variations across providers and plans transparent, the
Alliance analyzed the content of care for similar treatments delivered by different doctors at
different hospitals in the region. The resulting report on certain common hospitalizations
demonstrates that the amount and composition of care vary widely among delivery
systems, both in the intensity of services and the consistency with which they are delivered.
The concept of lower intensity care, consistently provided, is in the interest of purchasers,
providers, plans, and patients in order to avoid the cost and risk of discretionary services
that are unnecessary and enable providers to prepare for more fixed payment arrangements,
such as bundled payments and Accountable Care Organizations. With both time and the
agreements of data suppliers, the Alliance hopes to attach an aggregate price tag to each
condition to show the variation in allowed charges across delivery systems.
The Alliance is also active in payment reform efforts and recognizes that incentives need to
be aligned to effect change. Its principal initiative, cosponsored with Washington State, is a
multi-payer provider reimbursement pilot for medical homes. Seven health plans and 12
practices are involved. The pilot covers 25,000 patients and tests whether the addition of a
care management fee can reduce avoidable use of the emergency room and hospital. The
practices are accountable for achieving targeted savings. Success can earn them additional
compensation or they can forfeit some of the care management fee if they fall short.
The Alliance is expanding its strong portfolio of reports, projects, and tools for purchasers
and consumers, as well as continuing to collaborate with others to advance a higher-value
healthcare system.
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QUALITY QUEST

FOR HEALTH OF ILLINOIS
Quality Quest for Health of Illinois (Quest) aims to achieve exceptional patient service
and outcomes by serving as a catalyst for healthcare transformation. Its vision is to
become the region with the healthiest people and the highest value health care.
Quest was started in 2006 as a joint endeavor between Caterpillar Inc. and OSF HealthCare
System. In 2009, Quest became a nonprofit organization and expanded its partnerships to
include all healthcare stakeholder groups ― patients and families, doctors and hospitals,
health plans, and employers. With tremendous support from regional organizations, it is
looking to make large-scale improvements to health care in Illinois. Quest teams make
significant strides through education and public reporting, consistently confirming that
performance measurement can raise the bar and effect positive change in the region.

Affordable Medications
In 2007, Quest launched the Affordable Medications project. It had identified generic
prescribing as a key approach to reducing medical cost without sacrificing healthcare
quality, as generic drugs are chemically identical to their brand-name equivalents, yet are
on average one-sixth of the price. The team began by showing practices their generic
prescribing rates compared to other practices. Sharing this information generated
immediate change, as practices in all specialties worked to prescribe more generics and help
their patients save money. In 2008, Quest released its first Generic Prescribing Report. Each
quarter’s report is first shared with clinic practice managers and then posted online on
Quest’s website.
Three and a half years later, the generic utilization rates in the region have increased from
65% to 81%. Plus, more patients are staying on their medicines and getting better results.
Summarizes Dr. Gail Amundson, Quest’s president and CEO, as well as a practicing
physician for more than 20 years, “lower cost and better results mean better value.”

Colonoscopy Quality
Quest has seen that the quality of colorectal cancer screening and surveillance colonoscopy
varies. “Referring physicians don’t know which endoscopist will do the best job for their
patients, and patients have no information to help them make an informed choice,” explains
Amundson. To tackle this issue, Peoria-area physicians formed a team to establish criteria
for a quality colonoscopy and they set a high standard. The resulting Colonoscopy Best
Care Index is calculated as an “all-or-none” composite measure and each of the nine criteria
is scored as “meets or does not meet.” This means that if the physician performing the
colonoscopy misses even one of the nine measures, he or she is scored as not having met
the quality standard.
The Colonoscopy Quality team found that a common error is performing a colonoscopy
earlier than evidence-base care standards support. When that happens, patients are exposed
to all the potential risks of the procedure but they do not get any benefit, making it a
low-value practice. Another gap the team found was that the information the pathologist
needs to accurately interpret biopsies is not consistently complete. The risk is
misinterpretation or follow-up recommendations that don’t protect the patient from
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colorectal cancer. The initial data for the Colonoscopy Best Care Index was collected through
2009 and results were first publicly reported in 2010. The data showed a steady increase in
physicians meeting all the criteria, from 47.7% in the third quarter of 2009 to 83.2% in the first
quarter of 2011. Since the results became publicly available, the pace of improvement has also
increased.

Health Information Exchange and Regional Extension Center
Quest is also interested in using electronic health record (EHR) systems to improve
collaboration among a patient’s providers within a practice and help them maintain a more
complete health record. Quest has been designated as a satellite office for the Illinois Health
Information Technology Regional Extension Center. In its role as a satellite office, Quest is
working with practices across 38 counties in central Illinois to assist with the selection and
implementation of certified EHR systems.
Quest is at the center of its region’s health information exchange (HIE), the process of securely
sharing patient information from electronic medical records, insurance claims and other
sources between healthcare providers. HIE improves collaboration among all of a patient’s
providers.
The Central Illinois Health Information Exchange (CIHIE) is an independent nonprofit
incubated under the auspices of Quest. There are currently 11 charter members, each
contributing seed capital toward establishing the HIE. CIHIE selected Informatics
Corporation of America as its vendor to supply the technology and infrastructure for the
HIE. CIHIE targeted initial implementation in the third quarter of 2011. Eligible CIHIE
participants include 27 hospitals and more than 2,800 physicians serving over 1.3 million
patients across 20 counties.

Healthy Babies, Healthy Moms
The medical community could lower costs and improve outcomes for babies and moms by
making a single change — stopping the practice of electively delivering babies for the
convenience of doctors or mothers before the baby has reached full term and labor comes on
naturally. Nationally, 18% of deliveries occurred too early, according to recent data released by
the Leapfrog Group. The average for Illinois is 23%.
An unborn baby requires at least 39 weeks in the womb to develop fully. Important
development takes place in a baby’s brain, lungs and liver during the last few weeks of
pregnancy. Babies born just a week or two early are more likely to end up sick and in a
$3,000-a-day Neonatal Intensive Care Unit.
Quest recently launched a statewide project to eliminate elective pre-term births. The goal of
Healthy Babies, Healthy Moms is to help the region standardize to best practice and eliminate
elective pre-term deliveries. Quest is experiencing unprecedented interest in this project. The
topic has received national attention by the March of Dimes, Childbirth Connections and
others, so Quest is building on those efforts as it moves forward with its stakeholders in
Illinois.

Healthy Lifestyle School Team
Experts predict that America’s youth will be the first generation not to live as long as their
parents. Quest believes America’s obesity epidemic is responsible. In response, Quest created
the Healthy Lifestyle School Team in 2009 to enable and encourage healthy behavior among
youth in three low-income area schools in order to enact positive, quantifiable change in
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baseline health and well-being indicators. Team members included a wide variety of local
stakeholders: school principals and staff, local government officials, youth, health and communityfocused nonprofits, parents, nutritionists, medical experts, and local businesses. The team gathered
input from parents and students and conducted a community food assessment looking at what foods
are available in the area and their cost. A student survey gathered information about nutrition, eating
habits, physical activity, computer and television screen time and sleep habits. Armed with great data,
the team developed recommendations that included expanding on-site after school physical activity
programming, offering nutrition education, and improving the nutrition of school meals.
The impact of this team resulted in the formation of the Central Illinois Wellness Council with a
membership reaching close to 20 organizations. Thanks to the work of the team, a major grant from
the Robert Wood Johnson Foundation was awarded to one of the participating organizations.

High Tech Diagnostic Imaging (HTDI)
Quest’s HTDI initiative began in early 2009 with a community meeting. The objectives were twofold
— to evaluate the opportunity to improve care in central Illinois and to learn from clinical leaders in
Minnesota about their successful program. People agreed there was an opportunity in central Illinois.
The volunteer team evaluated regional practice patterns and explored potential strategies to increase
both appropriateness and patient safety. Quest worked to get the word out. Local newspaper articles,
radio appearances, and Quest newsletters served to raise awareness and interest. Quest’s 2010 CME
conference on high tech imaging, “How Much Is Too Much?” was repeated in Chicago and
Champaign in early 2011. A pocket card was developed showing radiation dose in chest x-ray (CXR)
equivalents. The card has proven to be a helpful clinical resource. Shockingly, one abdominal CT scan
delivers the same amount of radiation as 500 CXRs.
The results are in. HTDI use has flattened in three central Illinois counties (Peoria, Woodford,
Tazewell). Other parts of Illinois are not seeing the same change.
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Regional Health Improvement Collaboratives Featured In This Edition Of

Greater Detroit Area
Health Council, Inc.
407 E. Fort Street, 6th Floor
Detroit, MI 48226

Broadway Place East, #455
3433 Broadway Street NE
Minneapolis, MN 55413

Phone: (313) 963-4990
www.gdahc.org

Phone: (612) 455-2911
www.mncm.org

Health Improvement Collaborative
of Greater Cincinnati

Oregon Health Care Quality
Corporation

2649 Erie Avenue
Cincinnati, OH 45208

619 SW 11th Ave, Suite 221
Portland, OR 97205

Phone: (513) 531-0267
www.the-collaborative.org

Phone: (503) 241-3571
www.q-corp.org

HealthInsight

Pacific Business
Group on Health

(Utah and Nevada Partnerships
for Value-Driven Health Care)

348 East 4500 South, Suite 300
Salt Lake City, UT 84107
Phone: (801) 892-0155
www.healthinsight.org

Healthy Memphis
Common Table
3175 Lenox Park Blvd., Suite 309
Memphis, TN 38115
Phone: (901) 273-2617
www.healthymemphis.org

Institute for Clinical Systems
Improvement
8009 34th Avenue South, Suite 1200
Bloomington, MN 55425

(California Cooperative Healthcare
Reporting Initiative and California
Quality Collaborative)

221 Main Street, Suite 1500
San Francisco, CA 94105
Phone: (415) 281-8660
www.pbgh.org

Pittsburgh Regional
Health Initiative
650 Smithfield Street, Suite 2400
Pittsburgh, PA 15222
Phone: (412) 586-6700
www.prhi.org

Wisconsin Collaborative
for Healthcare Quality

Phone: (952) 814-7060
www.icsi.org

7974 UW Health Court
PO Box 628578
Middleton, WI 53562

Massachusetts Health
Quality Partners

Phone: (608) 826-6838
www.wchq.org

42 Pleasant Street, Suite 3
Watertown, MA 02472
Phone: (617) 600-4621
www.mhqp.org
1

Minnesota Community Measurement

Regional Health Improvement Collaboratives

Regional Health Improvement Collaboratives Featured In This Edition Of
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Midwest
Health Initiative

116 S George Street, 3rd floor
York, PA 17401

8888 Ladue Road, Suite 250
St. Louis, MO 63124

Phone: (717) 801-4823
www.aligning4healthpa.org

Phone: (314) 721.8715
www.midwesthealthinitiative.org

Integrated Healthcare
Association

P2 Collaborative
of Western New York

300 Lakeside Drive, Suite 1975
Oakland, CA 94612

6225 Sheridan Drive, Suites 206 & 208
Williamsville, NY 14221

Phone: (510) 208-1740
www.iha.org

Phone: (716) 580-3680
www.p2wny.org

Iowa Healthcare
Collaborative

Puget Sound
Health Alliance

100 East Grand, Suite 360
Des Moines, IA 50309

2003 Western Avenue, Suite 600
Seattle, WA 98121

Phone: (515) 283-9330
www.ihconline.org

Phone: (206) 448-2570
www.pugetsoundhealthalliance.org

Louisiana Health Care
Quality Forum

Quality Quest
for Health of Illinois

8550 United Plaza Blvd., Suite 500
Baton Rouge, LA 70809

416 Main Street, Suite 717
Peoria, IL 61602

Phone: (225) 334-9299
www.lhcqf.org

Phone: (309) 282-8820
www.qualityquest.org

The Maine Health
Management Coalition
2 Union Street, Suite 301
Portland, ME 04101
Phone: (207) 899-1971
www.mehmc.org

Centre City Tower, Suite 2400
650 Smithfield Street, Pittsburgh, PA 15222
Phone: 412.586.6700
Email: info@prhi.org
www.prhi.org

is a special publication of the Jewish Healthcare Foundation and its supporting organizations.

