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E liminating health disparities has long been 
promoted as a key public health priority, 
yet healthcare systems and communities 
throughout the United States continue to 

struggle to achieve this aim.1 Aligning Forces for Quality 
(AF4Q), one of the Robert Wood Johnson Foundation’s 
(RWJF’s) foremost initiatives to improve the health and 
healthcare of communities across the United States, 
embraced the promotion of healthcare equity as a cor-
nerstone of the program. Through the AF4Q initiative, 
which ran from 2006 to 2015, multi-stakeholder partner-
ships (hereafter referred to as alliances) of healthcare 
providers (hospitals and primary care centers), purchas-
ers (health plans and large employers), and consumers 
(patients and community members), from each of the 16 
geographically and demographically diverse communi-
ties, worked to advance the quality of care and provide 
models for national healthcare reform. This article pro-
vides an overview of the major activities undertaken by 
the 16 AF4Q multi-stakeholder alliances as they worked 
to reduce healthcare disparities, examines the alliance 
and community factors that were linked with success 
in advancing community capacity to address local dis-
parities, and discusses the major lessons learned from the 
alliances’ experiences as they strove to simultaneously 
advance healthcare quality and equity.

Evolution of the Health Equity Agenda in the AF4Q Initiative
Reducing healthcare disparities was not an explicit 

objective of the AF4Q initiative when it launched in 
2006. In the initial phase of the AF4Q program, alliances 
were asked to focus on advancing the overall quality of 
healthcare in their communities through attention to 3 
main areas: healthcare system performance measurement 
and public reporting, implementation and dissemination 
of quality improvement strategies, and promotion of 
greater consumer engagement in healthcare.2  Reducing 

Abstract
Objective: The Robert Wood Johnson Foundation’s 
(RWJF’s) Aligning Forces for Quality (AF4Q) initiative 
aimed to advance healthcare quality and equity in 16 
communities across the United States through multi-
stakeholder alliances of healthcare payers, providers, 
and consumers. Our objectives are (1) to summarize 
the major approaches and activities undertaken by the 
AF4Q alliances that were most successful in tracking 
and implementing programs that aimed to reduce 
local healthcare disparities by race, ethnicity, and pri-
mary language spoken (REL), and socioeconomic sta-
tus (SES); and (2) to identify the major lessons learned 
from the successes and failures of the AF4Q alliances 
to inform other equity-focused initiatives.

Methods: We analyzed data from 6 rounds of key 
informant interviews conducted between 2010 and 
2015, and triannual progress reports submitted by 
the alliances to RWJF between 2008 and 2015.

Results: Of the 16 AF4Q alliances, 2 succeeded in 
developing communitywide systems to track local 
healthcare disparities, 5 alliances implemented 
substantive programs that aimed to reduce local 
disparities, and 3 alliances were successful in dispar-
ity measurement and program implementation. The 
alliances that were most active in addressing dispari-
ties tended to have long-established relationships 
with relevant community organizations, focused on 
improving the quality of care provided by safety-
net providers, and shifted quickly toward working 
to address disparities even if their initial efforts to 
stratify performance measures by REL failed. 

Conclusion: Few alliances were able to develop com-
munitywide systems to track local healthcare dispari-
ties or implement large-scale initiatives to reduce 
disparities during the 7 years that these objectives 
were advanced by the AF4Q initiative. Establishing 
robust local disparity-tracking systems and establish-
ing productive relationships with key community 
stakeholders took substantial time. The AF4Q experi-
ence suggests that efforts to reduce disparities should 
not be held up by disparity measurement challenges. 
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healthcare disparities by race, ethnicity, and primary lan-
guage spoken (REL) was added as an explicit objective of 
the AF4Q initiative in 2008.

The alliances were expected to include stakeholders 
most relevant to achieving success in the original program 
aims of advancing public reporting, quality improvement, 
and community engagement, and were selected for partici-
pation in the AF4Q initiative based, in large part, on their 
anticipated potential to achieve success in these areas. 
However, because the alliances were not selected based 
on their anticipated potential to reduce disparities, they 
started the AF4Q program with variable levels of engage-
ment with community organizations and other stakehold-
ers that represent or serve racial and ethnic minority 
populations, varying levels of commitment to prioritizing 
efforts to reduce racial and ethnic disparities, and gener-

ally low levels of expertise combatting disparities. Few 
participating alliances had significant prior experience in 
addressing healthcare disparities, and only 1 of the AF4Q 
grant-holding organizations included disparities reduction 
as part of their mission prior to the AF4Q initiative.

A logic model outlining the assumptions and expec-
tations of how the multi-stakeholder alliances would 
advance healthcare equity was developed by the evalu-
ation team during the early years of the AF4Q initiative 
and is depicted in Figure 1. Briefly, to be effective, alliances 
were expected to engage relevant stakeholders to drive 
efforts aimed at reducing disparities. A focus on equity was 
to be integrated throughout the core AF4Q programmatic 
areas of performance measurement and reporting, qual-
ity improvement, and consumer engagement. Healthcare 
quality and outcome data stratified by REL would direct 
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AF4Q indicates Aligning Forces for Quality; CE, consumer engagement; QI, quality improvement; PM/PR, performance measurement and public report-
ing; REL, race, ethnicity, and primary language spoken.
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and refine the alliances’ efforts to achieve equitable health 
outcomes. Given the complexity of factors that contribute 
to health disparities, it was expected that factors internal 
and external to the AF4Q initiative would influence the 
strategies pursued by the alliance leadership and partner-
ing stakeholders in each community. 

The 16 AF4Q alliances were allowed some flexibility 
in addressing healthcare disparities, but they were guided 
by an evolving set of equity-focused directives laid out by 
the AF4Q National Program Office (NPO) as depicted 
in Figure 2. Initially, the alliances were charged with 
advancing the routine and standardized collection of 
data regarding patients’ REL by hospitals, primary care 
practices, and healthcare plans. These data were linked 
with healthcare quality and patient outcome measures 
to examine healthcare system performance stratified by 
REL. Healthcare performance data could be stratified 
at the hospital or primary care practice level to guide 
institution-level equity initiatives, or aggregated across 
the community to identify community-level trends and 
equity priorities. In 2011, the alliances were directed 
to focus on stratifying quality measures by REL and 
incorporating the reduction of healthcare disparities into 
their quality improvement and consumer engagement 
strategies. Beginning in 2013, the equity targets were 
expanded to include the reduction of disparities by mark-
ers of socioeconomic status (SES) (ie, privately insured vs 
uninsured or publicly insured) and geography (ie, rural vs 

urban) in addition to REL. During this final phase of the 
AF4Q initiative, alliances were encouraged to focus on 
achieving their self-determined equity objectives. 

Methods

We used a qualitative approach to examine the equity-
focused component of the AF4Q initiative across the 
16 alliances. Our data sources included interviews with 
alliance directors and staff, triannual progress reports 
submitted by the alliances to RWJF, and alliance dispar-
ity verification reports. Six rounds of semi-structured 
interviews with alliance directors and disparities staff 
leads were conducted from 2010 to 2015. The interviews 
were conducted in person or by telephone, were 60 to 
90 minutes in length, audio recorded, transcribed, and 
entered into Atlas.ti (Version 2013; Cologne, Germany), 
a qualitative software program. The interview transcripts 
were coded using a deductive and inductive approach.3 
Data were initially coded using pre-identified theoretical 
constructs underlying disparity measurement and reduc-
tion. New codes were added during coding to capture 
additional themes, and this final set of disparities-related 
codes was applied to all transcripts. Each transcript was 
coded by one team member and reviewed by a different 
team member for quality assurance, and coding discrep-
ancies were resolved through discussion. Qualitative data 
with the following codes were used to develop the veri-
fication summaries described below: activities, REL data 

n Figure 2. Timeline of Disparities-Related Objectives for the AF4Q Alliances
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AF4Q indicates Aligning Forces for Quality; SES, socioeconomic status.
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collection, REL data use, and underserved populations. 
Qualitative data coded as barriers, facilitators, external 
forces, and advice were used to identify lessons learned. 
Triannual progress reports were submitted by the alli-
ances to RWJF from 2008 through 2015. These provided 
information regarding activities, accomplishments, and 
challenges in each AF4Q program area. Based on data 
from the interviews and triannual reports, we drafted 
verification reports for each alliance that were submitted 
to the alliance directors and disparity staff leads from June 
2015 through April 2016 for review and correction.

Our analysis consisted of a multi-step process. First, 
we created summary documents for each alliance detail-
ing their activities in REL data collection, data reporting 
regarding local healthcare disparities, and disparities 
reduction interventions. Two authors independently 
ranked individual alliances’ efforts in each of these frame-
work categories as high or low, and consensus was 
reached during team discussion. Alliances were consid-
ered to be high in disparity measurement if they produced 
quality reports stratified by REL or markers of SES on a 
repeated basis that included data from multiple providers 
and multiple payer types, whether or not these reports 
were publicly reported. Alliances were considered to be 
high in disparity-focused activities if they had several 
low-reach but high-intensity activities, or at least one 
high-reach activity. Low-reach activities were defined as 
those that involved less than 25% of hospitals, primary 
care practices, or healthcare consumers in the commu-

nity; high-reach activities were those that involved at 
least 25%. Low-intensity activities were defined as those 
that involved a single or very small number of interac-
tions (eg, a quarterly health fair at a church), targeted 
only one member of the healthcare team (eg, cultural 
competency training for physicians), or did not provide 
ongoing patient or provider support (eg, provision of 
language-concordant educational materials to patients 
with low English proficiency). High-intensity activities 
were defined as those that involved healthcare delivery 
redesign (eg, patient-centered medical home implemen-
tation), consisted of multiple members of the health-
care team (eg, care transitions program involving social 
work, nursing, and linkages to community resources), 
or included recurrent interactions with patients or care 
teams (eg, chronic disease management programs with 
patient self-management support). Activities that did not 
fall into one of these categories were ranked as high or 
low intensity based on group discussion and consensus.

Results

Overall, from 2008 to 2015, the AF4Q alliances made 
low to modest gains toward routinely tracking local 
healthcare disparities, addressing disparities through 
their consumer engagement activities, and integrat-
ing attention to reducing disparities with their qual-
ity improvement strategies. This section summarizes the 
experiences of the 16 alliances, overall, as they worked to 
measure and reduce local healthcare disparities, describes 
the strategies and characteristics of the most successful 
alliances, and highlights the lessons learned from the alli-
ances’ achievements and failures.

REL Data Collection
Most of the 16 alliances were not able to achieve high 

rates of standardized REL data by area hospitals and 
primary care practices by the end of the AF4Q initiative 
(Figure 3). None of the alliances succeeded in advancing 
the collection of REL data by healthcare plans. 

Stratifying Healthcare Performance Measures by REL
Alliances struggled to advance the routine stratifica-

tion of healthcare system performance measures by REL. 
Only 5 alliances reported that hospitals or primary care 
practices in their community reviewed their own quality 
measures stratified by REL on a regular basis. Although 
7 alliances succeeded in aggregating data from multiple 
hospitals or primary care practices within their service 
area to examine community-level disparities by REL at 
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AF4Q indicates Aligning Forces for Quality; REL, race, ethnicity, and 
primary language.
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least once, only 4 alliances produced and released these 
stratified quality reports, privately (to the alliance leader-
ship and participating healthcare providers) or publicly, 
on a regular basis.   

Examples of Success in Tracking Local Healthcare Disparities
Overall, 5 alliances met the threshold for high achieve-

ment in monitoring local disparities by producing quality 
reports on a repeated basis that stratified data by REL 
or markers of SES from multiple providers and multiple 
payer types (Table 1). Four of these 5 alliances had exper-
tise in performance measurement prior to the AF4Q 
initiative, and 3 had data reporting systems that were 
based on electronic health record (EHR) data rather than 
health insurance claims data. 

The alliances in Cleveland and Minnesota were the 
most successful overall in establishing communitywide 
systems for tracking healthcare disparities. The quality 
reporting systems for both of these alliances used EHR 
data submitted via secure data portals. Medical groups 
in both communities can review their quality measures 
stratified by REL through the data portals. In Cleveland, 
they can also review their performance stratified by 
educational attainment and insurance type. Cleveland’s 
alliance has publicly reported stratified quality measures 
since 2009; measures are stratified by REL at the regional 
level and by SES at the regional and medical group levels. 
Minnesota’s alliance has produced annual publicly avail-
able health equity reports which stratify quality mea-
sures by race and ethnicity for patients insured through 
Medicaid. Their equity reports have also included qual-
ity measures stratified by health insurance type (eg, 
Medicaid vs private insurance) at the state level. In 2015, 
Minnesota’s health equity reports started including qual-
ity measures stratified by REL for patients with all types 
of health insurance at the statewide, regional, and medi-
cal group levels.  

Challenges to Tracking Local Healthcare Disparities 
The other 10 alliances stumbled at different points 

along the path in establishing communitywide systems 
for tracking healthcare disparities. Alliances that relied 
on claims data were only able to stratify quality mea-
sures by race and ethnicity for the Medicaid population 
because Medicaid was the only payer that routinely 
collected this data from enrollees. Alliances that were 
not able to achieve high rates of standardized REL data 
collection by area hospitals or primary care practices, and 
relied on EHR data for their quality reports, struggled 
to move forward with the development of public equity 
reports due to concerns about the quality of the available 
REL data in the EHRs. Even when they achieved high 
rates of REL data collection, some alliances were not able 
to aggregate data from different healthcare systems due 
to poor interoperability and other technical challenges. 
Some of the alliances that passed all these hurdles were 
still unable to produce equity reports on a regular basis 
due to resource constraints and competing priorities.

Lessons Learned From the AF4Q Experience in Promoting 
Local REL Data Collection and Disparities Monitoring

In general, having an established, high-quality, and 
reliable healthcare performance measurement system 
based on EHR, rather than claims-based data, facilitated 
the development of robust systems for tracking disparities 
at the individual healthcare institution or community-
wide level. Alliances that had to devote a lot of resources 
to building their quality measurement or public reporting 
systems had little remaining social and financial capital 
to apply toward creating and maintaining disparity-
tracking systems. However, a robust healthcare quality 
measurement system was not sufficient for establishing a 
communitywide disparity-monitoring system. For many 
of the AF4Q alliances that were otherwise strong in qual-
ity measurement, the development of disparity-tracking 

n Table 1. AF4Q Alliances Stratified According to the Robustness of Their Disparity Measurement and  
Disparity-Focused Activities

High Measurement,  
High Activity

High Measurement,  
Low Activity

Low Measurement,  
High Activity

Low Measurement,  
Low Activity

Cleveland
Minnesota
Oregon

Cincinnati
Washington

Boston
Maine
Memphis
South Central Pennsylvania
Western New York

Detroit
Humboldt
Kansas City
New Mexico
West Michigan
Wisconsin

AF4Q indicates Aligning Forces for Quality.
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systems were hampered by: insufficient resources to 
promote the standardized collection of REL data by 
hospital or health center staff, lack of standardized REL 
data fields to enable data aggregation across institutions, 
and a lack of buy-in regarding the importance of tracking 
performance by REL due to low perceived REL diversity 
within the service area.

Nonetheless, some alliances were able to overcome the 
reliance on claims data or low levels of reliable REL data 
in local EHR systems by focusing on tracking disparities 
by health insurance type or other markers of SES. The 
alliances in Washington and Oregon, for example, pro-
duced publicly available quality reports stratified by payer 
type at the state and regional levels. They disseminated 
these reports to their respective Medicaid agencies and 
providers serving large numbers of Medicaid recipients.

Addressing Disparities Through Consumer Engagement
As noted by Greene et al in this supplement, consumer 

engagement activities in the AF4Q initiative addressed 

multiple dimensions of engagement. These included the 
promotion of greater self-care (eg, through the adoption 
of healthy behaviors and chronic disease self-manage-
ment), the promotion of consumeristic healthcare-seek-
ing behaviors (eg, more effective communication with 
healthcare providers and selecting providers based on 
quality or value), and the engagement of consumers in 
the governance of healthcare organizations (eg, through 
participation in alliance governance or healthcare qual-
ity improvement teams).4  Examples of how the alliances 
strove to address disparities through consumer engage-
ment initiatives are listed in Table 2. Most of the alliances 
aimed to improve the adoption of healthy behaviors and 
greater self-management by racial and ethnic minori-
ties by targeting and tailoring their health education 
campaigns and self-management support initiatives to 
minority populations; however, these efforts were on 
a small scale and were not sustained due to resource 
limitations. Promoting consumeristic healthcare-seeking 
behaviors among minority populations was a less com-

n Table 2. Select Examples of Disparity-Focused Consumer Engagement Activities Implemented by the AF4Q 
Alliances

Type of Consumer 
Engagement Activity Example Alliance Initiatives

Self-care support

Make The Right Call Initiative 
• A social media-based initiative developed by Cincinnati’s alliance to educate people about the importance of 

connecting with a primary care provider for preventive care and nonemergent healthcare needs
• To improve the reach of this initiative to Cincinnati’s African American community, the alliance partnered 

with 4 local African American churches

Diabetes Sunday: Get Healthy With Your Congregation
• Collaboration between Kansas City’s alliance and a faith-based organization to screen for diabetes and 

link individuals with diabetes to a primary care provider

Promotion of  
consumeristic health-
care-seeking behaviors

Rethink Healthy website
• West Michigan’s alliance created a Spanish-language version of their health promotion website that pro-

vided tips on healthy eating, increasing physical activity, and other healthy behaviors

Promotion of use of healthcare quality reports by minorities
• 4 alliances promoted their public reporting websites through local African American or Latino media 

news outlets

Partnering with  
communities to  
address the social  
determinants of health

Community Conversations
• Western New York’s alliance conducted a series of 4 community meetings to set priorities for meet-

ing the health needs of the community’s low income residents. Outcomes of the conversation series 
included the development of afterschool programs for at-risk youth supported by area small businesses 
and a community van to help residents living in food deserts to access healthier food options

Healthier Roxbury Coalition
• A collaborative supported by Boston’s alliance that included community leaders, social service agencies, 

healthcare providers, the public health department, and the input of over 100 community residents
• Focused on addressing the burden of diabetes and asthma in Roxbury, a largely minority and low-income 

community with one of the highest rates of diabetes and asthma in Boston
• The priorities of the Healthier Roxbury Coalition were based on input from a series of community conver-

sations with community leaders and residents and culminated in a month-long series of events raising 
awareness about the prevention and management of diabetes
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mon approach to aligning consumer engagement and 
equity-focused goals, as many alliance leaders did not 
buy into the notion that “shopping” for healthcare pro-
viders based on quality or value was a realistic option in 
their communities, particularly in areas with shortages of 
primary care providers.5 A few alliances partnered with 
community members, community leaders, and communi-
ty-based institutions to foster the development of greater 
community capacity to address the social determinants of 
health, but with the exception of the Healthier Roxbury 
Coalition sponsored by Boston’s alliance, these efforts 
were small in scale. Incorporating equity champions into 
the alliance leadership was very rare. Only 2 alliances 
included equity champions in the alliance leadership, but 
this appeared to be due to serendipity in both cases, as 
the equity champions were a part of the leadership team 
before disparities reduction became an objective of the 
AF4Q initiative. 

Addressing Disparities Through Quality Improvement
Overall, compared with consumer engagement ini-

tiatives, alliances made greater strides toward incor-
porating efforts to reduce healthcare disparities into 
their improvement activities. However, only half of the 
alliances met the threshold for a high level of activity 
focused on reducing disparities (defined as several low-
reach but high-intensity activities or at least one high-
reach activity) (Table 1).

Hospitals and primary care practices in the AF4Q com-
munities were invited to participate in several 18-month-
long equity-focused learning collaboratives sponsored by 
RWJF and organized by the AF4Q NPO during the early 
years of the program. These included the Equity Quality 
Improvement Collaborative, which included 8 hospitals 
from 5 communities and focused on reducing disparities 
in cardiac care; the Improving Language Services initia-
tive, which included 32 hospitals from 12 communities, 
and aimed to ensure access to language services by quali-
fied medical interpreters for patients with limited English 
proficiency; and the Equity Improvement Initiative, 
which included 9 outpatient practices from 4 communi-
ties and helped these sites to target disparities identified 
through their REL-stratified performance data. The 
results and lessons learned from these initiatives have 
been published elsewhere.6-8

Separate from these NPO-led learning collaboratives, 
the alliances’ approaches to advancing healthcare equity 
through quality improvement tended to fall into 3 gen-
eral categories: implementation of programs focused on 

eliminating an observed disparity for a racial or ethnic 
minority group; implementation of programs to raise the 
quality of care provided by federally qualified health cen-
ters (FQHCs) or other healthcare providers serving large 
numbers of minority, low-income, or uninsured commu-
nity members; or reliance on improving quality generally, 
a “rising tide lifts all boats” approach.

Targeting Observed Disparities  
Six alliances partnered with local FQHCs to imple-

ment programs targeting observed local disparities. For 
example, in Cleveland and Detroit, local health centers 
implemented multimodal programs to improve the rates 
of blood pressure control among African American 
patients.9 These programs were generally small-scale and 
often included only 1 FQHC, but were also high intensity, 
including some combination of patient self-management 
support, links to social services, cultural competency 
training, performance feedback, and practice coaching. 

Four alliances partnered with public health agencies 
and other social service providers to address local dis-
parities, and these efforts were generally larger in scale. 
Kansas City’s alliance, for example, partnered with the 
University of Missouri and the Missouri Department of 
Health and Human Services, in support of a program 
to improve the asthma care of children with Medicaid 
across several major school districts, covering over 300 
schools, through educational programs for the children, 
parents, school nurses, and physicians.10  

Raising the Quality of Care for Vulnerable Populations
Seven alliances’ equity-related efforts centered on 

raising the quality of care provided by FQHCs and 
other providers serving large numbers of racial and 
ethnic minorities, low-income, or uninsured individu-
als. Smaller-scale efforts included quality improvement 
learning collaboratives and care coordination programs 
including up to 10 health centers. The largest-scale 
initiatives were implemented in the statewide alliances 
and included over 100 health centers. The alliances in 
Maine and Minnesota, for example, partnered with their 
respective departments of health to support their state-
wide Health Homes initiatives which aimed to promote 
enhanced primary care services and care coordination 
for Medicaid recipients. The alliances’ role in these 
partnerships ranged from providing healthcare quality 
data and statistical support to even greater efforts such 
as practice coaching, technical support, and support for 
learning collaboratives.
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A Rising Tide Lifts All Boats  
Three alliances did not implement specific programs 

targeting REL or SES disparities, but instead pursued the 
strategy that generalized quality improvement initiatives 
would raise the quality of care overall and lead to a reduc-
tion in disparities, in effect a “rising tide lifts all boats” 
approach. In these alliances, the major quality improve-
ment initiatives generally included providers and payers 
serving historically underserved populations, but these 
populations were not the focus of the initiatives. 

Linkages Between Disparity Measurement and the 
Implementation of Disparities Reduction Initiatives

In the AF4Q initiative, success in developing effective 
systems for tracking and reporting disparities in the com-
munity, whether publicly or privately, was not closely 
tied to the robust implementation of programs to reduce 
disparities (Table 1). Alliances that were most advanced 
in the measurement and reporting of disparities were not 
consistently the most active in the implementation of 
interventions to reduce disparities. Some alliances that 
were unsuccessful in measuring disparities were quite 
active in the implementation of interventions to reduce 
disparities. Six alliances made little inroads toward mea-
suring or addressing disparities in their communities.   

Although the link between measurement and action for 
disparities was not consistent, there were some powerful 
examples of how local data on disparities can inform dis-
parities-targeted interventions. The leaders of Cleveland’s 
alliance initially articulated a strong belief that a focus on 
raising the quality of care among local primary care provid-
ers, overall, would lead to reduced disparities. However, 
they observed that while disparities in process of care mea-
sures improved, disparities in health outcomes widened. 
This motivated them to shift strategies and target quality 
improvement initiatives to racial minorities and safety-net 
providers. In Maine, the alliance leaders found that dis-
parities in health outcomes in the state were even larger 
by SES than by race or ethnicity. This led them to partner 
closely with FQHCs and MaineHealth, Maine’s Medicaid 
program, to improve access to care for the poor and unin-
sured. Oregon’s alliance partnered with a coalition of more 
than 100 organizations dedicated to promoting healthy 
and sustainable communities in the Portland metropolitan 
area to contribute to the Regional Equity Atlas, which 
promotes changes in public policy, planning, and strategic 
investments to eliminate disparities.11 In these ways, local 
data on health disparities stimulated the development of 
new approaches and partnerships to eliminate disparities. 

Lessons Learned From the AF4Q Experience in Addressing 
Disparities Through Consumer Engagement and Quality 
Improvement Initiatives

Although the alliances used a range of approaches in 
their efforts to implement initiatives aimed at reducing 
disparities, a common feature of the most successful alli-
ances was the development of strong partnerships with 
organizations or institutions serving large numbers of 
minority, poor, or historically underserved populations. 
For example, the alliances in Cleveland and Memphis 
had strong equity champions from the beginning of the 
AF4Q initiative, and the alliance in Boston partnered 
closely with their public health department early in the 
program. The alliances of South Central Pennsylvania 
and Western New York did not have strong relation-
ships with safety-net providers at baseline, but built 
these relationships over time and developed small-scale, 
but high-intensity, equity-focused programs. Three of 
the statewide alliances, Minnesota, Oregon, and Maine, 
succeeded in partnering with their state Medicaid depart-
ments and were able to support the implementation of 
large-scale, equity-focused initiatives. Factors external 
to the AF4Q initiative also contributed to the success 
of potential partnerships. For example, the alliances in 
states that did not participate in the Affordable Care 
Act’s (ACA’s) Medicaid expansion reached out to their 
state Medicaid agencies, but—with one exception—did 
not find them to be responsive.

Discussion and Lessons Learned

The AF4Q initiative was an ambitious program that 
aimed to simultaneously improve the quality and equity 
of healthcare in diverse communities across the United 
States by leveraging the power of multi-stakeholder 
collaboration. In particular, the 16 AF4Q alliances 
were expected to engage other stakeholders relevant for 
advancing health equity, improve their community’s 
capacity to track local disparities, and incorporate atten-
tion to advancing healthcare equity into other AF4Q 
program areas, including increased consumer engage-
ment in healthcare and quality improvement. Based on 
the achievements and shortcomings of the AF4Q alli-
ances in these efforts, several key lessons were identified 
and their implications for healthcare leaders, community 
leaders, and policy makers are discussed below. 

First, engaging the “right” stakeholders to address 
local health disparities was an important early step for 
each of the alliances, but there were many different types 
of disparities-relevant stakeholders who could partner 
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effectively with the alliances. Almost all the alliances 
were able to partner with FQHCs in their communities. 
While most of these partnerships resulted in small pilot 
programs, a few alliances established effective partner-
ships with networks of FQHCs, or were able to expand 
initiatives to a much larger scale by partnering with pub-
lic health departments and state Medicaid agencies. The 
largest programs leveraged funding from Health Homes 
and other initiatives from the Centers for Medicare 
& Medicaid Services (CMS). Establishing productive 
relationships with government partners was generally 
successful in states with administrations that were sup-
portive of publicly financed approaches to expanding 
healthcare access, including the ACA’s Medicaid expan-
sion. Several alliances partnered effectively with institu-
tions that are not traditionally considered to be a part of 
the healthcare system (eg, schools, social service agencies, 
and churches) but these partnerships generally took more 
time to establish, and the initiatives resulting from these 
partnerships were almost exclusively very small in scale. 

Second, while the strategy to measure first then act 
has intuitive appeal as a logical approach to combatting 
healthcare disparities, the experience of the alliances 
indicates that local disparity measurement is not neces-
sary or sufficient for tackling disparities—at least not 
with the measurement strategy promoted by the AF4Q 
initiative. In their attempt to build local healthcare 
disparities monitoring systems based on claims or EHR 
data, many of the alliances spent years addressing tech-
nical challenges and assuring data quality. Minnesota’s 
alliance, for example, spent 5 years building a data 
submission platform and ensuring the quality of their 
REL data before releasing their first communitywide 
disparities report. Despite these measurement delays, 
Minnesota and a few other alliances still charged ahead 
to implement programs that targeted disparities that 
were easier to measure (ie, by health insurance status) or 
disparities that were evident, based on analysis of data 
from other sources, including national databases such as 
the Behavioral Risk Factor Surveillance System or epi-
demiological data from state or city health departments. 
Many alliances, however, got stuck in the measurement 
phase and failed to make substantive efforts to address 
local disparities. Additionally, some alliances, even after 
succeeding in building strong disparity measurement 
systems, still failed to make substantive efforts to address 
disparities. The alliances often cited a lack of expertise 
in how to reduce disparities or insufficient resources to 
support disparity reduction programs. 

It is important to remember the healthcare quality data 
landscape during the early years of the AF4Q initiative. 
The Health Information Technology for Economic and 
Clinical Health Act was enacted in early 2009, but stages 1 
and 2 of the Meaningful Use program did not launch until 
late 2010 and 2014, respectively. Thus, for the vast majority 
of the AF4Q program, a lack of standardization of EHR 
fields (eg, for race and ethnicity) and poor interoperability 
between EHR platforms were common. In this environ-
ment, the resources needed to establish communitywide 
disparity-tracking systems were high. It is possible that as 
EHR standardization and interoperability improve, and as 
local healthcare quality measurement systems spread and 
mature, the costs of establishing clinically based disparity-
tracking systems will decrease. Until then, communities 
interested in initiating these types of disparity-tracking 
efforts should consider the costs and value of building 
such local disparity-tracking systems, particularly relative 
to the costs or value of using established state and national 
healthcare quality or public health databases. 

We noted several examples of how data from the alli-
ances’ disparity measurement systems catalyzed efforts to 
address those disparities. However, there were also many 
cases when the alliances moved forward to implement 
evidence-based approaches to addressing known national 
health disparities even in the absence of local data. As sug-
gested by others, efforts to measure and act upon local dis-
parities can occur simultaneously rather than sequentially.12

Our study has several limitations. We do not have dis-
parities outcome data for the AF4Q communities. Thus, 
while we grouped alliances based on the robustness of 
their disparity measurement systems and the reach and 
intensity of their disparity-focused activities, we were not 
able to group the alliances based on their relative success 
in reducing disparities. While we drew from data collected 
longitudinally over the course of the AF4Q initiative to 
examine factors and approaches that were common among 
the higher-achieving alliances, due to the qualitative nature 
of the data, we cannot conclude that the relationships 
between alliance characteristics, strategies, and relative suc-
cess toward establishing local disparity-monitoring systems 
or implementing programs that aim to reduce disparities 
are causal. The disparities-related requirements of the 
AF4Q initiative evolved over time, leaving less opportunity 
for the alliances to achieve the later objectives. Given this, 
our thresholds for defining high performers in disparity 
tracking, and particularly for the implementation of dispar-
ity-focused interventions, are low. Thus, our observations 
regarding the characteristics of high versus low performers 
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in disparities-related domains should be interpreted in this 
context. Finally, despite the extent of data that resulted 
from  interviews with alliance leaders and staff and trian-
nual reports submitted to RWJF, some of the disparities-
related activities in the AF4Q communities may have been 
missed, particularly ones that were done by individual 
health centers or hospitals. 

Nonetheless, the experiences of the AF4Q alliances 
as they worked to address local REL and SES health 
disparities offer some potential lessons that are relevant 
to recent health policy and healthcare improvement 
initiatives. Given the move toward value-based payment 
systems, concerns regarding the potential for value-based 
payment reforms to exacerbate healthcare disparities13-15 
and early evidence supporting these concerns,16 the 
response of the AF4Q alliances to their explicit charge to 
pay attention to advancing healthcare equity while work-
ing to advance the quality and value of healthcare in their 
communities highlights key opportunities and challenges 
for better incorporating equity into these initiatives. 
Furthermore, the challenges faced by the AF4Q alliances 
as they tried to engage community-based organizations 
offer important lessons for programs that aim to bridge 
the gap between healthcare and community services like 
the CMS’ Accountable Health Communities model.17 In 
particular, the AF4Q experience suggests that initiatives 
that require cross-sector collaboration may benefit from 
allowing sufficient time for relationship building. Also, 
efforts to track disparities should not hold up action to 
mitigate disparities. Finally, one cannot presume that 
data documenting disparities will automatically lead to 
action aimed to eliminate health disparities.
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