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Co l l abora t ion
among managed
care organizations

(MCOs) may often be more benefi-
cial for patients and providers than
the competition fostered by those
who feel that increasing market
share is the only important out-
come. In general, competition may
be encouraged by incentives given
to a variety of medical and non-
medical executives by management
in for-profit MCOs for reaching
certain goals; it may also be true
that competition in the marketplace
is beneficial for payers as a mecha-
nism to keep premium costs down.
However, competition alone may
not lead to the best quality of care
for patients. For example, unless
services of health packages are
assiduously compared, a patient
cannot identify which plan is best,
and rudimentary health plan
“report cards” probably give little
insight about overall quality. Less
expensive does not always mean
cost-efficient and is not necessarily
associated with clinical outcomes.

Collaboration may offer true
benefits, but certain legal issues
must be considered when MCOs
decide to collaborate. According to
Section I of the federally legislated
Sherman Act, “every contract,
combination…, or conspiracy in
restraint of trade…is prohibited.”1

The key is “restraint of trade,” and
nothing can be done in MCO
cooperative efforts which would
suggest any collusion with regard
to price fixing or limiting
providers’ or patients’ rights to
benefits, services, or appeals. What

then are the areas of potential col-
laboration, and how can diverse
MCOs cooperate to accomplish
meaningful problem solving?

CAN COLLABORATION
PROVIDE SOLUTIONS?

Examples from a collaborative
effort within Medicaid MCOs are
instructive and can chart the way
for cooperation in commercial
MCOs. Many Medicaid MCO
providers could not survive in the
current milieu without belonging
to several for-profit plans, thus
Medicaid MCOs are now consid-
ered a part of the managed care
continuum. 

In Maryland, 6 MCOs are
responsible for approximately a
half-million Medicaid recipients,
and another 100,000 persons eligi-
ble for Medicaid remain in a fee-
for-service program operated by
the Department of Health and
Mental Hygiene. Of the 6 MCOs,
4 also include other lines of com-
mercial health insurance, outside
the Medicaid program. This pro-
gram’s philosophy is that one
plan’s doctors may be in another
plan’s network, and one plan’s
patient today may become another
plan’s tomorrow. These premises
are the basis for ongoing meetings
of the business and medical man-
agements of the plans and for col-
laboration among the 6 MCOs.

These MCOs’ executives have
been meeting biweekly for several
years along with representatives of
the Department of Health and
Mental Hygiene. Quality improve-
ment directors meet when needed

and provider relation directors
now have regular meetings.  

The medical directors forum,
chaired by a different medical direc-
tor at 6-month intervals, has been
meeting monthly for the past 5
years, with a 1-year hiatus in 1999.
When reconvened in March 2000,
we found that each plan had a new
medical director. This has fostered a
sense that we could proceed with a
“clean slate” to enhance patient
care, and, by doing so, also improve
the public image of managed care
and of our plans. After reviewing
legal issues that could potentially
prevent us from cooperating, we
compiled a list of 10 most impor-
tant clinical issues to be addressed
for potential action.

Clinical Programs. Our collabora-
tion has resulted in development of
several clinical programs. The med-
ical directors forum committed our
MCOs to a combined influenza and
pneumococcal vaccine immuniza-
tion program. A 3-year goal is to
raise the level of immunization
among high-risk groups to 80%.
The shortages of influenza vaccine
have limited our success; however,
with the help of pharmaceutical
companies’ funding for the past 2
years, we developed a patient
“sticker” and asked each of the 50
hospitals in the state to attach it
to the charts of all patients hospital-
ized between October 2000 and
March 2002. These stickers remind
the attending clinicians to adminis-
ter, or refer the patients for, influen-
za and pneumococcal immuniza-
tions. We developed this initiative

Partnerships Among Managed Care Organizations:
Improving Quality of Care

Howard Garber, MD
Medical Director
Johns Hopkins Healthcare, LLC
Baltimore, Maryland

(Continued on page 8)

“In focusing on interests instead of
positions, we’ve found that there were 
opportunities for cooperative work
among different managed care plans
that could solve problems not solved
by individual plans.”

—Cambridge Healthcare Summit, 2002
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with Maryland Hospital Association
and placed a letter in the mailbox-
es of all hospital staff physicians,
urging them to give flu vaccine to
their patients during flu season and
pneumococcal vaccine all year round.
The medical directors have also pub-
lished articles in specialty and society
publications to promote this goal.

Provider Education. Provider rela-
tions directors have discussed how
to encourage and educate providers
about obtaining blood samples to
comply with Maryland’s lead poi-
soning legislation. To minimize
work, each MCO has agreed to
cover a portion of the state where it
has the most providers and visit their
offices in the name of all 6 MCOs—
an example of how collaboration
can shift the focus from sales to
education and enhance quality. 

Research. With funds from a
pharmaceutical company, a “fel-
low” has been recruited by the
University of Maryland to conduct
pharmacoeconomic studies on dia-
betes and asthma. Results of these
studies, including data from the 6
MCOs, will provide clinical benefits
for our MCOs.

Joint Guidelines. We are current-
ly working on joint guidelines for
the evaluation and treatment of
hepatitis C. The 6 MCOs will be
sharing additional state funding
for the treatment of patients
with hepatitis C. These common
guidelines will ensure proper
treatment of the disease by net-
work physicians. A pharmaceu-
tical company has sponsored an
expert state committee to develop
the guidelines.

MORE THAN THE
“BOTTOM LINE”

Cooperation among MCOs can
increase quality of care and
improve the plans’ public image.
Sharing treatment guidelines, for
example, and promoting them to
plan participants may help to
enhance patient care and advance
the notion that MCOs’ objective
is more than an interest in the
bottom line. n
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