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Illustrating Innovation

Through Bright Spots



There is no recipe, but the Aligning Forces communities and others engaged in this work 
are creating a roadmap, one that points out both areas to avoid and areas worth a harder 
look.

The bright spots featured here are illustrative of the type of  ground level innovation and 
experimentation going on every day, in ways big and small, where change can be mea-

important guidance.  

They don’t begin to cover all that we have learned, but they begin to light the way. 



Illustrating Innovation  

Which is why we need creative laboratories like the 16 that comprise AF4Q.

Aligning Forces for Quality is, at its heart, about innovation. The communities and people 
who engage with this unique program are not only open to new ideas, but also 

until the answers become clear.

There is no recipe for success in improving health care quality. We would welcome a clear 
solution to a challenge like ensuring equity in care. How much simpler it would be if one 

-

improvement, no one template for reform.
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-
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Puget Sound

The Aligning Forces for Quality (AF4Q) Puget Sound Health Alliance had long been reporting physician and 
hospital performance when the local provider community asked, “When are you [also] going to focus on the 
performance of health plans?”

The Alliance answered the call by exploring existing health plan performance measurement tools and pro-
TM, a standardized request-for-information (RFI) tool developed by the 

National Business Coalition on Health and used by large purchasers and coalitions around the country.

Engaging Purchasers, Driving Improvement 



ALLIANCE QUICK FACTS

Lessons Learned   Puget Sound got the ball rolling 
by assembling a dozen purchas-
ers interested in sponsoring the 

approached all six major commer-
cial health plans in the area to 
participate. 

plans detailed questions about 
how they operate, with a particu-
lar focus on their commitment to 
accelerating quality improvement 
in the delivery of care and 
“results-oriented” reimburse-
ment. The National Business 
Coalition on Health scores the 
answers nationally and then 
provides users, including Puget 
Sound, with detailed results it can 
use to compare participating 
health plans to others in its 
market and against national best 
practices for HMOs and PPOs. 
The Alliance then publicly reports 

summary-level, unblinded results.

“It has been an excellent tool to evaluate and report on the performance of health plans,” said Susie Dade, the Alliance’s deputy 

they can improve.”

on an ongoing basis. The Puget Sound Alliance continues to encourage the other plan to re-engage, after it dropped out of 

So far, the results have been encouraging. Purchasers say they have learned much about what health plans can do to drive value in 
the market, and what they each are actually doing – and not doing – to push toward 
value-based purchasing. The process also has brought health plans and purchasers 
together to brainstorm strategies for reducing variation and waste in health care deliv-
ery.

-
sions,” said Dade.

Lessons Learned   P

T

useful to consumers who receive coverage through their employers because 
they often have little choice about their health plans.  However, when state-run 

results may be useful in providing rating information for consumers.

competitors, and the public transparency helps stimulate improvement.

what health plans can and should be doing to drive improved value in the 
market.

Lessons Learned

Contact
Susie Dade
Deputy Director
Puget Sound Health Alliance
sdade@pugetsoundhealthalliance.org 
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In Massachusetts, increasing provider dissatisfac-
tion was exacerbating an already critical primary 
care workforce shortage operating in the context 
of the state’s universal coverage mandate.  The 
problem is even more pronounced in community 

health clinics (CHCs) that are committed to delivering primary care to a low-income, vulnerable population in a fee-for-service 
system. These CHCs are also under pressure to provide coordinated care with limited resources for populations with complex 
social, behavioral, and economic issues.  

The Massachusetts League of Community Health Centers (MLCHC) is the state’s primary care association, a network of both 
-

wealth Foundation-Qualis Safety Net Medical Home national demonstration (SNMHI) in the state. There are 14 practice sites 
actively working in SNMHI towards medical home practice transformation and NCQA patient-centered medical home (PCMH) 

-
payer medical home initiative for 45 primary care practices across the state.  These include the 14 SNMHI CHC sites, other CHCs, 
academic practices and private primary care practices.  The MLCHC is a member of this project team and collaborates in the 
planning, implementation, and evaluation of the state medical home initiative. 

Goals of both the SNMHI and EOHHS initiatives are to transform primary care practices, especially those serving the safety-net 
populations, to medical homes as illustrated by planned, proactive primary care that engages patients’ and meets patients’ needs 
for access, continuity of care, and care coordination managing safe transitions within the health care system.

Statewide Initiatives Using PCMH to 
Transform Care in the Safety Net

Massachusetts



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

copay. Finally, it joined 
with SEHC in its work 
with health care systems 
to form ACOs.

collaborations, Maine 
experienced the second-
largest improvement in 
health care quality in the 

according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the 
University of Southern 
Maine, through a study 
funded by the Robert 
Wood Johnson Founda-
tion, found that collecting 
information for these 
quality reports made a 
dramatic impact on most 

they tried to convince SEHC to change its ratings 
process. But SEHC believed in the quality ratings and 

preferred list thanks to low ratings on patient experi-
ence, the hospital approached SEHC to consider a new 
way. As a result, SEHC and the health system now are 
meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 
organization (ACO) based in primary care. MHMC is 
facilitating the process. 

The University of Maine system also adopted the state’s 
tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 

a health risk appraisal. 

             This was not an easy and straightforward task, particularly in fully engaging the 
practices to participate in the PCMH transformation.

“We knew we needed to engage practice leadership but we underestimated the 

“The practice leaders must be present and visible on the ground throughout the 
process.”

Another goal of the initiative was to spark improvements in patient outcomes. 
The MLCHC has been engaged in quality improvement for 15 years to improve 
chronic disease outcomes for patients in the safety-net. However, despite early 

-

it is requested and feeling more connected to a care team, understanding they can speak with a nurse or medical assistant as well as 
their provider.  Consumer board members have also noted the changes in practice structure that resulted in increased patient satis-
faction.

Provider satisfaction, critical in the context of the workforce shortage, also improved. Through the initiatives, provider satisfaction 

general.  Respondents indicated a more hopeful opinion on the future of primary care within the larger healthcare environment. 

Patient clinical outcome improve-
ments are still a struggle, even after 

initiatives have established a core 
set of both outcome and process 
measures to monitor the perfor-
mance improvement and impact of 
practice transformation. These 
include clinical measurement in 
chronic illness such as diabetes, 
hypertension, and asthma and 
operational measures such as access 
to care, continuity of care, and 
patient engagement. Yet, standard 
clinical measures are not demon-

trends.  The interpretation of this is 
that (1) patient clinical improve-

redesign needs to be stabilized and 
implemented for some period of 
time before they can impact patient 
outcomes.  

  T
p

“

“
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Joan Pernice

Massachusetts League of 
Community Health Centers 
jpernice@massleague.org 

Contact

Lessons Learned
The organizational “buy-in” and support of the cultural shift to a patient centered medical 
home and an organization of continuous quality improvement is an ongoing process that must 
be led by administrative and clinical leadership.

foundational. Practice transformation cannot occur without cohesive, functional multi-
disciplinary teams.

process within the team in a practice. This is especially relevant with integration of care 
management functions and with integration of behavioral health.

outcomes.
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Local QI Collaborative Provides Forum for Culture Shift

The Humboldt-Del Norte 
Independent Practice Associa-
tion (IPA), a major partner in the 
Humboldt County AF4Q alliance, 
has long acknowledged the 
essential role of patient engage-
ment in developing and redesign-
ing systems of care.   Yet, putting 
this value into action has been an 
incremental process. 

As the organizational body that represents 98 percent of all medical providers in the county, the IPA has a history of supporting its 
members in quality improvement initiatives. In 2009, the IPA adopted an ambulatory quality improvement collaborative model 
pioneered at Care Oregon, called Primary Care Renewal (PCR). Open to ambulatory care practices in the community, the PCR collabora-
tive has provided a forum for medical practices to become familiar with quality improvement methodologies, gain exposure to best 
practices, and learn about elements of system redesign. Now in its third iteration, the PCR is managed by a leadership team of IPA 
administrative leaders, community consumer leaders, and a PCR project manager. Practices signed contracts and received stipends 
based upon completion of core expectations. 

In PCR 1.0, practices were introduced to quality improvement methodologies, core curriculum topic areas, and the patient experience 
of care (via a meeting featuring consumers living with chronic health conditions). 

As expected, PCR 2.0 grew in terms of collaborative expectations, practice team support, and patient engagement. To put the patient 

model of patient engagement in quality improvement developed by Betsy Stapleton and Jessica Osborne-Stafsnes from Aligning Forces 
Humboldt.  

Humboldt County  



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

the United States in 2010, 
according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the Univer-

through a study funded by 
the Robert Wood Johnson 
Foundation, found that 
collecting information for 
these quality reports made 
a dramatic impact on most 
participating practices by 
spurring them to improve 
their chronic and preven-
tive care, participate in 
quality improvement 
initiatives, use quality 
benchmarks and outcomes 
to motivate patients to 
improve self-care, improve 

preferred list thanks to low ratings on patient experi-

meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 

facilitating the process. 

tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 

a health risk appraisal. 

  The patient partners were paired with each of the 18 practices to become 
members of their respective quality improvement teams and were continu-
ously trained and supported by the Collaborative. 

“Having a patient presence during the collaborative changed the cultural 

program manager for patient engagement at Aligning Forces Humboldt. 
-

ous applause as valued participants in the project.”

However, practices fell along a continuum of engagement in both the patient 
partners and quality improvement components of the collaborative. Stapleton 

and Osborne-Stafsnes are developing support structures for patient partners to 
feel more meaningfully engaged. 

-
-

cially in the presence of unsupportive leadership.

Despite the challenges, PCR 2.0 was a success both in terms of demonstrated improvements in quality and integration of patients 
into highly clinical settings. Of the 17 teams participating in PCR 2.0, all demonstrated improvement in at least one preventive care 

share best practices with other providers and practices. PCR provided a forum to break down the feeling of isolation sometimes 
-

QI processes.

The presence of patients on QI teams 
also broadened the team’s perspec-
tive. Overall, 17 of the 18 practices 
that completed PCR 2.0 met the 
patient partner requirement of 
having their patient partner repre-

-

exceeded this requirement by 

meetings.

“The PCR collaborative has been a 
platform for a cultural shift in the 
way that local medical practices view 
QI and the value of engaging patients 
in this realm of work,” Osborne-
Stafsnes concluded.

Lessons Learned
level of collaborative planning help generate meaningful opportunities for patient 
engagement at the practice level.

quality improvement work is essential.

was an evident learning curve regarding engaging the patients in a meaningful way.  

support quality improvement is essential.   

opportunities for teams to participate in collaborative meetings is important, as it 
provides them with a feedback loop (meeting evaluations) to ensure the curriculum 
and format of the collaborative is meeting their needs.  

T

an

Contact
Jessica Osborne-Stafsnes

Humboldt-Del Norte Independent 
Practice Association
jessica@aligningforceshumboldt.org 
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A Patient’s Story: Integrating Equity in PCMH 

Kansas City 



ALLIANCE QUICK FACTS

Lessons Learned 

-

peak, the patient had 32 

LLLLLLLLeeeeessssssssssooooonnnnnsssss LLLLLLLLeeeeeaaaaarrrrrnnnnneeeeeddddddddd 

-

Lessons Learned

Contact
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Montana
Of the four Community Health Partners (CHP) clinics in rural Southwestern Montana, three have Level III PCMH 

Simple Strategies Can Lead to Big Wins 



ALLIANCE QUICK FACTS

Lessons Learned 

time for unnecessary call 

Lessons Learned 
Lessons Learned

Contact
CEO 
Community Health Partners



Consumers and Purchasers Driving Change



Maine
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The Maine Health Management Coalition 
(MHMC), a partner in AF4Q Maine, wanted 
to encourage its members to seek care 

encountered three problems: (1) getting 
people to use the publicly reported quality 
information, (2) helping labor and man-
agement to see eye-to-eye on changing 

helping educate SEHC members on the quality and cost problems they faced and built a group eager to address these 

per week to more than 3,000 the week the program was announced, and they remained at more than 100 per week for 

Labor-Management Groups 
Drive Delivery System Redesign 



-
sity of Southern Maine, 
through a study funded 
by the Robert Wood 
Johnson Foundation, 
found that collecting 
information for these 
quality reports made a 
dramatic impact on most 
participating practices by 

-

benchmarks and 

health care procedures, 

-
ence, the hospital approached SEHC to consider a new 

meeting monthly to work together to redesign the way 

-

with the highest quality ratings increased by 31 percent as the practices obtained 

-

are gaining trust with the labor 
groups and helping task force mem-
bers understand that quality matters, 

something they can do about both 
quality and costs,” said Ted Rooney, 

dedicated time and a trusting 

Ted Rooney
Contact

Lessons Learned
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Tennessee

Combating Inertia of the Status Quo 



Lessons Learned                        Lessons Learned 

“Every two years HC21 works with regional and        
national health lans to endorse lans that o er the 
best value—in other words, a combination of quality 
and cost.” 

Lessons Learned

Contact
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West Michigan 

Persistence Lures Employers to the Table

-



experienced the second-
largest improvement in 

-
-

made a dramatic impact 
on most participating 

them to improve their 
chronic and preventive 

-

meeting monthly to work together to redesign the way 

-

parts and interconnected 

Lessons Learned

Contact



Innovations in Reducing Emergency 
Department Visits



Community Outreach Campaign Exceeds Expectations

Albuquerque
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When the Albuquerque Coalition for Healthcare Quality in Albuquerque, NM, spent $80,000 for radio and print advertising to 
launch a public information campaign about how to get the right care at the right time at the right place, it hardly expected to 
triple its projected reach.

But that’s exactly what happened when the AF4Q Alliance’s “Is it an emergency or an urgency?” campaign caught on in the 
Albuquerque media market. The program, which aimed to help consumers determine whether their medical situations warranted 
a visit to an emergency department (ED) or an urgent care facility, clearly struck a chord with the public and local media alike. 
Although the Coalition spent more than $57,000 on radio advertising (about 715 spots), it received more than 1,700 free public 
service announcements—more than $150,000 in free radio advertising.



ALLIANCE QUICK FACTS

Lessons Learned 
“There was tremendous uptake 
in the community with these 
free spots,” said Jennifer 
Kemp, senior communications 
specialist for the Coalition. 
“It’s clear the media thought 
this message was worthwhile.”

Additionally, the Coalition 
received unsolicited feedback 
from community members 
about the campaign, further 
proving that the media push 
was generating quite a buzz. In 
fact, the Coalition continues to 
receive calls and inquiries from 
the community about the 
campaign. 

For example, after hearing one 
of the radio spots, the local Air 
Force Base Commander asked 
his medical group executive 

to get more information about 
the campaign and how it might be used with Air Force Base personnel. 

The problem at the center of the campaign: Even if they have insurance and a primary care physician, many patients choose to 

But in Albuquerque, a competitive health care market combined with a shortage of primary care physicians created a concern 
that treating non-emergency conditions in EDs could tie up resources for patients requiring emergency care. While no one 
wanted to keep emergency care from anyone who truly needed it, the Coalition believed it was important to help consumers 
make the distinctions that would enable them to get the “right care at the right time in the right place.”

as evidenced by the media coverage and number of earned radio PSAs. We also learned health plans are not aware their nurse 
advice lines were not listed on the back of their membership cards. They realized listing those numbers was a small step they 
could take to help patients get the right care. Employers have seen the project as a way to reduce health care expenditures, 

the community at large.”

The Coalition received funding for this project through a Robert Wood Johnson 
Foundation mini-grant for communications. Three local hospital systems-
Lovelace, Presbyterian, and University of New Mexico—provided support by 
allowing the Coalition to employ their brands.

LLLLLLLLLeeeeeessssssssssssoooooonnnnnnssssss LLLLLLLLLeeeeeeaaaaaarrrrrrnnnnnneeeeeedddddddddd 
“

Lessons Learned

and how to ask hospitals and plans to release the information. After receiving 
the original set of data, it was clear we could have worked more closely with 
our analyst to possibly identify other data sources that were appropriate and 
useful to evaluate the potential results.

might have created a more well-rounded campaign message. 

-

Coalition obtained permission from the original system to use the campaign in 
the Albuquerque/Bernalillo County area and paid a fee to use already-
developed campaign materials, which included posters as well as discs of 
materials that could be printed or placed in newsletters, or websites. 

Contact
Jennifer Kemp
Senior Communications Specialist
Albuquerque Coalition for 
Healthcare Quality
 jkemp@healthinsight.org 
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A team convened by the Greater Detroit Area Health Council (GDAHC), an AF4Q Alliance, was able to devise a 
plan and conduct a pilot demonstrating substantially decreased emergency department (ED) use for primary 
care treatable conditions—all by using inexpensive, “low-tech” methods.

Detroit

Simple Tools Reduce Emergency Department Use



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the 

funded by the Robert 
Wood Johnson Founda-
tion, found that collect-
ing information for these 

dramatic impact on most 
participating practices by 
spurring them to improve 
their chronic and preven-
tive care, participate in 

benchmarks and 
outcomes to motivate 

preferred list thanks to low ratings on patient experi-

meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 

facilitating the process. 

tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 

a health risk appraisal. 

                                                               
   

costs and improving access to care. In response, the team established a goal of 
reducing ED use for primary care physician (PCP) treatable conditions. To 
accomplish this, the group worked with PCPs to demonstrate actions they could 
take to achieve this goal. 

general practitioners, pediatricians, and internal medicine physicians, the team 
developed and implemented a pilot program to test interventions and tools 

for use in PCP practices. 

They collected metrics on ED use both before and after the launch of the pilot to assess whether these interventions made an 
impact on ED use for conditions that could be treated by PCPs instead. The interventions used in the pilot were straightforward 
and already in use in many practices.

                   PCP is not available, and  communicate that strategy to patients.

enrolled health plan members with the same copay. It produced clear results. Chosen pilot sites had three years of increasing ED 
visits for PCP-treatable conditions (a worsening trend) before the interventions were implemented and demonstrated substan-
tial improvement, with pilot sites performing better than control sites, which had a three-year trend of decreasing use 

having the right tools is necessary, 

“There must be motivation to use 

GDAHC asserts that the pilot’s 
success was attributable to both the 
practice interventions and tools, 

sites involved in the pilot believed 
these tools made ED visits for 
PCP-treatable conditions less likely. 
Additionally, most believed a 
follow-up letter or call after an ED 
visit would help reduce future use.

c
r
a
t

g
d

f

Contact
Director, Cost Quality
GDAHC
lmason@gdahc.org 

Lessons Learned

accessible are we to our patients?”

ED visits for PCP treatable conditions.

practice site.
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Managing mental illness at the 
community level can keep the 
mentally ill out of jail and out 
of the emergency department 
(ED), illustrated by the success 
of a collaborative program 
between healthcare providers 
and law enforcement in Bexar 
County, Texas. Jail diversion 

programs have been in place in the United States for decades, but they have increased in the past few years, according to a 
recent policy report on the Bexar County program. 

medical, legal, and mental health communities can help more people get the care they need with less drain on both law enforce-
ment resources and ED resources.

Jail diversion steers mentally ill individuals into the mental health system and can ease the burden of crowded jails.  The Center 
for Health Care Services created the diversion program in 2002 with a three-pronged intervention plan in mind: Identifying 
persons with mental illness who might be vulnerable to arrest, recommending alternatives to jail for persons already in the 
criminal justice system, and providing mental health and support services to prevent recidivism.  

Providing Health Care for the Acute Mentally Ill: 
A Community Response

San Antonio



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

collaborations, Maine 
experienced the second-
largest improvement in 
health care quality in the 

according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the Univer-
sity of Southern Maine, 
through a study funded by 
the Robert Wood Johnson 

collecting information for 
these quality reports made 
a dramatic impact on most 
participating practices by 
spurring them to improve 
their chronic and preven-
tive care, participate in 
quality improvement 

they tried to convince SEHC to change its ratings 
process. But SEHC believed in the quality ratings and 

preferred list thanks to low ratings on patient experi-
ence, the hospital approached SEHC to consider a new 
way. As a result, SEHC and the health system now are 
meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 

facilitating the process. 

The University of Maine system also adopted the state’s 
tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 

a health risk appraisal. 

The second phase of the program provides alternatives to jail for persons who 
have been arrested. Individuals are screened for mental health problems, and 
they may be able to go directly to treatment programs instead of to jail.  
Traditionally, EDs have been used to facilitate this process.

an Emergency Department.   
 

place to take individuals other than to jail or the ED for a psychiatric evaluation.  

well-equipped medical procedures room to provide treatment for minor injuries and provide medical clearances, a 20-bed sobering 

The CCC is managed collaboratively by the Center for Health Care Services, University Health System, and the University of Texas 
Health Science Center at San Antonio. Currently, the Crisis Care Center along with the Public Safety Unit manages approximately 

month end up being transferred to an ED.  

people utilized sobering, medical 
detox, medical clearance, and inten-
sive outpatient drug abuse services. 
During two budget years, 2009 and 

-

dollars for local governments through 
jail diversion, consumer engagement 
and treatment. Recidivism among 

The Bexar County Jail Diversion 
program and Crisis Mental Health 
System received the Gold Award from 
the American Psychiatric Association 
in 2006, and it has been adopted by 
the state of Texas as a model for the 
entire state. 

Dr. Hnatow emphasized, "this is a       
community problem, and it requires a 
community solution." 

T

p

Contact
David Hnatow
Emergency Physician

Greater San Antonio Emergency 
Physicians Group     
dhnatow@satx.rr.com

Lessons Learned



Reducing Waste and Controlling Cost
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Millions of Americans undergo costly and often invasive 
diagnostic procedures each year. Sometimes these tests 
help them avoid even more invasive tests, but are they 
really what the doctor ordered? Some new work in Minne-
sota points to signs that too many unnecessary high-tech 
diagnostic imaging (HTDI) scans are being made, which is a 
large contributing factor in the meteoric rise in health care 
costs.

HTDI use has been increasing at 15 percent to 20 percent 
annually—twice the rate of prescription drugs and far 
greater than the 10 percent annual increase in overall 
health care spending. 

From 2000 to 2006, Medicare spending on HTDI 
skyrocketed from $3.6 billion to $7.5 billion, a more rapid 

ascent than that of any other physician-billed Medicare service during the same period.

insurance order.

Red, Yellow, Green: 
Appropriate Use of Diagnostic Imaging

Minnesota



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

the United States in 2010, according to Agency for Healthcare Research and Quality state snapshots.

Researchers at the 
University of Southern 
Maine, through a study 
funded by the Robert 
Wood Johnson Founda-
tion, found that collect-
ing information for these 

dramatic impact on most 
participating practices by 
spurring them to 
improve their chronic 
and preventive care, 

improvement initiatives, 

and outcomes to moti-
vate patients to improve 
self-care, improve their 
health care procedures, 

-

meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 

facilitating the process. 

The University of Maine system also adopted the state’s 
tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 
only about 25 percent of members were participating in 
a health risk appraisal. 

 “While this practice reduced the number of HTDI test in Minnesota, 
whether it resulted in more appropriate use of HTDI remained unclear,” 
said Cally Vinz, vice president, health care improvement and member 
relations, Institute for Clinical Systems Improvement (ICSI). “Further, the 
resulting delays in testing and possibly treatment burdened patients, who 

service denied the initial order. 

The Institute for Clinical Systems Improvement (ICSI) brought providers, 
radiologists, and health plans together to develop and conduct a pilot 
program to study an alternative so providers could order HTDI test while 
with their patients. Five medical groups, four insurance companies, and the 

Minnesota Department of Human Services took part in the program. 

of Radiology appropriateness criteria, while the provider is discussing the test options with the patient and before the tests 

The decision-support software makes it simple to order the right scan. After the provider runs a patient’s clinical indications 

being ordered. A “Green” rating indicates the test would be highly useful for that circumstance, “Yellow” indicates it would 
be moderately useful, and  “Red” indicates the test would be of little value. Results are evidence based.

Data from the pilot show that providers can reduce inappropriate HTDI use by using this model. In fact, one study of the data 
found a 10 percent improvement in the utility of scans ordered when using the model. 

Based on the pilot program, ICSI 
made this model available to all 
medical groups and hospital-
based clinics in Minnesota.  The 
use of decision support has 
contributed greatly to reduce 
inappropriate HTDI scans.  While 
Minnesota saw an 8% annual 
increase in scans from 2003-
2006, it has seen only a 1% 
increase since 2007,  saving an 
estimated $124 million.

nothing to do with dollars and 
cents but everything to do with 

care: Using the model decreases 

unnecessary radiation.

“

M

Cally Vinz

Health Care Improvement 
Member Relations
cvinz@icsi.org

Contact

Lessons Learned

When the American College of Radiology creates a national standard of 
criteria, that will help the situation.

integration, and meaningful use criteria help support this.

building. 

web-based approach is more likely used away from the point of order 
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Working with Consumers to Tackle Low Back Pain 

Oregon  
The Oregon Health Care Quality Corporation (Quality Corp) had already worked with the Oregon Health 
Authority, Oregon Health Leadership Council, and the Center for Evidence-Based Policy at Oregon Health and 



ALLIANCE QUICK FACTS

Lessons Learned  So Quality Corp 
worked with a 
multiple-stakeholder 
steering committee to 
develop consumer-
friendly tools for 

committee translated 
the practitioners’ 
guideline and its key 
messages into a con-

to help people learn 
how to take simple 
steps to relieve their 

avoid unnecessary 

-
-

-
dures, speaks to all of our work through the lens of a common 

LLLLLLLLLLeeeeeeeessssssssssssssssoooooooonnnnnnnnssssssss LLLLLLLLLLeeeeeeeeaaaaaaaarrrrrrrrnnnnnnnneeeeeeeedddddddddddd  

-
stakeholder steering committee overseeing the development 

-

Lessons Learned

Contact
Katrina Kahl
Director of Communications
Oregon Health Care 
Quality Corporation



Puget Sound

www.forces4quality.org

The Aligning Forces for Quality (AF4Q) Puget Sound Health Alliance knew that increasing generic prescribing 

Using Transparency to Encourage Accountability



Wood Johnson Founda

pating practices by 

shared a draft of the 

Contact

Lessons Learned

transparency



Engaging Providers Through Practice 
Coaching
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Coaching for Clinical Change

Cleveland



ALLIANCE QUICK FACTS

Lessons Learned Lessons Learned 
Lessons Learned

Contact

Better Health Greater Cleveland
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In 2006, Medical Care 
Development (MCD) successfully 
obtained grant funding over two 
years to establish the Maine 
Practice Improvement Network 
(MPIN).  At that time, MCD 

Association, and multiple physician practices throughout the state, to form the Maine Practice Improvement Network.  The goal 

improved patient outcomes.

The early work of MPIN focused on education, training and embedding quality improvement (QI) coaches in health systems to 

Leveraging Existing Infrastructure for
 Statewide Practice Improvement

Maine   



ALLIANCE QUICK FACTS

Lessons Learned progress in the commitment to 
transform primary care to a 
more patient centered model 
of care, with the ultimate goal 
of helping all practices trans

was chosen as one of the 16 
Alliances in Aligning Forces for 
Quality (AF4Q) and has 
successfully launched the 

these statewide initiatives are 
led by Quality Counts in close 
partnership with the Maine 

and the Maine Quality Forum. 

providers, employers, consum
ers, and other stakeholders in 
a statewide initiative aimed at 
practice transformation 

through collaboration.

network of QI coaches to provide opportunities for mentoring, education, training, and networking. This coordination 

ensures standard levels of competency and service for QI coaching across the state.

coaching competencies in the state,” said Foley. This meant developing job descriptions, practice service agreements, and 
other tools all covered in a training curriculum that could be agreed upon and implemented statewide.

curriculum includes quality improvement theory, instructional materials on how to build QI infrastructure, engage practice 
leaders, and change culture within a practice, it also covers team dynamics, facilitation 
and relational skills.  It is designed as a very interactive training with didactic instruc

growth and sustainability of practicing coaching as tool in helping all practices trans

currently has 13 coaches actively supporting 26 adult and 4 pediatric practices.

Lessons Learned 

th

you can tap into.

board early in the process. This increases the geographic and population reach.

priorities and agreed upon milestones.

national level. Model the methods you teach in your own work and relation
ships.

 

Lessons Learned

Contact
Quality Improvement Specialist
Medical Care Development
 efoley@mcd.org 
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Aligning Lean Techniques and Patient Partners 

South Central 
Pennsylvania 

From airline checklists to agricultural cooperative extension centers, those working to improve the health care system are taking 
and adapting enterprising improvement approaches developed in other industries. In South Central Pennsylvania (SCPA), the 
Aligning Forces for Quality alliance is taking advantage of its location in the “fast food capitol” to enlist manufacturing experts as 
quality improvement coaches in ambulatory practices. Rush Gross, an ex-Airman trained in lean process methodologies with previ-
ous stints at Frito-Lay and General Mills, serves as the coordinator for AF4Q–SCPA’s Planned Care Collaborative (Collaborative) 
where he and his team of practice coaches deploy into 16 local primary care practices to help improve the quality of care they 
provide.

Lean methodologies (or “lean” for short), best known as the processes responsible for the Toyota production system’s success, 
emphasize the quest to eliminate waste, improve quality, and drive down production costs. These principles of value have been 
adopted by top health care systems in the country, such as Denver Health and Virginia Mason in Seattle, WA. 

In SCPA, practice coaches in the Collaborative are using lean to help practices achieve patient-centered care. Coaches help practices 
collect and interpret quality data, identify and improvement goals, and test strategies and spread successful innovations. 

At Aspers Health Center, seven of eight diabetes process measures improved while the practice was in the Collaborative. Between 
May 2011 and March 2012, 24 more diabetes patients had their hA1c levels updated – increasing from 89 percent to 94 percent of all 
patients – and 44 more had current microalbumin tests – increasing from 76 percent to 89 percent. There was a 24 percent 
improvement in eye exams, but providing them to 45 percent of patients was still far from the goal of providing them to 90 percent 
of patients. 

refrigerator to a more central location to reduce the time it takes for nurses to retrieve vaccines. Saving this time allowed nurses 
more time with patients, particularly to review self-management techniques.



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

collaborations, Maine 
experienced the second-
largest improvement in 
health care quality in the 
United States in 2010, 
according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the Univer-
sity of Southern Maine, 
through a study funded by 
the Robert Wood Johnson 
Foundation, found that 
collecting information for 
these quality reports made 
a dramatic impact on most 
participating practices by 
spurring them to improve 
their chronic and preven-
tive care, participate in 
quality improvement 

preferred list thanks to low ratings on patient experi-

meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 

facilitating the process. 

The University of Maine system also adopted the state’s 
tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 
only about 25 percent of members were participating in 
a health risk appraisal. 

 What makes the Collaborative approach in South Central PA unique from 
Toyota’s lean process is the inclusion of patient voices. “We realized that the 
practice leadership teams were missing a key stakeholder to truly become 

Chris Amy. “[The practices] could only get so far with their quality improve-

The Collaborative paired practices with patient-partners who became part of 
their improvement team. The patients, volunteers who seek care at the practice 
they are paired with, provide practices with invaluable insight and feedback, 
from décor in the waiting room to initiatives impacting patient health. In one 

clinic, a patient-partner brought attention to outdated diabetes testing meters, 

volume of work and complexity of a primary care practice,” said Amy. “The providers are grateful patients are willing to give their 
input.”

blood pressure (BP) in their patient population, the practice leadership team sent residents out to collect strategies from other 

patients with high BP, regularly rechecking BP levels, educating patients about their levels and lifestyle changes, and use of drugs 
that lower BP. 

“We have achieved some very dynamic 
results,” said Gross. “The motivated 
and outspoken patient partners in the 
Collaborative have demonstrated not 
only teamwork with the practices but 
among themselves.”

As the Collaborative approaches the 
end of the second cohort, Gross is 
thinking ahead about how to sustain 
improvement in the practices with 
limited coaches.

“Now that the economy is picking 
back up, recruitment of coaches from 
the manufacturing plants is more 

and internal capacity, practices are 
-

tices” with basic knowledge about 
basic lean processes. 

c

Lessons Learned
cohort of the Planned Care Collaborative with seven practices struggled to sustain 
improvements. To boost engagement, the Collaborative continues to hold periodic 
meetings and dinners for practice leaders to report on progress. The Collaborative also 
connects practices from current and past cohorts to encourage mentorship and 
spread.    

patient-centered care. Partners should be trained in health care and quality improve-

among themselves. These events give patients an opportunity to share their strategies 
and work through challenges together.

c

Chris Amy

AF4Q SCPA
camy@wellspan.org

Contact
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When Universal Primary Care (UPC) needed to transition to a new electronic medical record (EMR) system at 

“meaningful use” attestation, they contracted with the Upstate New York Practice Based Research Network 
and P2 Collaborative of Western New York to bring in a Practice Enhancement Associate (PEA). 

The Power of a PEA

Western New York   



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 

according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the 

Maine, through a study 
funded by the Robert 

tion, found that collect
ing information for these 

dramatic impact on most 
participating practices by 
spurring them to 
improve their chronic 
and preventive care, 

improvement initiatives, 

and outcomes to moti

meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 

facilitating the process. 

The University of Maine system also adopted the state’s 
tiering structure. In addition, it began to focus to well
ness as a driver. While it had an active wellness program, 

a health risk appraisal. 

skeptical and reluctant to welcome the PEA into its practice.

seemed to me that I was going to have to reallocate resources already deployed on 

EMR, etc.”

The PEA initially helped UPC with the transition to the new EMR system, while also laying the groundwork within the practice 

of the functional areas, including practice administration, IT, and clinical personnel. Then, step by step, the PEA helped the 
practice develop a PCMH plan and a methodical, detailed process for collecting data and tracking progress. 

between the practice and the PEA. “Had we not had a PEA, I very much doubt we would be a PCMH right now,” she said.

Kate Ebersole, director of regional QI for P2, said the greatest challenge was the practice’s fear that the PEA would create 
unnecessary work and skepticism that the process could actually help it achieve PCMH and transition to EMR at the same time. 

providers) throughout Western New York.

and the practice, and a well

practice.

become a champion of the PEA 
program…the PEA that I work 
with has been an ideal for our 
organization and has not, as I 
feared, created work for us,” said 

opposite and saved us an incred
ible amount of time and energy. I 
would highly recommend the PEA 
program to anyone. We are 
certainly grateful for the 
opportunity.”

Contact
Kate Ebersole

Improvement
P2 Collaborative of WNY 
katee@p2wny.org

Lessons Learned

built on a combination of factors, including good relationship

coaches, and a feedback loop from the practice to ensure the coach 

funding. The PEA program is working on a sustainability and 
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The last time Linda Franke visited practices in the three rural Western New York counties she supports as a practice enhancement 

Primary Care Alchemy: 
Practice Coaching Turns QI into Dollars

Western New York   



ALLIANCE QUICK FACTS

Lessons Learned 
                        Working with the practices as a 

practices serving rural areas with 

gling to keep up with require

projects for high reimbursements 

of additional grant opportunities 

LLLLLLLLLLeeeeeeeeessssssssssssssssssooooooooonnnnnnnnnsssssssss LLLLLLLLLLeeeeeeeeeaaaaaaaaarrrrrrrrrnnnnnnnnneeeeeeeeeddddddddddd 
                      W

Lessons Learned

working together to achieve improvement goals and incentive 

Contact
Kate Ebersole

Improvement
P2 Collaborative of WNY



Innovation Grantees



Margie Namie, RN, MPH, CPHQ, divisional vice president of quality at Mercy Health in 

cohort of the Centers for Medicare & Medicaid Services Innovation Center (CCMI). Her 
participation in the program brought an added bonus: reductions in readmissions and costs.

www.forces4quality.org

Program Spurs Improvements in Care Transitions

Cincinnati 



ALLIANCE QUICK FACTS

Lessons Learned                  The IA program divides partici-
pants into groups composed of 
members with similar or 

considerable exposure to 
shared mentoring and learn-
ing. Namie works with a group 
focusing on safe transitions 
across settings of care and 
aiming to reduce preventable 
readmissions. Mercy Health 
has implemented two such 
programs, and the results have 
been impressive so far.

Because the CMMI program 
requires all programs to 
measure the three elements of 
Medicare’s three-part aim of 
better health, better care, and 
lower cost, Mercy could 
demonstrate that its care 
transition program reduced 
30-day readmissions for heart 
failure, heart attack, and               

                     pneumonia by 12 percent 

of more than $25,000.

Similarly, the care coordinator pilot project noted a 29 percent decrease in emergency department visits, a 49 percent decrease in 
admissions, and a 16 percent decrease in readmissions.

Such gains don’t come easily, of course. “CMMI warned us that they—and we—are building a plane in mid-air, and that frequently 
has been the case,” said Namie. “We are constantly learning from one another, although networking in such a large cohort can be 
challenging.” 

Namie has found the experience of being an Innovation Advisor exciting, despite its challenges. “The leaders of CMMI have made 
it very clear that they look upon the IAs as their ‘boots on the ground’ to describe what 
is really happening in health care and how some of the changes coming out of the 

 “I encourage everyone to consider becoming an IA. The experience is just tremendous, 
and the connections that are made are invaluable.”

Lessons Learned   T

f

-
stand better our local challenges so we can more readily identify and 
disseminate best practices.

-
tal, but instead look at how we can better create an integrated network 

-

care, physicians, and community agencies.

Lessons Learned

Contact
Margie Namie
Divisional Vice President Quality
Mercy Health
 mwnamie@health-partners.org
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When the Minnesota Hospital Association (MHA) 
applied to join the Partnership for Patients (P4P) 
Hospital Engagement Network, it realized it would 
need to change the culture both at the leadership 

network’s required results.

Hospital Engagement Networks (HEN) work to 

support hospitals in making patient care safer, 

Transforming Care at the Bedside

Minnesota



-

found that collecting 
information for these 

dramatic impact on most 

-

benchmarks and 

health care procedures, 

-

facilitating the process. 

tiering structure. In addition, it began to focus to well-

a health risk appraisal. 

Partnership for Patients Hospital Engagement Network did we realize that all 

MHA. 

this contract.)

found that continued communica-

information about the added 

-
-

care between departments.

that are occurring are worth the 

Minnesota Hospital Association 
mreid@mnhospitals.org

Contact

Lessons Learned

-

work.
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In the current health care delivery system, care often seems fragmented, as though various providers and 
patients are all working in separate silos, with limited communication. The care any one provider delivers may 
be excellent, but without coordination among everyone involved in the process—and putting the patient and 
caregiver front and center—important details might be missed.

the Medicare Payment Advisory Commission estimates that up to 76 percent of these readmissions might be 

Community Partnership Smashes Silos

Western New York 



ALLIANCE QUICK FACTS

Lessons Learned  To address this issue, the 
Centers for Medicare & Medic
aid Services (CMS) approved a 

care transitions program that 

communities throughout the 
United States. One of the 
chosen was in Western New 
York, where the P2 Collabora
tive of Western New York 
partnered with seven of the 
region’s eight counties, as well 
as IPRO, the state’s Medicare 
Quality Improvement Organi

nursing facilities, community 
service providers, and other 
stakeholders. 

The goals of the P2 Collabora
tive were to improve care for 
patients and enhance 

hospital readmissions, and 
improve access to existing programs.IPRO’s experience in transitional care comes from the past four years of facilitating the CMS 

Another success of the program, apart from impressive readmission statistics, is that it 
has created an opportunity for all levels of care providers to gather around one table for 

interventions and gold standards of care. 

LLLLLLLeeeeeeessssssssssssssooooooonnnnnnnsssssss LLLLLLLeeeeeeeaaaaaaarrrrrrrnnnnnnneeeeeeeddddddd T

h

improving transitional care.

providers, and physicians in the process.

they are directly involved in the system and know the challenges 
involved.

redesigning the system, rather than laying blame on a particular setting.

Lessons Learned

Contact
Senior Director 

IPRO



Payment Incentives
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Mapping Payment Reform Strategies

Multi-Site  



ALLIANCE QUICK FACTS

Lessons Learned 

-

-
-

-
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-

-

Lessons Learned

Contact



In the rapidly changing landscape of health care delivery in the United States, one thing 
is becoming clear: Stakeholders, from purchasers to payers, are looking to alternatives 
to the fee-for-service payment scheme that will move the market toward safer, higher-

www.forces4quality.org

Lighting the Way to Payment Reform 

Memphis 



ALLIANCE QUICK FACTS

Lessons Learned           The Memphis Business Group 
on Health (MBGH), a coalition 
of employers that is a founding 
Board member of the Healthy 
Memphis Common Table and a 
leader in the Common Table’s 
AF4Q  initiative, has already 

-

So it made perfect sense that 
MBGH was asked to represent 
one of three markets being 
asked to pilot test a new tool, 
Catalyst for Payment Reform’s 
Market Assessment Tool 
(MAT), designed to assess the 
current situation and readiness 
of hospitals, physicians, health 
plans, and purchasers to move 
away from fee-for-service and 
toward alternative payment 

Over the course of three 
months, MBGH assisted with recruiting stakeholders, reviewing preliminary results, convening regional stakeholders to hear and 

Once MBGH tackled the challenge of scheduling the one-on-one interviews with major stakeholders and providing timely summa-

“This provided a common understanding and documentation of payment innovation in Memphis,” said Cristie Upshaw Travis, 

Additionally, said Travis, the project highlighted market dynamics MGBH had not previously acknowledged, such as physicians 

early payment changes with only an “up side” for physicians, steps they could take to 
revise the current fee-for-service model, and assisting physician practices in building 

“Our strategies moving forward can incorporate this new information and help us be 

Lessons Learned  T

O

-
work, process, participation, and results sharing is essential to 

-
ment for stakeholders to be candid in their remarks—but it can 
limit the number of stakeholders because of time and budget 

Lessons Learned

Contact
Cristie Upshaw Travis
CEO
Memphis Business Group on Health 
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AF4Q’s Alliance in South Central Pennsylvania (SCPA) faced a daunting challenge: getting the largest payers and 
providers to work together to reform payment in a splintered market.

But SCPA was determined to develop a pathway to move the local payment system from fee for service to 
value-based care. The Alliance also wanted a system providers and payers could agree on—one they designed 

function.

South Central 
Pennsylvania 

Making Inroads to Payment Reform 



ALLIANCE QUICK FACTS

Lessons Learned  The result of this collaboration 
is the PRICE Work Group, the 
two Blue plans in the SCPA 

body, and seven large 
provider systems, including 
the Alliance’s two largest 
provider systems, WellSpan 
and Hanover Hospital. In a 
short timeframe, PRICE 
formed two subcommittees 
to draw up the plan, which 
will include bundled payment 
for three inpatient proce-
dures and payment support 
for patient-centered medical 
homes (PCMHs).

The group designing PRICE 
faced substantial challenges. 
For example, the group 
found that one of its goals, 
applying bundled payment to 

coronary bypass surgeries, was problematic because these procedures are composed of many elements, potentially 
including valve replacements or treatment for other disease. 

To tackle this problem, the group explored several possible payment models. When the PRICE committee reviewed the 
PROMETHEUS data revealing the potentially avoidable costs for certain procedures and conditions, the group was 
stunned. 

Chris Amy, program director of SCPA, said, “Even with our small data sets—only 483 patients with diabetes—we 

Knowing this, Wellspan, the largest provider and employer in the area, with more than 8,500 employees and more than 

group has begun. 

Amy is optimistic: “This initiative has brought the two large local Blues plans, 
which make up the majority of the commercial market, to the table on PCMHs 

Lessons Learned T

a

to the payment reform pilot you are starting.

easier for this person to ask hard questions or keep people accountable. 

Lessons Learned

Contact
Chris Amy
Project Director 
AF4Q SCPA
camy@wellspan.org



www.forces4quality.org

Payment Pilots as an Alternative to Fee for Service 

Wisconsin

Like every other state, Wisconsin faces a problem that cuts two ways—healthcare costs are rising at several 

-

-



Researchers at the 

that collecting infor-
mation for these 

most participating 
practices by spurring 
them to improve their 

-
tive care, participate 

-

-

-

     

-

all points in the healthcare 

-
ness to payment reform, even 
among organizations not 

realize faster progress when 
participants come to the conver-

    
Contact

Lessons Learned

-



There is no recipe, but the Aligning Forces communities and others engaged in this work 
are creating a roadmap, one that points out both areas to avoid and areas worth a harder 
look.

The bright spots featured here are illustrative of the type of  ground level innovation and 
experimentation going on every day, in ways big and small, where change can be mea-

important guidance.  

They don’t begin to cover all that we have learned, but they begin to light the way. 
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