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H elping health professionals get better at 
improving care” was one of the long-stand-
ing pillars of the Robert Wood Johnson 
Foundation’s (RWJF’s) Aligning Forces for 

Quality (AF4Q) program, RWJF’s signature effort to help 
16 diverse communities improve the strength, resilience, 
and quality of their healthcare systems.1 When pursued 
alongside performance measurement, public reporting, 
and consumer engagement, RWJF posited that improved 
care delivery would lead to meaningful and sustainable 
change within communities. To that end, RWJF provided 
multi-stakeholder alliances—collaborative groups of pay-
ers, purchasers, providers, and consumers—with funding 
and technical assistance to support improvements in care 
delivery. Alliances were given a fair amount of discretion 
in terms of how to pursue improved care delivery within 
their communities, but they were expected to meet certain 
requirements that evolved during the course of the pro-
gram and report on their progress. The program was in 
operation from 2006 to 2015.2 

RWJF’s multi-stakeholder approach under the AF4Q 
program followed the recognition that siloed, organi-
zational-level attempts to improve quality resulted in 
only modest change3-5 and was aligned with statements 
from prominent healthcare institutions and leaders 
that multi-stakeholder approaches may be superior.6-8 
Although conceptually appealing, evidence of the effec-
tiveness of multi-stakeholder–led quality improvements 
(QIs) was (and remains) limited. A logic model, devel-
oped by the AF4Q evaluation team, depicts assumptions 
about how multi-stakeholder alliances under the AF4Q 
program could drive improvements in care delivery and 
health outcomes (Figure). Specifically, after assessing the 
needs of the community and developing a QI vision or 
strategy, the AF4Q alliance would create or build upon 
the QI infrastructure within the community (eg, procure 
and distribute QI resources, raise awareness about the 

Abstract
Objective: Aligning Forces for Quality (AF4Q) was the 
Robert Wood Johnson Foundation’s nearly 10-year, 
multicomponent initiative to create meaningful and 
sustainable change in 16 communities. Our purpose 
was to describe the likely legacy of the care delivery 
component of AF4Q among participating communi-
ties and the factors that influenced the legacy.

Methods: We used a multiple-case study approach. 
Our analysis relied on 3 key documents for each 
community, based on key informant interviews 
conducted between 2006 and 2015: (1) a summary 
of the community’s care delivery activities under 
AF4Q, (2) a summary of the community’s experi-
ence in the AF4Q program, and (3) a summary 
of the characteristics of each community and the 
multi-stakeholder alliance that led local efforts 
under AF4Q. We used a team-based consensual 
approach to analysis.

Results: We identified 3 types of legacies: (1) in 3 
communities, there appear to be sustained infra-
structures or wide-reaching activities attributable 
to AF4Q; (2) in 5 communities, AF4Q participation 
was used to advance preexisting activities; and (3) 
in 8 communities, the care delivery legacy is likely 
to be limited, because the local alliance focused on 
performance measurement instead of care delivery 
or the care delivery activities had limited reach and 
sustainability. Community contextual factors (eg, 
availability of other grant support) and alliance 
characteristics (eg, areas of expertise) greatly influ-
enced the AF4Q care delivery legacy.

Conclusion: AF4Q appears to have created mean-
ingful and sustained change in care delivery in half 
of the participating communities. Among the other 
communities, the considerable financial support 
and technical assistance provided by RWJF was not 
enough to overcome some of the contextual barriers 
that often hamper quality-improvement efforts. 
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need for QIs), leveraging the technical assistance and 
funding provided by RWJF. The infrastructure would 
provide a platform from which QI activities could be 
created or enhanced, aligned with AF4Q’s other pro-
grammatic areas (eg, consumer engagement, performance 
measurement), and spread throughout the community. 
The model also reflects that the alliances vary signifi-
cantly in terms of history and market structure, and are 
influenced by factors in the external environment not 
directly related to the AF4Q initiative. 

As part of the evaluation of AF4Q, we tracked alli-
ances’ efforts to improve care delivery (herein referred 
to as QI) communitywide and reported our findings in 
a number of publications (Sidebar).9-17 In sum, we found 
that although alliances were slow to establish a QI infra-
structure and launch QI activities, all alliances eventual-

ly implemented QI activities by establishing the activities 
themselves or delegating the task to close partners. There 
was considerable overlap in the focus of the QI activities 
across alliances (eg, most alliances encouraged adoption 
of patient-centered medical home [PCMH] processes) 
and the approaches employed (eg, most alliances estab-
lished learning collaboratives). However, the quantity 
and quality of the activities pursued, or the “dose” of the 
AF4Q program QI interventions, varied considerably 
across communities. As a result, for a majority of patient 
care and patient outcomes prespecified at the start of the 
program and tracked under the evaluation, AF4Q com-
munities did not experience greater improvement than 
non-AF4Q communities.

Given the large investments in multi-stakeholder 
alliance–led initiatives to improve quality in the public 
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and private sectors,18 our goal in this paper was 
to provide additional insight about the AF4Q 
program’s QI legacy in the participating com-
munities—insights that would be overlooked 
if one focused solely on the underwhelming 
quantitative results. Specifically, based on our 
qualitative data, we sought to describe the 
legacy that the QI component of the AF4Q 
program is likely to leave in each participating 
community and the factors that influenced the 
AF4Q program’s QI legacy. Findings from our 
analyses may provide RWJF staff and policy 
makers with insight about the cross-community 
results of RWJF’s investment in the area of QI 
and guide future efforts. 

Methods

Design
We used a multiple-case study approach to 

examine the AF4Q program’s QI intervention 
within its real-life context across the 16 partici-
pating communities.19 Although multiple-case 
studies typically include fewer than 5 cases due 
to the complexity of the data,20 our analysis 
included all 16 AF4Q participating regions, as 
this analysis represents a component of the 
summative evaluation of the AF4Q program. 

Data Collection and Coding
We conducted 1100 semi-structured key infor-

mant interviews during 4 rounds of site visits 
to AF4Q communities between 2006 and 2016, 
and 10 rounds of telephone interviews with alli-
ance leaders between 2007 and 2014. Interviews 
were conducted with a number of individuals in 
each community during the site visits, including 
alliance directors, who oversee the work of the 
alliance; project directors, who are responsible 
for implementation of the AF4Q initiative; indi-
viduals who led or planned alliances’ activities 
in various programmatic areas (eg, QI, public 
reporting, and consumer engagement); and rep-
resentatives from each of the targeted commu-
nity stakeholder groups, typically consumers, 
physicians, hospital leaders, healthcare plans, 
and employers.21 The telephone interviews were 
typically conducted with 1 or more of the fol-
lowing individuals: the alliance director, project 
director, or individual identified by the alliance 

n  Sidebar. Key Findings Regarding Alliances’ QI Work 
From Evaluation Articles9-17

How did the AF4Q alliances approach the task of building a 
sustainable QI infrastructure for the community?

•	 When given a broad directive to create a sustainable QI infra-
structure, alliances focused on some common activities, for 
example, developing a communitywide vision and strategy for QI, 
obtaining resources for QI activities, engaging key stakeholders, 
and supporting health information technology.9

What specific QI activities were pursued by the alliances, and at 
what scale?

•	 Alliances spent years planning their QI approaches and activities. Initial 
selection of QI activities was driven by the availability of local expertise 
and resources, rather than a communitywide vision for QI.10 

•	 Alliances were just as likely to rely on local partners to lead QI 
activities as they were to establish their own QI activities.10 

•	 Alliances most commonly focused on promoting the use of 
PCMH processes and reducing readmissions. The most frequent 
approaches to QI were the creation of learning collaboratives, 
practice coaching, interventions to improve care coordination 
(eg, case management and nurse follow-up), measurements, and 
reporting. Diabetes and congestive heart failure were a common 
focus. Many of these activities were part of other ongoing initia-
tives sponsored by the state or private organizations, such as the 
Institute for Healthcare Improvement.

•	 There was considerable variation in the “dose” of the AF4Q QI 
intervention, in terms of the number, scope, duration, reach, and in-
tensity of activities pursued by alliances under the AF4Q program.11 

•	 Among the 16 AF4Q alliances, 5 took an active role in spreading 
or expanding the reach of QI initiatives within their communities, 
6 relied on partner organizations to spread QI initiatives, and 5 
were not focused on spread.12 

How did external factors affect the alliances’ QI efforts?

•	 Overall, the ACA positively influenced the alliances’ work by  
creating demand for QI resources, which led to new partnerships 
and greater participation in alliances’ QI activities, and establishing 
new funding opportunities, which helped several alliances expand 
the reach, scope, and pace of their work.13

•	 In 2010 and 2011, some alliance leaders expressed concern that 
their health system partners were more “internally focused” and 
that the ACA, particularly the provisions related to accountable 
care organizations, heightened local competitive pressures.13 

Did the AF4Q program lead to improved patient care in  
participating communities relative to non-AF4Q communities?

•	 Overall, the AF4Q program led to modestly greater improve-
ments in patient perceptions of receipt of recommended care 
for diabetes, patient satisfaction, and electronic health record 
adoption. However, for the majority of patient care and outcomes 
investigated during the course of the AF4Q program evaluation 
(including readmissions, PCMH adoption, and perceived health 
status), there was no difference in improvement in AF4Q com-
munities compared with non-AF4Q communities.14-17 

ACA indicates Affordable Care Act; AF4Q, Aligning Forces for Quality; 
PCMH, patient-centered medical home; QI, quality improvement.
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or project director as being responsible for the alliance’s 
QI activities (“QI leaders”).

During the interviews, we asked respondents about 
a number of topics, including the alliances’ structure, 
vision, goals, strategies, and decision making; details 
about specific QI activities; characteristics of the alli-
ances’ markets and partnerships; and external factors 
that affected their decisions and activities. All interviews 
were audio-recorded, transcribed, and uploaded to Atlas.
ti, a qualitative software package, for analysis.

Using a multistaged coding process, we first used 
deductive high-level (global) categories corresponding 
to the AF4Q initiative’s main programmatic areas and 
major concepts that are relevant across all communi-
ties (eg, alliance participation, resources, and structure). 
Next, all data that were globally coded were read for 
emerging themes. The transcripts were reviewed until 
no new themes emerged. This inductive process resulted 
in a final list of codes representing the key concepts and 
themes related to the QI programs. A more thorough 
description of our interviews and coding process can be 
found elsewhere.21

Analysis
Because of the large number of cases, our analysis relies 

on 3 key documents created for each AF4Q community, 
based on the interview data. First, we created a 2- to 3-page 
summary of the communities’ major QI activities under 
the AF4Q program. In 2013, the QI leaders verified and/
or made corrections to our summaries. Second, we cre-
ated a more comprehensive (14-20 page) summary of each 
community’s experience in the AF4Q program, which 
included a description of program governance, activities 
in the various programmatic areas, and contextual factors 
that influenced their activities, challenges, and successes. 
Third, we created a document that lists characteristics of 
each alliance (eg, the alliances’ history and origin, stake-
holder dominance, and area[s] of expertise prior to joining 
the AF4Q program) and community (eg, health provider 
market competition and community size).

We used a team-based consensual approach to analy-
sis.22,23 To ensure that the influence of the unique context 
of each case was sufficiently considered, each case was 
examined independently before any attempt was made 
to triangulate findings across cases. For each community, 
2 authors reviewed the 3 key documents and drafted 
memos addressing 2 questions: (1) What is likely to be 
the legacy of the AF4Q program regarding improved care 
delivery? and (2) What factors influenced that legacy?

Patterns and themes across sites were identified 
through 4 weekly discussions. In several instances, the 
authors reviewed the interview transcripts to resolve 
disagreement, identify illustrative quotes, and further 
explore contextual factors that may have contributed to 
differences in legacy across AF4Q communities. Finally, 
we provided a profile of each of the AF4Q communities, 
including alliance and community characteristics, a mea-
sure of the “dose” of the AF4Q program’s QI interven-
tion, and the percentage of patient experience measures 
that improved between 2008 and 2012.

Results

Our results revealed 3 different types of legacies that 
the AF4Q program is likely to leave across participating 
communities. We describe these legacies, highlighting 
specific AF4Q communities as examples, and the factors 
that may have contributed to those legacies. A profile of 
the communities can be found in Table 1.

New Infrastructure Legacy 
In 3 communities, the AF4Q program’s QI legacy is 

a new infrastructure or advancement in care that has 
a broad reach in the community, and its existence or 
spread can be attributed specifically to the AF4Q pro-
gram. Although the long-term sustainability of these 
infrastructures and advancements is uncertain, the alli-
ances continued to engage in the QI work beyond the end 
of the AF4Q grant. 

Under the AF4Q program, the alliance in Cincinnati 
began a series of multipayer PCMH pilot programs 
involving approximately 10 physician practices each. 
Partnering with TransforMED, an affiliate of the 
American Academy of Family Physicians, to build the 
curriculum, the alliance led the pilot program, recruited 
health plans to contribute a $20 per-member-per-month 
payment to participating practices, and created a multi-
payer database to evaluate the pilots. This work was 
largely the impetus for the region being selected to 
participate in the Centers for Medicare & Medicaid 
Services’ (CMS) Comprehensive Primary Care initiative 
(CPCI), which expanded the number of payers and prac-
tices involved. This work, in turn, laid the groundwork 
for Ohio’s State Innovation Model award, which also 
focused on PCMH adoption. One respondent noted: “I 
see the evolution from Aligning Forces to CPCI to a state-
wide model for PCMH as one continuous flow.” 

Respondents pointed to a number of factors that 
facilitated the alliance’s work: the alliance leader’s strong 
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interest in QI, access to an executive on loan from GE 
Aviation who helped set goals around healthcare trans-
formation from an employer perspective, long-standing 
commercial payer support for local initiatives, collegial 
relationships among the chief medical officers of the 3 
dominant health plans and between the chief medical 
officers and the alliance, PCMH initiatives that coin-
cided with plans’ announcements of national medical 
home initiatives, additional support from the CPCI and 
Beacon program funding from the Office of the National 
Coordinator for Health Information Technology  to sup-
port the spread of PCMHs, and having more than 80% of 
physicians and hospitals connected through one of the 
largest and most advanced health information exchanges. 

The alliance in Cleveland, established in 2007 specifi-
cally for the AF4Q program, took a different approach to 
community-level QI. The alliance created a QI Learning 
Collaborative modeled on the Institute for Healthcare 
Improvement’s Breakthrough Series Collaborative and the 
Chronic Care Model. The Collaborative was established 
to give providers an opportunity to learn from one anoth-
er, primarily through best practices identified by analysis of 
the alliance’s measurement/reporting data and shared dur-
ing the QI Learning Collaborative Summits. The Learning 
Collaborative Summits are held biannually, with up to 200 

attendees at each event. The alliance uses a membership 
model and dues to support data analysis for the identifica-
tion of best practices and the summits, which continued 
beyond the end of the AF4Q program.

The alliance’s strategy under the AF4Q program, to 
focus its efforts on a learning collaborative, stems from a 
previous public reporting effort for hospitals in Cleveland 
that heightened provider competitiveness and ultimately 
failed. Under the AF4Q program, the alliance chose a dif-
ferent direction. According to one respondent, the focus 
was to “raise all boats…rather than emphasize bad apples 
and say, ‘Here are people that aren’t providing quality.’”

The AF4Q program’s legacy in Western New York 
is not a new QI program, but rather the establishment 
of an alliance with QI credibility, experience, and grant 
support. The Western New York alliance was a nascent 
organization with little QI experience when it joined 
the AF4Q program. The alliance’s QI work—primarily 
focused on physician practice transformation—coupled 
with the state’s heavy investment in regional health 
improvement activities resulted in the alliance being 
awarded a number of additional grants focused on popu-
lation health and practice transformation. Although the 
QI activities pursued by the alliance under the AF4Q 
program have not all been sustained, the alliance is well 

n  Table 1. Profile of AF4Q Communities, by Legacy Category

Alliance

Alliance and Market Characteristics

Year Alliance 
Established

Year Alliance Joined 
AF4Q Program Alliance Type

Market Population 
(in millions)

Percent of Population Uninsured 
or Covered by Medicaid

Boston 2010 2010 Single organization 2.2 23.85%

Cincinnati 1992 2007 Single organization 2.21 28.21%

Cleveland 2007 2007  Single organization 1.28 32.16%

Detroit 1944 2006 Single organization 4.70 21.97%

Humboldt County 2007 2007 Partnership model 0.13 38.55%

Kansas City 2000 2007 Single organization 1.69 23.97%

Maine 2007 2007 Partnership model 1.33 31.93%

Memphis 2003 2006 Single organization 0.93 39.43%

Minnesota 2006 2006 Partnership model 5.30 24.42%

Oregon 2001 2007 Single organization 3.83 32.06%

New Mexico 2009 2010 Single organization 0.66 42.18%

South Central PA 2007 2007 Single organization 0.54 25.07%

Washington 2004 2006 Single organization 3.94 25.57%

West MI 1948 2007 Single organization 1.52 29.36%

Western NY 2002 2007 Single organization 1.54 31.27%

Wisconsin 2002 2007 Single organization 5.69 29.03%

AF4Q indicates Aligning Forces for Quality.
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positioned to serve as a regional QI leader and secure 
additional funding to support local QIs.24-26

Further Faster Legacy 
In 5 communities, the legacy of the AF4Q program is 

more difficult to detect. The alliances can point to new 
QI activities, new QI resources, and the adoption of 
improved care processes in the community since joining 
the program; however, attributing these changes specifi-
cally to the AF4Q program is difficult. The alliances or 
their partners were effectively engaging in QI activities 
prior to joining the AF4Q program, supported by other 
funding streams, and the AF4Q program helped to 
advance these activities further and faster. In sum, the 
requirements of the AF4Q program were well aligned 
with the ongoing QI work within the community. 

Like in the new infrastructure legacy category, we 
identified considerable variation within the further faster 
legacy category. The alliances in Minnesota and Maine 
advanced QI statewide under the AF4Q program, largely 
because their QI partners had a statewide focus. In 
Maine, Maine Quality Counts, a membership-based, 
provider-led, multi-stakeholder group focused on QI, 
was one of the key alliance partners. Prior to the AF4Q 
program, Maine Quality Counts was engaged in QI 
activities in physician practices. During the AF4Q pro-
gram, the organization established a number of new QI 
activities, including development of a PCMH program, a 
PCMH learning community, and community care teams 
focused on high-need patients. Through its efforts, the 
organization reached upwards of 40% of physician prac-
tices in the state; however, many of these activities were 
reported to be “not uniquely AF4Q” activities, but part 
of multiple efforts occurring simultaneously. Most nota-
bly, the alliance received $12 million as part of Maine’s 
State Innovation Model award from the CMS to assist 
practices in the adoption of PCMHs. According to one 
respondent, “[The] AF4Q [program] was a drop in the 
bucket” in comparison. Another respondent noted, “It’s 
easier to point to the indirect impact of [the] AF4Q [pro-
gram] than it is the direct.”

In Humboldt County, California, and South Central 
Pennsylvania, the alliances’ catchment areas were relatively 
small and dominated by a large, local delivery system with 
considerable QI experience. As a result, in both communi-
ties, the planning and participation in AF4Q-related QI 
efforts were dominated by those systems. AF4Q program 
resources and support were used to push QI programs 
within those systems further. For example, in Humboldt 

County, California, the local independent practice associa-
tion (IPA) had long participated in a pay-for-performance 
effort that funded QI initiatives and provider bonuses. 
Under the AF4Q program, the IPA partnered with large 
employers and an insurer to fund Priority Care, an effort 
to provide population-level management activities and 
intensive care coordination for patients with multiple 
chronic conditions. The creation and expansion of Priority 
Care may be attributable, in part, to the AF4Q program, 
although the building blocks were already in place.

The one alliance in the further faster category that 
lacked experience in QI prior to joining the AF4Q pro-
gram was West Michigan. After a largely unsuccessful 
start trying to develop its own QI activities under the 
AF4Q program, the alliance partnered with local physi-
cians who were developing a QI resource center, the 
Michigan Center for Clinical Systems Improvement 
(Mi-CCSI). Using the AF4Q program grant funding, 
the alliance provided critical early support to Mi-CCSI 
and exposure to the Institute for Clinical Systems 
Improvement in Minnesota, after which Mi-CCSI is 
modeled. Mi-CCSI continues to serve as a consortium 
of providers and payers collaborating to implement and 
evaluate clinical models in primary care to improve qual-
ity, even after the West Michigan alliance closed its doors 
in 2015. Although the AF4Q program provided impor-
tant funding during Mi-CCSI’s formation, it is likely that 
Mi-CCSI would have been established in the absence of 
the AF4Q initiative. 

Limited QI Legacy 
In approximately half of the communities, the AF4Q 

program’s QI legacy is likely to be limited. In some cases, 
this limited QI legacy is a result of deliberate decision 
making by the alliances to pursue other work. Instead 
of devoting efforts to initiating QI activities, 3 alliances 
(Oregon, Wisconsin, and Washington) decided to use 
their data resources and analytical capabilities to drive 
change through performance measurement. Although 
RWJF encouraged alliances to engage in QIs along with 
other programmatic areas, as one respondent put it, “We 
don’t do QI.” Like many of the further faster communi-
ties, alliances in this group leveraged the work they were 
engaged in prior to the AF4Q program, and focused on 
performance measurement instead of QI. 

For example, prior to joining the AF4Q program, the 
purchaser-led alliance in Washington used claims data 
from member health plans and self-insured employers to 
identify QI opportunities and highlight high-performing 
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providers. Despite instruction from RWJF to undertake 
QI interventions, one respondent noted, “We knew 
from the get-go that we couldn’t do everything…We 
were pretty methodical in choosing which area within 
[the] AF4Q [program] that we were going to emphasize…
For us, we’ve chosen to make that niche performance 
measurement and reporting.” The alliance leaders argued 
that they did not have the time or resources to engage 
in QI and that, as a purchaser-led organization, funding 
improvement processes for their suppliers (eg, hospitals 
and physician practices) were outside the scope of the 
organization’s mission. Nevertheless, the alliance’s role 
in performance measurement was highly valued within 
the state; the alliance received considerable funding 
under the State Innovation Model award, with a scope of 
work focused on coordination and implementation of a 
statewide performance measure set, data aggregation, and 
communication around the measures. 

In the remaining AF4Q communities, the limited QI 
legacy is simply a result of various challenges encoun-
tered as the alliances planned, implemented, or attempted 
to spread and sustain their QI activities. These alliances 
initiated a number of QI activities, including practice 
coaching, learning collaboratives, developing QI tool kits 
for providers, and small pilot programs. However, the 
reach of the activities was rather limited, never spreading 
communitywide, and at the end of the AF4Q program 
grant period, the activities had terminated. 

For example, one alliance in this category opted to 
run a pilot program to test a community-centered model 
for addressing the Triple Aim (better health, better care, 
and reducing costs). The alliance assembled a coalition 
of providers, public health agencies, community coali-
tions, public schools, faith-based organizations, health 
plans, consumers, and advocacy groups to leverage exist-
ing activities, best practices, and community resources 
with the goal of making meaningful improvements in 
diabetes and childhood asthma. Between 2012 and 2015, 
the coalition met quarterly and, with AF4Q program 
funding, held listening sessions, developed an asset map 
of local resources, and led a month-long series of events 
to increase awareness about the prevention and manage-
ment of diabetes. According to planners of the initiative, 
the program engaged more than 800 community resi-
dents, recruited new community partners, and brought 
attention to the issue of diabetes through distribution of 
brochures and coverage in the local press. The coalition 
ceased its regular meetings when the AF4Q program 
grant ended. Alliance staff developed a fundraising 

package in the hope of finding an organization willing 
to continue to convene the coalition, but there “wasn’t 
enough time to carry it through.”

Reflecting on the initiative at its end, participants 
from within and outside the alliance pointed to 3 major 
hindrances. First, the alliance’s leadership team oversaw 
the AF4Q program grant and conceived of the initiative 
after a strategic planning process, believing that there 
needed to be more community engagement around QI. 
However, the leadership team was not actively engaged 
in the initiative once it launched, and therefore, the coali-
tion’s accountability was limited.

Second, the alliance and coalition encountered con-
siderable pushback; for example, primary care physicians 
in the community stated, “We don’t have the resources to 
do anything more than we’re doing. We’re already doing 
this. We can’t take on any more.” There was also push-
back from community leaders, skeptical of the alliance, 
which had little experience partnering with organizations 
in the community, “dictating how things should be man-
aged.” The alliance had to hire a long-time community 
organizer to get all of the coalition partners to participate, 
and that process took years.

Third, this alliance was selected to join the AF4Q pro-
gram in 2010, considerably later than other AF4Q com-
munities. Respondents noted that the alliance’s AF4Q 
leadership team struggled to meet the requirements and 
goals established by RWJF, and was not able to focus on 
a single project until the last phase of the AF4Q program. 
According to one respondent, “We didn’t have enough 
time to…accomplish as much as I think we would have 
liked at the outset when we envisioned this.” 

Among the other communities, respondents noted 
a number of challenges associated with their QI work. 
They are listed in Table 2. 

Discussion

To describe the AF4Q program’s QI legacy in the 16 
participating communities, we analyzed summaries of key 
informant interview data collected over nearly 10 years. 
Our findings suggest that the legacy is variable. In some 
communities, it is reasonable to conclude that the AF4Q 
program drove the creation of a new QI infrastructure 
that was sustained beyond the end of the program; in oth-
ers, the program advanced QI initiatives already in place.

In half of the communities, we believe that the pro-
gram is likely to have limited long-term impact on care 
delivery. Our results also suggest that contextual factors 
associated with the community and alliance played a 
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considerable role in explaining the variation in program 
legacy. These findings are not necessarily surprising, con-
sidering that evaluations of other multi-site QI interven-
tions have also reported variation in outcomes and the 
important influence of contextual factors.27 However, the 
AF4Q program represented the largest privately funded 
QI intervention to date; our results suggest that even with 
considerable financial support and technical assistance, 
many alliances could not overcome some of the contex-
tual barriers that often hamper QI efforts. 

Our categorization scheme was intended to highlight 
differences among legacies across the AF4Q commu-
nities. We cannot conclude that one type of legacy is 
superior to another. For example, it is not clear that 
creating a set of new QI activities within a community 
(ie, new legacy) is more impactful than advancing well-
established ones (ie, further faster). Additionally, there’s 
little evidence to suggest that improving care delivery 
through direct interventions with physician practices, as 

encouraged by RWJF, is more effective than measuring 
and sharing performance, as several of the limited legacy 
communities opted to do. 

Our findings raise important issues for future planners 
and investors in multi-stakeholder–led QI work as they 
consider site selection for similar QI initiatives. The first 
is the need to consider the type of legacy that program 
planners would like to establish. Some may prefer to 
push existing efforts further and faster, without having 
to invest in the time-consuming and expensive effort of 
developing new infrastructures. Other program planners 
might prefer to develop new infrastructures in communi-
ties that are lacking in QI investment. They may also 
prefer a more tangible product for their efforts.

The second issue is how to conduct site selection 
to maximize the chance of producing the preferred QI 
legacy. Based on the experience in the AF4Q program, 
it may be reasonable to assume that a community with 
a strong QI infrastructure may simply use the additional 

n  Table 2. Commonly Reported Barriers to Meaningful and Sustainable QI Projects

Common Challenge Illustrative Quotes

Difficulty  
engaging physicians, 
particularly in  
communities with 
a large number 
of small medical 
practices

“When you talk about physicians, it is a challenge to figure out how to actually reach them. It’s like leading 
them to water, but how do you get them to read what you printed or how do you get them to attend the 
meeting and listen to what you’re saying?”

“That’s really been our challenge…getting practicing physicians involved. I mean, I’m sure not surprised. I’m 
sure that happens in other places, but for us, it’s even more magnified because we have such a shortage of 
primary care providers.”

“How do you keep it going? How do you keep the physician’s interest, because obviously [the alliance] can-
not pay them. So how do you keep them going?” 

Alliance leadership 
challenges

After being informed that the Foundation was requiring the alliance to undergo leadership training: “I just got 
a nasty call that suddenly you’re doing something bad. Never knew what it was, never knew what was going 
on, and I really didn’t appreciate that…But actually the leadership training we did for a year was wonderful. 
We all loved it. They thought it was a punishment.”

“A lot of this tension is because [the alliance leader]…hasn’t had a good relationship with a lot of people, 
frankly. [The alliance leader] keeps raising his/her head and getting involved in things that people don’t feel he/
she has any business getting involved in.”

Inability to  
secure additional 
funding to support 
their QI work

“There are many, many grants out there. We aren’t resourced enough to take advantage of them.”

“Right now, we don’t have the resources to take on any big new QI initiatives.”

“How does it stay sustained? You have to have some kind of funding mechanism for that. So finding that spot 
where the institutions are willing to pay some and then really looking at how much is that really costing. What 
other kind of resources do you need? So the resources piece is always the biggest…it just is one of those 
barriers, challenges that we face all the time with any new program.”

Little QI experience 
or history of brief, 
disjointed QI projects

“How will [the alliance] move from ‘QI projects’ to a sustainable improvement infrastructure that will support 
practice improvement across the board? The project-by-project approach may not get practices to where they 
need to be.”

Lack of a clear  
strategy for QI

“When you said you didn’t see much on ambulatory QI that’s been because we’re really behind on the 8 ball 
on that. It is now in development.”

“And so what we’re struggling with right now—now that we understand what’s going on in the community—
[is] where do we go next?”

QI indicates quality improvement.
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support to advance current efforts in the community. 
One approach to future site selection may be to look for 
characteristics and factors that were common among 
AF4Q alliances and communities with limited legacies 
(eg, leadership struggles or a track record of launching 
one-time QI programs). These characteristics may serve 
as disqualifiers to participation or, at a minimum, a 
warning signal to program planners. Alternatively, we 
can look at the characteristics common among the new 
infrastructure and further faster legacies. For example, 
our internal analyses show that all 5 alliances with QI 
interventions deemed “high dose” were also in the new 
infrastructure or further faster legacy categories. Future 
funders may want to select alliances that have the capac-
ity to support QI activities that are strong in number, 
duration, scope, intensity, and reach (ie, elements that are 
hypothesized to contribute to a high intervention dose).11 

An important limitation of the study is that the last 
round of interview data was collected near the end of the 
AF4Q program. Therefore, we cannot be certain about 
the long-term sustainability of QI activities or the multi-
stakeholder alliances that support them. Second, there 
is no standard by which to judge the QI legacy in the 
AF4Q communities. As described elsewhere,2 RWJF’s 
direction to the alliances regarding their QI work shifted 
during the course of the AF4Q initiative. However, 
several directives to the alliances indicated that RWJF 
hoped that the alliances’ work would be sustainable 
beyond the life of the AF4Q program.1,28,29 In the absence 
of a clear goal for a legacy, we simply describe what we 
believe is the lasting impact in the community and com-
pare AF4Q program participants with each other. 

Assessing program legacy is one approach to evaluat-
ing the long-term impact of large, complex QI programs. 
Examining legacy is particularly important for grant-
funded initiatives, like the AF4Q program, that aim for 
lasting, community-level effects that may not be identified 
by quantitative analyses conducted during the program 
period.30 The AF4Q program appears to have created 
meaningful and sustained change in care delivery in half 
of the participating communities. Although quantitative 
results from the AF4Q program have been underwhelm-
ing to date,14-16 future efforts to track outcome measures 
may suggest a greater AF4Q program effect. 

Conclusion

The AF4Q program legacy in the area of care deliv-
ery varied across the 16 communities. Three allianc-
es reported sustained infrastructures or wide-reaching 

activities attributable to the initiative, 5 utilized AF4Q 
program participation to advance preexisting activities, 
and 8 are likely to have a limited care delivery legacy. 
This legacy suggests that the AF4Q program may yield 
long-term improvements in patient care and patient out-
comes in some communities; however, multi-stakehold-
er-alliance–led approaches to QI may not be a panacea 
for communitywide change. Our results also raise a 
number of issues for planners and supporters of large, 
multi-stakeholder–led QI efforts. Future funders may 
benefit from selecting alliances that have the capacity 
to support “high-dose” QI activities in terms of number, 
duration, scope, intensity, and reach.
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