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What is Aligning Forces for Quality?

- AF4Q is the Robert Wood Johnson Foundation’s
signature effort to improve the quality of health
care Americans receive.

- Quality is a national problem, but health care is
delivered locally.

- The aim is to improve the quality of health care in
up to 20 targeted communities, reduce racial and
ethnic disparities and provide models for reform.

Targeted Regions will Improve and Sustain High-Quality,
Patient-Centered, Equitable Care by 2015
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2010 AF4Q Communities

Cincinnati, Ohio

Humbokﬂ County, Calif.

Willamette Valley, Ore, West Michigan Detroit, Mich.
Puget Sound, Wash. Central Indiana Cleveland, Ohio
Wisconsin Western New York

Minnesota

Maine

Boston, Mass.

South Central
Pennsylvania

Albuquerque, N.M,
Memphis, Tenn.




Vision for Greater Boston AF4Q

AF4Q as the catalyst to effectively align
stakeholders to adopt and realize a shared,
audacious local goal for improving health care
quality and/or population health.

* Leverage and integrate the many existing activities and
resources in our community

- Make meaningful progress toward shared goals that will
support implementation of health reform

: ImBrove the interface of the medical delivery system with
public health and community initiatives

- Maximize impact of universal coverage by improving access to
and appropriate use of the delivery system




AF4Q Initial Priority: Reducing
Preventable Emergency Department
Visits and Associated Admissions -

- Developing and spreading innovations in the delivery of
primary care

- Improving engagement of patients in managing their
care

> Improving coordination between health care and other,
non-health care, social service/community based

settings that can impact successful management of
ACSC

- Understanding consumer perspectives and decision-
making on the use of primary care and emergency
department services - key considerations and decision
points.

> Reducing disparities on key indicators across settings
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Beacon Community Program Vision

To harness the power of HIT into
effective tools to enable
transformational quality, cost efficiency
and population health improvements

within the community

Health information Technology and Exchange
Infrastructure
Integration of HIT into Care Delivery
Improving care coordination
Engaging patients and families
Evaluation, Performance Monitoring and Feedback



Leveraging a Core Set of HIT Tools...
Creating Targeted Interventions

}

Advancing the meaningful use of interoperable EHRs...providing
more accessible information to patients and providers across the
continuum of care.

Modifying and expanding use of a Clinical Summary Transmission
Gateway and viewer...providing better access to information for
patients and providers at care transition points.

Further populating the Quality Data Center (QDC) and expanding
registry capability...providing ongoing performance measurement
and improvement feedback, and identifying best practices and
disparate patterns of care.

Introducing a standard Public Health Reporting Gateway...increasing
population-level surveillance of disease-specific encounters by race,
ethnicity, language (REL) and level of educational attainment.

Enhancing patient care with IT enabled education and support ...
Increasing participation of patients in their care through better
access to electronic tools for care tracking, prevention, and
communication with providers.

10



Greater Boston Beacon Goals

Cost Efficiency Goal: Reduce preventable ED visits
and hospital admissions and readmissions for
patients with pediatric asthma and diabetes.

Measurable target: Reduce the number of ED
encounters and hospitalizations for pediatric
asthma patients and pediatric and adult diabetes
patients at Beacon institutions by 25% over the
three year grant period.
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Greater Boston Beacon Goals

Population Health Goal 1: Improve public health
surveillance to collect standardized race, ethnicity,
language (REL) and level of education for all
patients seen in ambulatory care settings.

Measureable target: All Beacon practices and CHCs
included in pilot interventions will submit REL data
on 100% of patient encounters by the end of the
three year grant period.
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Greater Boston Beacon Goals

Population Health Goal 2: Improve public health
surveillance to identify and improve care disparities.

Measureable target: A uniform community-wide
measurement framework, or disparities dashboard,
for reporting measures related to ACSCs (diabetes
and asthma in particular) according to REL and level
of education will be implemented within all
hospitals and ambulatory care settings engaged in
Beacon pilot interventions by the end of the grant
period. Measures will be reported to BPHC for
analysis.
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Greater Boston Beacon Goals

Quality Goal 1: Increase care outcomes for patients
with diabetes and pediatric asthma

Measurable target: Increase % of patients getting all
ambulatory services for diabetes, asthma by 50%;
increase % of patients in good control by 25%

Quality Improvement Goal 2: Improve patient care
experiences and patient engagement through IT
enabled interventions

Measurement target: individualized practice level
improvement goals with each CHC and ambulatory
practice setting engaged in the Beacon project
based on baseline performance on these measures
g strategic plan for Ql.




The Beacon PMO

Massachusetts Health Quality Partners (MHQP) -quality
measurement, provider feedback, consensus building and leadership
in quality improvement (Ql)

Eastern Massachusetts Healthcare Initiative (EMHI) -consensus
building around the need for interoperable HIT

New England Healthcare Exchange Network (NEHEN) -HIE that
supports care coordination, public health and quality measurement
and reporting, based on the standards for certification and
meaningful use

Massachusetts eHealth Collaborative (MAeHC) -EHR meaningful use
and practice redesign, and also for quality measurement and
feedback using its QDC data warehouse

Boston Public Health Commission (BPHC) -public health leadership,
in partnership with the Cambridge Public Health Department (CPHD)

Massachusetts eHealth Institute (MeHI) - to leverage, coordinate and
concentrate state and federal assets
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For more information ...
Barbra Rabson

Executive Director
brabson@mhqp.org

www.mhqgp.org
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