
“Between the health care we have and the care that we could have lies not just a gap, but a chasm… 
Americans can have a health care system of the quality that they need, want and deserve… [but] the current 
systems cannot do the job. Trying harder will not work. Changing systems of care will… These changes will 
occur most rapidly in an environment in which public policy and market forces are aligned….”

Institute of Medicine, Crossing the Quality Chasm1
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regional variations
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As part of  the design phase of Aligning Forces for Quality: The Regional Market Project, the 
Robert Wood Johnson Foundation (RWJF) and the Center for Health Improvement 
(CHI) studied aspects of the health care markets in 14 communities.2 Based on the 
themes and recommendations found in the Institute of Medicine’s Crossing the Quality 
Chasm ,3 as well as the advice of a group of national experts, this study attempted to 
measure and compare a set of seven hypothesized major attributes that well-functioning 
health care markets need in order to drive sustainable quality and value4 in the ambula-
tory care of chronic conditions.5 The study team conducted a scan of 14 communities 
and scored them on these seven attributes of health care market readiness. The attri-
butes are: (1) community leadership, (2) community ability to support provider quality 
improvement, (3) efforts to measure performance, (4) efforts to report performance 
measures publicly, (5) attempts to align provider financial incentives with improvement, 
(6) status of health information technology infrastructure, and (7) activities designed to 
engage the community’s consumers in health care quality problems. 

While the study found vast differences among the communities in the development 
of the individual attributes, the differences were less dramatic when it came to overall 
market readiness. This work nonetheless dramatically underscores the need to account 
for local and regional variations in any national attempt to improve health care quality. 
This report discusses the development of the tool used to study these communities, the 
Market Readiness Matrix (Matrix); the major findings of the study; and their implica-
tions for health care policy. 
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RWJF’s impetus for this study was a desire to find credible leverage points that 
might help guide communities as they work to improve the quality of care. It is part 
of Aligning Forces for Quality: The Regional Market Project, a program designed to bring 
RWJF’s substantial investment in and attention to health care quality to bear in local 
and regional markets where communities are seeking to drive and sustain high-quality 
care.6  RWJF launched Aligning Forces in June 2006 under the direction of CHI. 

n There are multiple opportunities for intervention at the local level. This study highlights 
a number of areas that would benefit from targeted intervention. For instance, com-
munities need help improving their performance measurement regarding quality and 
price, as well as public reporting of those measures. Similarly, almost all communities 
need help developing practical approaches to engage consumers in health care quality 
issues.

n All health care is local or, at least, regional. This study underscores the need to account 
for local and regional variations in any national attempt to improve health care quality. 
While the local nature of health care is a recurring theme in health care quality policy 
discussions, this market scan sheds new light on just how different communities are 
in their health care delivery, leadership and infrastructure. Ultimately, these differences 
shape and inform the single most critical driver of health care decisions—the individual’s 
experience receiving health care from her doctor. National efforts must find ways to 
assess and draw on local and regional strengths in order to succeed. 

n The interplay, relationship and evolution of market attributes deserve additional study. 
These seven key market readiness attributes may not necessarily correlate directly with 
improved health care quality or value. Further, they may not all contribute equally to 
a given market’s success, or there may be additional important attributes that the study 
did not examine. Understanding about certain attributes will likely evolve and change 
over time. For example, real-world experience might show that existing performance 
measures based on process and so-called intermediate outcomes are not sufficient to 
drive markets toward high-value care. It may become clear that markets require better 
performance measures. For example, markets may need measures that provide informa-
tion that is more likely to appeal to patients and consumers, like outcomes of care for 
a particular medical condition. It also remains to be seen how improving one attribute 
or another, or a set of attributes, might ultimately lead to better quality of care in a 
given community. Future studies should determine which market attributes are most 
important for communities as they pursue optimum outcomes for their patients with 
chronic conditions. 

n The public sector has a critical role to play. The market scans uncovered many examples 
of government partnering with private efforts to advance quality. Federal support at the 
local level includes the leadership of federally contracted quality improvement organi-
zations (QIOs), the Agency for Healthcare Research and Quality providing assistance 
to local Health Information Technology (HIT) efforts, multiple regional demonstration 
projects by the Centers for Medicare & Medicaid Services (CMS), and the Department 
of Health and Human Services’ transparency initiatives.7 At the state level, many state 
employee purchasing programs and a few Medicaid programs are working with private- 
sector counterparts to adopt value-based buying strategies. As federal, state and local 
entities continue to invest at the local level, it will be critical for public and private 
efforts to work in concert to learn more about the important market dynamics that 
affect quality improvement and to maximize the effectiveness of efforts to help com-
munities develop well-functioning health care markets. 

Key Policy Implications
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The inconsistency of health care quality in the United States has proven to be an intrac-
table problem. Despite significant investments by the federal government, the Robert 
Wood Johnson Foundation and others,8 the quality of care all too often continues to be 
mediocre or suboptimal9 and health care costs continue to soar.10 At the same time, the 
key relationship in health care—the doctor and patient relationship—is buffeted by mul-
tiple competing trends that have progressively weakened this critical dyad. Health care 
providers face ever-increasing and often conflicting demands from plans, purchasers, 
the government and even consumers, as the historic veil between consumers and cost 
lifts in many quarters.11 In addition to increasingly direct exposure to costs, consum-
ers face a bewildering array of health care quality and access problems. Furthermore, 
without good information about quality, price and other aspects of care, along with 
a supportive environment to act upon that information, improvement is exceedingly 
difficult. Without these data, neither doctors nor patients can make informed efforts 
to improve either at the individual doctor and patient “micro” level or at the overall 
health care sector “macro” level.12 As a result, overall health care quality continues to 
suffer in spite of concerted efforts, and sustainable, affordable improvement remains 
maddeningly elusive. 

Fortunately, many entities—both public and private—are working hard to find ways to 
develop significantly more information about health care performance and price than 
is currently available and to help providers and consumers get accustomed to using it.13 
The federal government,14 as well as governors and legislators on both sides of the aisle 
in such states as Arizona, Massachusetts, Minnesota and Washington, have committed 
to advancing quality within their states.15 In order to succeed, all these efforts must 
grapple with differences in the way each community or region delivers, monitors and 
improves health care. 

Based on expert advice and Institute of Medicine recommendations, CHI and RWJF 
staff and advisors hypothesized that a well-functioning health care market could help 
drive and sustain high-quality, high-value care and that a number of key attributes 
would be important aspects of such markets. For instance, project advisors concurred 
that a well-functioning health care market must have good information about care.16 
Therefore, the scans looked for things like community efforts to develop, gather and 
publicly report important information about the quality, price and other attributes of 
health care.  Staff and advisors further theorized that the community must have strong 
leadership in order to get the various fiercely competing players to “come to the table” 
and work collaboratively on some of these underlying market problems, such as a lack 
of quality information. The scan also assessed health information technology infrastruc-
ture in these communities and whether those communities were using technology to 
automate the flow of information.17 And because providers in successful markets should 
have the ability and resources to improve once they realize the need to improve, the scan 
attempted to assess community quality improvement resources.18 In addition, consum-
ers should be moving from historical relative passivity to a significantly more active, 
assertive and informed posture.19 

CHI and RWJF staff and advisors used this theoretical construct to develop a set of 
seven key market attributes.  The staff then developed a report card, the Market Readi-
ness Matrix, to score these seven attributes for each of the 14 scanned communities. In 
accordance with standard quality assessment approaches, this report card assigned letter 
grades for each attribute, as well as an overall market score. 

Background
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Recognizing that there are a relatively small number of communities that have any 
kind of quality activities underway, outside of individual organizational efforts, CHI 
and RWJF staff and the study’s advisers created a purposeful sample of 14 communi-
ties. Geographic diversity and size of the community were factored into the selection 
decision. The 14 sites are Boston; Cincinnati; Detroit; Indianapolis; Madison, Wis.; 
Memphis; Minneapolis/St. Paul; Oklahoma City; Phoenix; Portland, Ore.; the state of 
Rhode Island; Rochester, N.Y.; Savannah, Ga.; and Seattle. 

The market scan consisted of three key activities: 

n  Developing the Matrix, an assessment tool with common criteria to allow for 
comparisons across markets in a quantifiable, objective manner. In addition to a 
self-assessed community leadership component, the criteria were based upon exist-
ing quality initiatives derived from national bodies (e.g., the Institute of Medicine, 
Bureau of Primary Health Care Health Disparities Collaboratives) or market trends 
(e.g., pay-for-performance, creation of community data exchanges). The rationale 
was to examine and score the prevalence of these evidence-based or promising qual-
ity initiatives at the local level. Communities with higher scores are presumably 
further along in improving quality than communities with lower scores.20 

n  Conducting key informant interviews with 15-20 local stakeholder representatives 
(e.g., employers, health plans, physician leaders, consumers and others).

n  Coordinating and convening site visits with local stakeholder representatives. 

The Matrix consists of seven scored attributes or indicators. A brief definition of each 
is provided below:

1.  Community Leadership. This score was produced by asking key informants in each 
community to assess their community’s leadership. Questions included: On a scale 
of 1 to 10, how would you rank the leadership from private-sector businesses on 
quality issues within your community?

2.  Quality Improvement. This attribute calculated the percentage of the top 12 physi-
cian organizations and the percentage of federally qualified health clinics (FQHCs) 
that are participating in quality improvement collaboratives.21 

3.  Performance Measurement. This attribute calculated the number of top health 
plans (based on enrollment and payer type) and top physician organizations that are 
accredited and measuring performance using national metrics, such as the Health 
Plan Employer Data and Information Set (HEDIS) or patient experience.

4.  Public Reporting. This score was based on whether performance measures, as defined 
above, are publicly reported and the extent to which physicians in the commu-
nity are certified under the National Committee for Quality Assurance’s (NCQA) 
 Diabetes Physician Recognition Program and Heart/Stroke Physician Recognition 
Program. 

5.  Provider Financial Incentives. This score was based on the prevalence of incentive 
initiatives like the Bridges to Excellence program in the community and whether 
top health plans are individually implementing pay-for-performance programs with 
their providers. 

Methodology
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6.  Health Information Technology (HIT) Incentives and Infrastructure. This attri-
bute measured the degree of electronic connectivity among stakeholders, such as 
through a regional health information organization or other means; the presence 
of incentives to participate in these efforts; and the extent to which physicians in 
the community participate in NCQA’s Physician Practice Connections recognition 
program.

7.  Consumer Engagement. This attribute was based on the presence of health plan or 
employer benefit offerings or physician directories that factor quality into consumer 
choices for selecting a provider. 

The Matrix borrows from the Assessment of Chronic Illness Care, a quality improve-
ment measurement tool developed by the MacColl Institute for Healthcare Innovation, 
Group Health Cooperative of Puget Sound. There are four basic scoring levels for each 
market attribute—A, B, C and D—which may be thought of as optimal, good, basic and 
limited. The study used this simple scoring to present a composite score that various 
stakeholders would readily understand.22 

Each component was based upon a ranking and a simple division of the numerator over 
the denominator. For example, if six of 10 federally qualified health clinics participated 
in a diabetes collaborative, the component received a 0.6, or 60 percent. Translated to a 
12-point scale, the score was 7.2—60 percent of 12. This score was then combined with 
a similarly calculated score for physician organizations that reflected their participation 
in quality improvement collaboratives. Component scores within a given attribute were 
rolled up to constitute an overall score, such as quality improvement. CHI and RWJF 
staff and expert advisers agreed that this method was fairer than using absolute scores. 
Also, because there is no evidence that any one attribute or component leads to faster or 
better quality, neither the component nor the attributes were weighted. 

The second key activity involved conducting interviews with 15 or more key informants 
within each community, including broad-based coalition leaders and members, public- 
and private-sector purchasers, physician organization and clinical leaders, health plan 
medical directors, public leaders, consumer group representatives, quality improvement 
organizations, and others. Using a standard guide, interviews lasted 45 minutes to one 
hour, on average. The purpose of the interviews was to confirm information, fill in 
any gaps in the research, obtain interviewees’ vision for their community and begin to 
identify potential technical assistance opportunities. Finally, CHI and RWJF staff made 
two-day site visits in each region to conduct one-on-one and group meetings with key 
community stakeholders. 

While the market scan is intended to provide a general inventory of key multi-stakeholder 
initiatives, it should not be viewed as a comprehensive catalogue of every quality initiative 
in a community and does not reflect individual organizations’ efforts. Information for 
the first four pilots is current as of October 2005 and for the next set of 10 as of May 2006.  
 
The embryonic state of many of the seven attributes dictated a low approach to 
scoring. For example, the presence of physician incentives was the main criteria for pay-
for-performance, not the percentage of physicians’ total income that was eligible for 
incentives or the total amount that was paid. As the seven attributes evolve, the scoring 
system will as well. 

Limitations
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Most data collected for the Matrix are from secondary sources. Where possible, the 
study used national data sources in order to maintain consistency across communi-
ties. Due to the time frame and scope of the project, collaborative quality initiatives 
among leading health plans and physician organizations were used as indicators for the 
entire market. There were a few instances where data could not be obtained. In these 
instances, a community’s score may be lower than it otherwise would have been had the 
information been available. Similarly, a small number of key informants were unwilling 
or unable to participate. Sometimes key informants felt unqualified to respond to par-
ticular questions, such as rating various sectors with respect to community leadership. 
In these instances, their response was excluded from the numerator and denominator 
for that component. 

 

By synthesizing the quantitative and qualitative data obtained through the 14 scans, 
the study identified regional strengths and opportunities. As seen in Table 1, the vast 
majority of markets scored a C in the overall Matrix, suggesting that most communi-
ties’ health care markets do not yet have strong foundations for improving health care 
quality. 

Specifically, 12 of the 14 communities scored a C, or basic, on the Matrix. Boston 
alone scored a B, with 43.2 points of a possible 84, while Oklahoma City ranked low-
est, with a score of D, or 20.1 points. What marks the differences between the “highest” 
and “lowest” scoring communities? Boston had strong, B-level performance measure-
ment in place and solid B scores in community leadership, public reporting and health 
information technology. Oklahoma City, by contrast, had strong community leader-
ship, but almost no incentives or infrastructure for health information technology, 
only minimal consumer engagement, and few physician financial incentives. Unlike 
 Boston, Oklahoma City had minimal multi-stakeholder efforts in which different mar-
ket interests work together to improve aspects of care. However, even as the lowest over-
all scorer, Oklahoma City still outranked Boston in its collaborative provider quality 
improvement efforts, which demonstrates how significantly communities varied in their 
scores for individual attributes. 

Even communities with nearly identical summary scores, like Rhode Island and 
 Cincinnati (with respective scores of 33.0 and 32.9, both C level), achieved those scores 
through different means. Cincinnati outscored Rhode Island in such attributes as physi-
cian financial incentives, health IT incentives, and infrastructure and consumer engage-
ment, while Rhode Island had stronger scores in quality improvement, performance 
measurement and public reporting. It remains to be seen which of these attributes might 
have the greatest impact on a community’s quality of care. It is possible that two identi-
cally scored communities may ultimately have very different quality outcomes, depend-
ing on the impact of each attribute. For example, one community may choose to invest 
its resources in health information technology and incentives, while another chooses to 
publish report cards and link physician payments to the results of those reports. While 
the two communities may have identical composite scores on the Matrix, it is unknown 
which of their respective investments might actually produce higher-quality care. 

It is also important to note that although most communities scored a C, some scored 
a very high C. For example, Minneapolis/St. Paul’s C score was just 1.1 points below 
Boston’s B and nearly twice as many points as Memphis’ score, which was at the low 
end of level C. Similarly, Oklahoma City missed level C by a fraction of a point. As 
stated above, the key point is that globally there is room for all markets to do more to 
implement promising improvement initiatives. 

Matrix Results
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Table 2   Community Leadership

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 7.5

Cincinnati 7.4

Detroit 7.9

Indianapolis 8.4

Madison 7.4

Memphis 8.9

Minneapolis 8.1

Oklahoma City 7.2

Phoenix 6.6

Portland 7.6

Rhode Island 7.2

Rochester 7.1

Savannah 5.6

Seattle 7.5
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Looking at the average individual attribute scores, there is clearly room for improve-
ment in every area. Across the board, communities scored best (level B) in community 
leadership and performance measurement, followed by public reporting (level C). On 
all other attributes, communities scored D’s. 

Overall, average attribute scores are as follows: 

n Community Leadership, 7.5 (B)
n Performance Measurement, 7.3 (B)
n Public Reporting, 5.8 (C ) 
n Quality Improvement, 2.8 (D)
n Physician Financial Incentives, 2.4 (D)
n Consumer Engagement, 2.1 (D)
n Health Information Technology Incentives and Infrastructure, 1.5 (D)

Community Leadership 
Each of the communities exhibited a strong commitment to health care quality, and 
nearly all showed a high degree of organization and resources to support that commit-
ment with a number of different leadership models. As Table 2 depicts, this was the 
highest-scoring attribute of the seven measured, with an average score of 7.5 (level B). 

Multi-stakeholder organizations
Multi-stakeholder groups bring together health care providers, employers, health 
plans, consumers and other community members to broadly advance care. The 
Greater Detroit Area Health Council, Puget Sound Health Alliance in Seattle, and 
Oregon Health Care Quality Corporation in Portland all serve as multi-stakeholder 
organizations driving quality advancements. Rhode Island’s nonprofit Quality 
Institute also provides multi-stakeholder leadership, marked by strong leadership 
from the public sector. 

Private employers
In Phoenix and Savannah, national and local private employers are leading the way 
in their communities. For example, in Phoenix many employers are headquartered 
elsewhere but have sizeable employee populations in the region. National benefits 
staff members fly into Phoenix for multi-stakeholder meetings focused on creating 
better physician performance information and are contributing their company data 
to a local health data warehouse to achieve this objective. Furthermore, they are help-
ing to educate locally based employers about ways to factor quality into their health 
care purchasing. 

Stakeholders focused on specific attributes
Boston, Cincinnati, Indianapolis, Madison, Memphis, Minneapolis/St. Paul and 
Rochester each have multiple stakeholder organizations focusing on specific aspects 
of quality, such as quality improvement, performance measurement and health 
information technology. 

Unions
Union leadership with respect to quality was apparent in Detroit, Indianapolis, 
Minneapolis/St. Paul and Seattle. In Portland, the public sector union for the Public 
Employees’ Benefits Board (PEBB) is an active participant in PEBB’s vision to 
advance quality. 

Key Market Attribute  
Findings and Implications



Table 3  Quality Improvement

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 1.2

Cincinnati 2.6

Detroit 3.6

Indianapolis 2.1

Madison 3.4

Memphis 1.8

Minneapolis 6.7

Oklahoma City 2.3

Phoenix 2.5

Portland 2.3

Rhode Island 4.2

Rochester 1.7

Savannah 1.8

Seattle 2.7
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Health plans
State and local health plans with significant market share in several communities 
provided noteworthy leadership on quality issues. National plans are also taking the 
lead on publishing physician-level efficiency, quality measurement and reporting, 
typically in markets where they are not the dominant health plan. 

In addition to the leadership provided by these models, all 14 communities showed 
some leadership from physicians, ranging from very high in Minneapolis/St. Paul, 
Madison and Rhode Island, to very modest in Memphis and Oklahoma City. Such 
leadership tends to come primarily from well-established, multispecialty physician orga-
nizations, many of which are nationally known. 

Across the 14 communities, Savannah scored lowest on leadership, with 5.6, while 
 Memphis scored highest, with 8.9. Markets scored significantly lower on local public sec-
tor involvement than on private-sector or state public-sector leadership. Of course, there 
is an inherent bias with respect to responses related to community leadership across all 
key informants as interviewees themselves tended to be leaders within the community. 

Quality Improvement 
Except for a few cases, most markets do not have strong, effective collaborations across 
institutions dedicated to improving and spreading quality. Table 3 illustrates that with 
10 of 14 markets scoring below a 3.0 in quality improvement and having an average of 
2.8 (level D), the need for more community wide collaborations to improve quality is 
clear. Notably, across the markets, FQHCs were more likely to participate in at least one 
quality improvement collaborative than were top physician organizations. This finding 
is likely attributable to the Bureau of Primary Health Care collaborative program,23 in 
which about 70 percent of FQHCs in these communities participated. This FQHC par-
ticipation contrasts markedly with that of other groups of physicians. For instance, only 
28 percent of top physician organizations participated in at least one collaborative. Of 
this 28 percent, more than one-third were physician organizations based in Minneapo-
lis/St. Paul. Both FQHC systems and physician organizations were most likely to take 
part in collaboratives focused on diabetes care, followed by cardiovascular disease. 

Minneapolis/St. Paul received the highest score in this area, largely due to the Institute 
for Clinical Systems Improvement (ICSI), which is devoted to quality improvement. 
This local organization is unparalleled with respect to the breadth, depth and spread of 
its efforts among physician organizations. 

Seattle’s quality improvement collaborative program, which has been managed by the 
Washington Department of Health, Improving Chronic Illness Care and Qualis, a 
 quality improvement organization (QIO), for more than six years, is also unique, having 
trained approximately 1,000 physicians statewide. Boston scored the lowest on quality 
improvement. Key informants in Boston noted that despite its reputation as a “medical 
mecca” and the fact that it is home to the Institute for Healthcare Improvement (IHI), 
there is little quality improvement activity across organizations. Stakeholders observed 
that their community’s individual organizations are undertaking internal quality 
improvement, but cross-stakeholder collaboration would be valuable for benchmarking 
purposes, as well as to share internal techniques that lead to improved care. 

Key ingredients to establishing quality improvement capacity within a community may 
include a visible national program and resources, such as the program sponsored by the 
Bureau of Primary Health Care, or a community-based program, such as ICSI or the 



Table 4  Performance Measurement

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 9.4

Cincinnati 7.2

Detroit 8.2

Indianapolis 6.7

Madison 8.2

Memphis 4.3

Minneapolis 6.7

Oklahoma City 5.4

Phoenix 7.0

Portland 8.1

Rhode Island 7.7

Rochester 8.6

Savannah 7.3

Seattle 6.8

Table 5  Public Reporting

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 9.1

Cincinnati 6.7

Detroit 6.8

Indianapolis 5.2

Madison 6.0

Memphis 4.7

Minneapolis 6.7

Oklahoma City 3.6

Phoenix 4.0

Portland 7.1

Rhode Island 7.9

Rochester 4.7

Savannah 3.8

Seattle 5.4
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Seattle program. The scan also uncovered interesting fledgling programs and points of 
leverage in markets predominated by small practices. These include a program sponsored 
by Blue Cross Blue Shield of Michigan that resulted in several small practices teaming 
up to advance quality and the Oklahoma City Physicians Resource/Research Network, 
which sends teams of experts to small practices to assist with quality improvement.

Performance Measurement and Public Reporting 
While communities scored relatively well on performance measurement—averaging 7.3 
or level B—they did a less impressive job making this information public, with the aver-
age score for public reporting being 5.8, or level C (see Tables 4 and 5). 

All markets except for Oklahoma City, Phoenix, Portland and Savannah produce com-
parative health plan report cards, most of which are based on nationally recognized mea-
sures and are publicly available. Three markets—Boston, Madison and Minneapolis/St. 
Paul—measure and publicly report collective performance measures at the physician 
organization level. 

Both regional and national health plans in many of the markets are unveiling their own 
physician-level performance metrics. For example Aetna, CIGNA and United Health-
care are measuring efficiency and, in some cases, specialist clinical measures in such 
markets as Cincinnati, Phoenix and Seattle. Some local plans, including Regency and 
Premera in Seattle and the Rochester IPA on behalf of Excellus Blue Cross Blue Shield 
(BCBS), are conducting physician-level measures. While many physician interviewees 
expressed dislike for individual performance metrics, these national and local efforts—as 
well as recent CMS initiatives24—significantly contribute to a shifting perception among 
physicians that public reporting is inevitable. 

The scans did not uncover any collective publicly reported FQHC information with 
respect to quality improvement. Interestingly, though, across the 14 communities, 
FQHCs were somewhat more likely to be accredited (41 percent) than physician orga-
nizations (34 percent).25 

Boston received the highest scores for both performance measurement (9.4) and public 
reporting (9.1). Memphis scored lowest on performance measurement, with a 4.3, and 
Oklahoma City scored lowest on public reporting, with a 3.6. The scans confirm that 
for HMOs, performance measurement has become a required business practice. Perfor-
mance measurement is beginning to be important for PPO health plans and for physi-
cian organizations, but not as extensively as for HMOs at the time of the scan. Markets 
with active private or public purchasers are more likely to demand such information and 
make it publicly available. 

Provider Financial Incentives 
In many markets, purchasers and payers are interested in factoring quality results into 
their payments to the delivery system. Several had implemented or were about to 
implement the national Bridges to Excellence (BTE) program, a multistate coalition of 
employers, physicians, health care services and industry experts devoted to providing 
financial rewards based on quality care. A few communities had homegrown, local and 
state pay-for-performance programs similar to that of BTE. In most, at least one com-
mercial health plan had initiated some form of a provider financial incentive. These 
initiatives tend to focus on efficiency, HEDIS-like metrics, or measures for specialist 
care and generic prescription fill rates. Table 6 shows that provider financial incentive 
scores averaged 2.4, or level D. The highest scoring markets were Minneapolis/St. Paul 



Table 6  Provider Financial Incentives

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 4.0

Cincinnati 3.8

Detroit 1.8

Indianapolis 2.0

Madison 1.5

Memphis 1.0

Minneapolis 4.5

Oklahoma City 1.3

Phoenix 0.5

Portland 1.0

Rhode Island 2.5

Rochester 2.4

Savannah 3.0

Seattle 4.5
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and Seattle, each with a 4.5, largely because of multiple individual health plan incen-
tives. The lowest scoring market was Phoenix, with a score of 0.5.
 
At the time of the scan, Boston and Cincinnati had implemented BTE. Boston’s BTE 
had recognized five physicians for both their Diabetes Care Link and Cardiac Care 
Link programs, while Cincinnati’s BTE had given rewards to 111 physicians for diabetes 
care. Minneapolis/St. Paul unveiled a BTE program focused on diabetes in early 2006, 
after the completion of the market scan. In the fall of 2005, the governor of Georgia 
announced a planned rollout of BTE for the Diabetes Care Link program, with a special 
focus on minority populations. 

Savannah and Oklahoma City each have local incentive programs. Savannah, in fact, 
has two programs with differing metrics, one sponsored by the local business coalition 
partnered with one of the area’s two major health systems, the other led by a major 
employer with the competing health system. In Oklahoma City, a commercial firm, 
MedEncentive, offers a unique health plan-based reward program providing quality-
based incentives to both physicians and patients, with rewards tied to each party’s com-
pliance with evidence-based guidelines. 

The New York Department of Managed Care sponsors a health plan incentive program 
for Medicaid managed care enrollees. One of the Rochester community’s Medicaid 
plans received the maximum award. In a separate program, the Rochester IPA, through 
its contract with Excellus BCBS, created a Value of Care program that rewards physi-
cians for quality, patient experience and efficiency. Rhode Island created a provider 
financial incentive program based on quality through its RIte Care Medicaid program’s 
health plans. 

In key informant interviews, providers who believed they would do well were more like-
ly to embrace the notion of pay-for-performance. However, some providers expressed 
skepticism of such programs, viewing them as cost driven rather than quality driven or 
as a passing trend not likely to produce lasting results. Overall, more physician group 
interviewees than medical association spokespersons expressed support for pay-for-per-
formance programs. Some of the physician group key informants felt that the current 
amounts offered by the health plans are negligible and should be greater and that per-
formance results based on administrative data should not serve as a foundation for such 
programs. For the most part, key informants said they would like to see common, cred-
ible performance metrics even though financial incentives may vary by plan. 

Health Information Technology (HIT) Incentives and Infrastructure 
Although attempts to build community health information technology capacity date 
back many years, most have not been successful. It is not surprising then that all com-
munities scored the lowest on this attribute, with an average score of 1.5, or level D 
(see Table 7). While this score is low, there seems to have been a breakthrough in how 
to move this important piece of the health quality puzzle forward, with up-and-run-
ning examples in several communities. These efforts are beginning to connect disparate 
pieces of a patient’s medical record (e.g., medical, lab, pharmacy) from across various 
providers in a given market. 

Some markets, Indianapolis in particular, ranked in the middle of the pack with respect 
to overall quality initiatives but performed relatively well in HIT. Others, such as 
 Boston, Cincinnati and Rhode Island, scored relatively well both overall and in HIT. 
Still others, like Memphis and Phoenix, scored in the bottom quartile overall but are 
maintaining or building significant HIT assets in their communities. 



Table 7  Health IT Incentives & Infrastructure

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 8.2

Cincinnati 2.4

Detroit 0.8

Indianapolis 3.5

Madison 0.9

Memphis 1.2

Minneapolis 0.0

Oklahoma City 0.0

Phoenix 0.5

Portland 1.3

Rhode Island 2.0

Rochester 0.0

Savannah 0.0

Seattle 0.5

Table 8  Consumer Engagement

Level D 
1  2  3

Level C 
4  5  6

Level B 
7  8  9

Level A 
10 11 12

Boston 3.8

Cincinnati 2.8

Detroit 3.7

Indianapolis 0.4

Madison 1.4

Memphis 0.8

Minneapolis 9.4

Oklahoma City 0.3

Phoenix 2.0

Portland 0.8

Rhode Island 1.5

Rochester 0.0

Savannah 2.6

Seattle 0.3
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The approaches to HIT are as varied as the communities themselves. Boston, Cincinnati, 
Indianapolis and Memphis have initiated some form of a health information exchange, 
typically starting with hospital inpatient or emergency department data and, to vary-
ing degrees, expanding to outpatient care. Boston is arguably furthest along, with 
four local organizations that coordinate, manage and implement HIT efforts. Other 
models include the Indiana Health Information Exchange (IHIE) partnership with the 
 Regenstrief Institute, an internationally recognized pioneer in clinical informatics,26 and 
an electronic prescription system in Rhode Island that connects 90 percent of pharma-
cies in the state and is used by 40 percent of its physicians. 

Professors at Arizona State University’s business school oversee a comprehensive health 
data repository, Arizona Health Query, that represents more than 5 million unique indi-
viduals. The repository includes data from the state’s Medicaid program, community 
health clinics, hospitals, physicians and others. As mentioned above, employers and 
health plans are now working with the University to add their data to the repository in 
order to produce physician performance measures. 

Incentives appear to play an important role in moving component pieces of the deliv-
ery system towards automation. Boston benefits from an extensive statewide incentive 
program that encourages physicians to adopt health information technology. At the 
time of the scan, 542 physicians in Massachusetts were on NCQA’s Physician Practice 
 Connections recognition list. Moreover, another 892 physicians received rewards 
through the statewide BTE Physician Practice Connection program sponsored by the 
quality improvement organization. 

A few health plans, such as Blue Care Network in Detroit and First Choice in Seattle, 
are offering financial incentives to advance HIT among physicians. BCBS of Rhode 
Island provides financial assistance to five competing physician groups to jointly pur-
chase electronic medical record software.

In addition to exchanges and other broad information technology efforts, many key 
informants cited examples of clinics and physician organizations in their communities 
that are fully or partially using electronic medical records. Furthermore, within the past 
two years governors in Arizona, Michigan, Minnesota and Wisconsin have each created 
task forces to develop blueprints for advancing health information technology through-
out their respective states. It appears to be an unprecedented time for advancing HIT at 
the local and regional level. 

Consumer Engagement 
A number of important, emerging policy directions, such as the emphasis on patient-
oriented care in the Chronic Care Model27 and the trend toward greater direct cost 
sharing by consumers, put the consumer in a key role to drive quality improvement.28 
Table 8 shows that similar to HIT, the field is struggling with exactly how to engage and 
activate the consumer in this potential role. Consumer engagement, therefore, ranked 
only a notch above HIT, with an average score of 2.1 (level D). Eleven markets scored a 
D, with Rochester at the low end with zero points. 

In general, efforts to engage consumers are led by employers and health plans, largely 
through distinguishing physician performance in their provider directory, employing 
tiered networks that give patients financial incentives for choosing doctors and hospitals 
based on cost and quality, and, occasionally, offering co-pay differentials that encourage 
employees to select high-performing doctors. The majority of health plan and employ-
er key informants predicted a sharp rise in health reimbursement and health savings 
accounts, as well as accompanying consumer decision support tools.29
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The major national health plans are offering tiered networks, primarily to their self-
funded private employers. However, the penetration of tiered plans remains limited, 
and it is unclear how or even whether consumers are actually using physician-level 
performance information when it is available. The national plans are also rolling out 
price and quality information in select markets. Aetna, for example, is posting physician 
prices for the most common procedure codes in Cincinnati. Both local and national 
health plans, along with self-funded employers, are increasingly denoting high-perform-
ing physicians in their directories based upon varying combinations of efficiency, clini-
cal quality and patient experience. 

Minneapolis/St. Paul, the highest-scoring market in consumer engagement with a 9.4, 
leads the country with respect to engaging consumers in quality. This community pro-
vides both comparative plan and clinic-level performance data to the public through 
community wide Web sites, as well as through many plans’ provider directories. For 
more than a decade, a tiered physician network product, which provides quality and 
cost ratings to consumers, has been offered in Minneapolis/St. Paul. 

The notion of a consumer-driven approach to improving the quality of care yielded 
mixed opinions from many key informants. In general, state and private purchasers and 
some union representatives supported the notion, believing it to be a linchpin in their 
own organizations’ strategies to address both cost and quality issues. Some physicians, 
particularly those representing low-income consumers, expressed concerns about low 
health literacy and consumer suspicions that the emphasis on quality will just be an 
excuse for passing more costs onto consumers. 

This study offers a new view of the work communities are doing to improve health 
care. This view is important on several fronts. First, the scans attempt to describe the 
key components of well-functioning health care markets and then assess and compare 
those attributes across a set of 14 communities. Second, this component view of health 
care markets gives communities that are willing to collaborate specific areas to target for 
improvement. Finally, this perspective is critical because a collaborative, regional market 
approach that emphasizes alignment of health care market forces is very likely the best 
practical way for communities to achieve sustainable health care quality and value.

Michael W. Painter, J.D., M.D., is a senior program officer at the Robert Wood Johnson 
Foundation serving on the Quality/Equality Team. He was a 2003-2004 Robert Wood 
Johnson Health Policy Fellow; has a clinical faculty appointment with the University of 
Washington, Department of Family Medicine; and is a board-certified family physician.

Patricia E. Powers, M.P.P.A., is the president and CEO of the Center for Health 
Improvement and is the national program director for Aligning Forces for Quality: The 
Regional Market Project. She served as president and CEO of the Pacific Business Group 
on Health from 1990-2000. 
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