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Aligning Forces For Quality: A Program To
Improve Health And Health Care In
Communities Across The United States
The RWJF has committed $300 million to try to get businesses, health
plans, health professionals, and patients to work together for
sustainable quality of care.

by Michael W. Painter and Risa Lavizzo-Mourey

ABSTRACT: The Robert Wood Johnson Foundation’s Aligning Forces for Quality program
features partnerships with leaders in targeted communities. The program is working to
achieve dramatic, sustainable improvements in quality across the continuum of care by
2015. These improvements will affect patients of all races and ethnicities. [Health Affairs
27, no. 5 (2008): 1461–1463; 10.1377/hlthaff.27.5.1461]

I
n j u n e 2 0 0 8 the Robert Wood Johnson
Foundation (RWJF) launched phase II of
Aligning Forces for Quality, a long-term,

$300 million initial commitment to help up to
twenty geographically, economically, and de-
mographically diverse communities reweave
the fabric of their health care systems to be
stronger, more resilient, and of higher quality
across the full continuum of care.

Despite major investments by many, overall
quality of health care in the United States con-
tinues to be mediocre or suboptimal, and costs
continue to soar. Also, the key partnership be-
tween doctor and patient is fraying. Doctors
and patients try to create coordinated, healing
care experiences but do so in a chaotic, ineffi-
cient health care nonsystem. And, unfortu-
nately, fragmented, inefficient care harms ra-
cial and ethnic minorities more than most
other people.1 The nation can and must do
better. At the RWJF, we think that a new

strategy is needed—one that builds on the
many lessons learned over decades but also
recognizes that no one entity or edict can, on
its own, affect the quality and nature of pa-
tient care across all its dimensions. What the
nation needs now is sustained collaboration,
at the local level, toward a shared and ambi-
tious goal of high-quality care.2

The alignment of forces shaping the health
care marketplace begins with community-
wide efforts to provide much better informa-
tion about the quality of care than is currently
available.3 Physicians and health care organiza-
tions should be able to use that information to
improve care and reduce racial and ethnic care
disparities.4 Also, it is critical to engage nurses
to help lead improvement because of their cen-
tral role in care. Informed consumers need to
create overall demand for high-quality care, in
their choice of providers, health plans, and
treatment options, as advocates of change and
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in managing their own health conditions.5 And
physicians and nurses must improve care in
ways that actually matter to patients.

The RWJF’s objective is to help the Align-
ing Forces communities improve the quality of
care for everyone in these communities by
2015. If these communities, with widely vary-
ing provider and payer systems, racially and
ethnically diverse populations, and differing
chronic disease rates, can improve care with
this concerted focus, then improving quality
nationwide is achievable.

� Results of previously
funded research. This re-
gional approach began years
ago with efforts such as the
RWJF’s investments in John
Wennberg’s Dartmouth Atlas
Project, Don Berwick’s Insti-
tute for Health-care Improve-
ment, and Ed Wagner ’s
Chronic Care Model, among
many others.6 From this body of knowledge,
we now understand that there is perplexing,
irrational variation in the cost and quality of
health care, higher spending often leads to
poorer quality, focused attention and re-
sources can improve care incre-mentally, and
communities following the Chronic Care
Model can keep people healthier and out of the
hospital.

Evidence and experience, however, indicate
that attention to a single influence on quality,
although positive and helpful, does not by it-
self trigger durable change.7 The RWJF de-
vised Aligning Forces to help grantee commu-
nities’ business, health care, consumer, and
political leadership to work simultaneously on
three strategies for aligning multiple dynamic
forces that are all driving toward sustainable
quality: (1) prompting health professionals in
all clinical settings to measure and publicly re-
port performance; (2) helping health profes-
sionals get better at improving care; and (3)
motivating the public to become better in-
formed and play an active role in their own
care.8

� Phase I of Aligning Forces. In design-
ing phase I of Aligning Forces, the RWJF stud-

ied the health care markets in fourteen U.S.
communities.9 Based on the Institute of Medi-
cine’s Crossing the Quality Chasm report as well as
the advice of national experts, this RWJF mar-
ket scan attempted to measure and compare
results for a set of seven hypothesized major
attributes that well-functioning health care
markets need to create sustainable quality of
care. Those attributes included performance
measurement and public reporting capability,
quality improvement activities, consumer en-

gagement work, community
health information technol-
ogy (IT) assets, payment re-
form efforts, and leadership
characteristics. The study
found vast differences among
the communities in the devel-
opment of the individual mar-
ket attributes; the differences
in overall community readi-
ness to improve health care

were less dramatic. This work underscored the
need to account for local circumstance in any
attempt to improve the quality of care.

Starting in 2006, the first phase of Aligning
Forces provided community leadership teams
in fourteen selected communities with grants
and expert assistance to help them work with
physicians to measure and publicly report on
ambulatory care quality, improve the quality of
that care, and engage consumers in this re-
gional quality effort.10

Phase II builds on that work to include in-
patient as well as outpatient care, elevates the
role of nursing in the effort, and explicitly fo-
cuses attention on racial and ethnic disparities
in care. All fourteen initial communities are
continuing their work with the RWJF in
Phase II. In addition, the foundation may add
up to six more communities directly into
phase II by sometime in 2009.

A
l i g n i n g f o r c e s is a true partner-
ship, and if the RWJF and our partners
do our work correctly, we think that

these communities will accomplish four
goals: (1) businesses, health plans, doctors,
nurses, and patients will work together to
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improve their communities’ quality of care;
(2) physicians and health care institutions
will measure and publicly report their perfor-
mance; (3) physicians, nurses, and health care
institutions will improve their ability to de-
liver high-quality care; and (4) patients and
consumers will understand their vital role in
recognizing and demanding high-quality
care.

The RWJF is the catalyst that motivates
and mobilizes regional leaders with a shared
vision of these four common goals. It helps de-
velop the communities’ leadership, supports
leaders and their organizations with expertise
and resources, and promises to continue part-
nering with them for a sustained time period.
With this long-term partnership, the RWJF
seeks to demonstrate that a collaborative, re-
gional market approach that emphasizes the
alignment of multiple dynamic forces is the
most practical way to achieve durable, sustain-
able improvements in health care quality.
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