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Healthcare Collaboratives:
Spearpoints of Change
Collaboration in
healthcare has traditionally been one of
those concepts that is eminently desirable
and at the same time practically unattainable.
While it’s difficult to argue against the idea
of caregivers in a community or region
working together for a patient’s welfare, the
reality, of course, has often been quite
different: a fragmented industry whose
players have been toughly competitive and
proprietary. Even hospitals within the same
organization often have difficulty getting
“onto the same page” because of the lack of
standardization in processes and information.
However, driven by regulatory demands
such as HIPAA, the public demand for
improved care brought about largely by the
Institute of Medicine report on medical
errors, and the advent of new technology,
local and regional healthcare collaboratives
are increasingly becoming strategic options
to help providers achieve regulatory compliance, standardize practices and integrate
information flow—all ultimately to the
benefit of patients.
In this issue of Information Edge, we
explore four collaboratives from local and
regional healthcare markets across the
country: one on each coast and two in the
north central Midwest. Two are HIPAArelated, one is focused on patient safety and
another is IT-based. While these collaboratives differ in content and focus, they share
an important theme: they are all local or
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regional initiatives that transcend competitive
concerns in order to help their members
achieve new levels of quality and efficiency.
Perhaps most remarkable is the enthusiasm
these collaboratives engender in the executives who participate in them. That may be
the greatest collaborative benefit of all—overcoming the obstacles to working together as
a community for the benefit of patients.
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Safest in America
Like many patient safety efforts, the
Safest in America hospital patient safety
initiative in the Twin Cities began as a local
response to the challenges of the first
Institute of Medicine report on medical
errors. After several local healthcare CEOs
met to discuss the issue, they convened a
meeting of operating executives to follow up
with action.
“A nexus of activity centered around
most of the healthcare players in the Twin
Cities,” recalls Alan Abramson, senior VP of
IT and CIO at HealthPartners. “They asked
why might there be medical errors and what
can be done about them.” In a surprisingly
short time it became clear from these and
other discussions that an incredible inconsistency of medical practice existed among
hospitals in the area—and that variability
likely contributed to medical errors.
In one glaring example, surgeons who
practiced at multiple hospitals complained
that one hospital required marking of limbs
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Opportunities
for December
December 4, “Enterprise
Storage Utility”, Rob
Burgess, First Consulting
Group, will review the
state of the industry in
storage technology as it
relates to the efficient
management of increasing volumes of data,
images, voice and text.
December 11, “Security
Penetration Test Results”,
John Hummel, CIO, and
Ray Balut, Chief Security
Officer, Sutter Health,
Sacramento, will present
the results of the penetration test they conducted
with Scottsdale Institute
members.
For information on any
of these programs, please

to be operated on,
another
required
marking of the limb
that was not to be
operated on and yet
another had the
patient mark the limb
designated for surgery. “There was no
Alan Abramson,
logic to these pracSenior VP of IT
tices. They grew up
and CIO at
HealthPartners
separately. They are
gripping examples [where] routine aspects of
care can contribute to error,” says Abramson.
As a result, Twin City healthcare CEOs
committed their organizations to collaborate
on process improvements aimed at becoming
safer places for their patients, with the
explicit goal of becoming the safest place in
America to receive hospital care. A CEO
Leadership Group was established to set
direction and track progress. A COO/CMO
operations group was assigned to identify
topics for collaboration and obtain results,
and the Institute for Clinical Systems
Integration (ICSI) was given the job of facilitating collaboration.
Member hospitals include Allina,
Childrens, Fairview Health Services, Gillette,
HealthEast, Hennepin County Medical Center,
Mayo Clinic Rochester, Methodist Hospital,
North Memorial and Regions Hospital.

In keeping with the goal, it was decided
that no single entity would ever use the results
of the collaborative to take a competitive edge
on other member organizations. As a result,
the member CEOs are leery of publicity, says
Reed, lest one of them appear to be trying to
profit from it.

Safety too important

1. Prescription drug abbreviations

contact the Scottsdale
Institute office at
952.545.5880.

Maureen Reed, MD,
medical director of
HealthPartners
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“In getting this
collaborative underway, the founders said
safety was not a competitive issue—it was
too important,” says
Maureen Reed, MD,
medical director of
HealthPartners health
plan and facilitator of
the CEO group. “They
haven’t wavered on
that goal.”

The 10 member organizations signed a
Memorandum of Understanding to work as
peer-review organizations, allowing them to
share data about performance without fear of
legal ramifications. “We know there are miles
to go in patient safety and that we will
discover things we wish were not true. Peer
review protection is essential for the success
of the Safest in America initiative with the
endpoint of improving care that’s given to a
patient,” says Reed.
Early on it was decided to focus on two
issues: safe site surgery (operating on the correct limb) and medication safety. While ICSI
provides staff to keep the collaborative going,
representatives from the 10 member organizations do the actual work, which, among
other things, can require meeting weekly or
monthly. Medication safety will involve
pharmacists, among others, to do the work
and safe site surgery involves OR nurses
and surgeons.
The

medication

safety

project

established four areas to tackle:
2. Pediatric dosing
3. High-risk drugs (heparin, insulin)
4. Peer assistance (a hospital across town
with a particular expertise can assist a competitor hospital with special patient cases)

Variability a bear
The collaborative is just beginning to see
data in measuring adherence to abbreviation
standards, the first step in measuring
reductions in associated medication errors,
says Reed, although it is too early to
publicize it.
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Safe site surgery, initially considered an
easier task than medication safety, turned out
to be quite difficult because of the variability
among hospitals for identifying surgery sites.
“We’re now at the point of identifying best
practices,” says Reed. In some areas there is
no single best practice, however, standardization itself can reduce error, she says. In its
effort to reduce medical errors, Safest in
America is also borrowing from the large body
of literature on human factor analysis—
fatigue, distraction, interruption—which the
military, among others, has developed.
Participating organizations have conducted baseline measurements and then
installed agreed-upon guidelines this past
summer. The hospitals are now measuring
improvements over the baseline.
One of the next topics the collaborative
expects to tackle is to explore whether
there are opportunities for collaboration
with CPOE.
Managing a collaborative of such scale
is a monumental task requiring enormous
work, says Reed. However, it’s also the most
rewarding. “This may be the single most
exciting project I’ve ever been involved in. I’ve
never seen such enthusiasm. To see tough,
competitive CEOs, COOs and VPs of Medical
Affairs linked arm in arm. Most have never
been involved in collaboratives before. Now
there’s no holding them back.”
For more information on Safest in America, contact
Maureen Reed, MD, at 952-883-5323.

The Care Data Exchange
As the managed care plan serving the
Medicaid population in California’s Santa
Barbara County, the Santa Barbara Regional
Health Authority three years ago found itself
in need of sharing information in a timelier
and less burdensome way among the healthcare players in the community. Improved
communication was paramount given the
scope of the market: a patient population of
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more than 400,000 and physicians numbering
1,000.

“We asked ourselves how we could
improve care by sharMike Schrader,
CIO, Santa Barbara
Regional Health
Authority

In a surprisingly
short time it

ing data,” says Mike

became clear that

Schrader,

an incredible

CIO

at

the health authority.

inconsistency of

“Physicians were saying they could give
better care if they had all the information.” In

medical practice

a search for answers, the authority

existed among Twin

approached the Oakland-based California
HealthCare Foundation, which ultimately

Cities hospitals—

a

and that variability

centralized information-sharing network.
Dubbed the Care Data Exchange (CDE),
the Internet-based network provides a
browser-based tool for physicians to query
clinical and administrative information from
all participating organizations. But it’s not an
EMR, says Schrader. “Rather, it’s a tool for
physicians or staff to gather information about
a patient from other external organizations.”
The CDE allows doctors to query all the
other pertinent information about the patient
from all the healthcare players in the community. “You can use that information about
the patient’s entire experience to inform
decision-making and improve quality of care,”
says Schrader.

likely contributed to

granted

it

$10

million

to

fund

medical errors.

Plethora of data
The data currently available on the CDE
includes laboratory results of all kinds, radiology reports including images and voice clips,
pharmacy data and administrative data like
eligibility, authorizations, referrals and claims,
and clinical notes from hospitals, including
history and physical, discharge summaries,
and other procedure and consultative notes.
3
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Participants in the CDE represent the

compliant with recently released HIPAA

diverse organizations that touch upon the

privacy rules. Log-on requires a user name and

patient:

password and is also made secure with

1. Santa Barbara Regional Health Authority

digital-certificate technology, which incorpo-

2. Sansum Santa Barbara Medical Foundation

rates an encoded key known only to the user.

Clinic, the largest physician group in the

There are also built-in audit trails that track

county

a user’s every step. Physicians can access only

3. Santa Barbara County Public Health

“The most remarkable
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Department

their patients’ records.
The Santa Barbara County CDE is

4. Cottage Hospitals (three in the county)

expected to provide a prototype for the rest

5. Lompoc Valley Community Healthcare

of the state. “The mission is to build a

competing organiza-

Organization (hospital and long-term care

sustainable model that can be replicated in

tions in the county

facility)

other counties and regions across the nation,”

thing is how these

6. MidCoast Medical IPA

work together—at the

7. Marian Medical Center (hospital)

CEO, physician and

8. Unilab (laboratory)

technical officer

9. Pueblo Radiology

levels. The CDE is a

Such information integration among disparate players and systems involved in a

public utility that

patient’s care has been an industry dream for

doesn’t further the

decades. What’s making the CDE possible is

business interest of
any one participant.”
Mike Schrader
CIO
Santa Barbara Regional
Health Authority

peer-to-peer technology: a protocol for
sharing information over a network that
allows each computer to retain equality. It has
been compared to Napster for sharing music
on the Web. “There’s no centralized, complicated data warehouse. You’re going directly
to all the participating organizations and
querying data. Those organizations maintain
control of their data,” says Schrader.
That control of data is a key factor in why
the CDE is succeeding as an informationsharing network, when previous attempts
such as community health information
networks (CHINs) failed. The peer-to-peer
technology also eliminates the expensive
overhead of maintaining a huge centralized
database.

says Schrader.
The gee-whiz nature of the technology
may not be the most impressive aspect of the
collaborative. “The most remarkable thing is
how these competing organizations in the
county work together—at the CEO, physician
and technical officer levels, who have been
meeting once a month for the past three years.
The CDE is a public utility that doesn’t further
the business interest of any one participant,”
he says.
The ultimate goal of the project is to make
it a self-sustaining organization, says Lori
Evans, program manager for San Franciscobased CareScience, the administrator of the
CDE. “Organizations can pursue their own
technical agendas while collaborating on the
CDE. It dovetails proprietary and public
interests,” she says. “The CDE is the glue.
It’s a utility available to all caregivers and
consumers.”
The Santa Barbara collaborative is also
developing a consumer Web portal that will
allow consumers to view their health information online—once authorized by their
clinicians—as well as patient-consent logs
indicating who has viewed their data. The con-

Protected x-rays
Secure interfaces built from the Internet
to individual systems protect the privacy of
4

data like radiology images. The CDE is

sumer portal is in the early pilot stage at the
University of California, Santa Barbara.
For more information on the CDE, contact Mike
Schrader at 805-685-9525 x127.
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“We’re more effective
in achieving HIPAA
compliance because
Minnesota HIPAA Collaborative Operations Group

the alternative would

Minnesota HIPAA Collaborative

menting all of these transactions. The overall

be to have eight

The Minnesota HIPAA Collaborative was

goal is to make sure all of us achieve HIPAA

separate organiza-

established in 2000 to foster collaboration

compliance.”

tions working

among Minnesota providers and health plans

Founding members include Allina

to achieve timely and cost-effective imple-

Hospitals and Clinics, Blue Cross and Blue

independently on

mentation of the HIPAA transactions, codes

Shield of Minnesota, Fairview Health Services,

the same things.”

and identifier standards. The Collaborative

HealthPartners, Mayo Foundation, Medica,

promotes HIPAA readiness, identifies best

Park Nicollet Health Services and Preferred

practices and recommends solutions. The

One Administrative Services. The Minnesota

Collaborative is independent and not associ-

Department of Health Services is a partici-

ated with any professional organization.

pating member.

Members share operating costs and agree

Bigger is not better

upon collaborative projects.
The Minnesota HIPAA Collaborative
intends to share the work products and best
practices it develops with Minnesota’s healthcare community through its public website.
The Rx2000 Institute, a Minnesota-based
non-profit, was added in 2002 to provide
administrative support to the collaborative
effort.
“We’re more effective in achieving HIPAA
compliance because the alternative would be
to have eight separate organizations working
independently on the same things,” says
Patrice Thaler, HIPAA Project Manager for
Allina Hospitals and Clinics. “Now through
collaboration, I’m able to coordinate imple-

“We’ve purposely kept this group small.
The bigger a work group gets, the slower it
moves,” says Thaler. Representatives in the
group reflect both technical and businessprocess expertise.
A steering committee made up of CIOs
from each founding member organization sets
goals, reviews and approves operations
committee recommendations and provides
resources. An operations committee made up
of volunteers from each member organization
determines tasks, leads work groups,
approves work products and makes recommendations to the steering committee.
Workgroups are formed at the direction of the
operations committee to complete a set of
specific goals and deliverables.

Patrice Thaler
HIPAA Project Manager
Allina Hospitals and Clinics
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“This is quite
low-tech. There are
all kinds of people
running around
with patient consent
privacy forms,
and the variability
results in an
amazing amount of
unnecessary work.
It just made sense
to collaborate and
not worry about
the competitive
aspects.”
John Glaser
VP and CIO
Partners Health System
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“It’s really a team effort. These transactions go both ways between providers and
health plans,” says Ann Hale, Director of
Provider Electronic Commerce and
Operations at HealthPartners in Minneapolis.
The Collaborative is establishing best
practices for achieving HIPAA compliance
with the required transactions eligibility
inquiry and response, referrals, claims, claims
status inquiry, and response and remittance.
“By April 2003, we will be testing these
transactions; by Oct. 16, 2003, we will be fully
compliant,” she says.
The Collaborative has established a
community model to standardize the process
for HIPAA Testing and Validation for the
Minnesota Healthcare community. The model
endorses a third party vendor to conduct
HIPAA validation tests. Kim Delaney, HIPAA
Program Manager for HealthPartners indicates that, while no benchmark figures are
available, the resources invested into the
Collaborative will return several-fold.
“Collaboration should reduce testing cost and
time dramatically,” she says.
For more information on the Minnesota HIPAA
Collaborative, contact the Rx 2000 Institute at
952-595-9551.

Massachusetts Health Data
Consortium Privacy Officers
Forum
In Oct. 2001, the Massachusetts Health
Data Consortium (MHDC) created the Privacy
Officers Forum to facilitate collaboration
among payers and providers. Specific goals
include gaining efficiencies in the areas of
confidentiality and privacy by sharing ideas,
policies and procedures and operational
issues. The group also aims to ensure that
patients receive consistent messages from
providers at large.
MHDC was formed in 1978 to manage a
database of sensitive patient record data used
by the state’s hospitals for comparison
purposes. In 1995, MHDC created a CIO com-
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mittee that now boasts 35 members from
around the state. After a survey of members
discovered that privacy officers were not
being engaged as much as they could be in
terms of implementing HIPAA privacy provisions, the CIOs decided to convene their privacy officers in order to address the issue of
privacy under HIPAA.
“The
group’s
mantra has always
been ‘reasonable and
appropriate implementation of HIPAA
privacy requirements,’”
says Elliott Stone,
CEO of MHDC. “How
can we learn from one
Elliott Stone,
another to achieve
CEO of MHDC
privacy standards and
at the same time share resources?” he asks,
adding that the emphasis has always been on
real, concrete solutions as opposed to abstract
agreements in principle. In the same vein, the
group practices the art of the possible: they
seek clarification from the federal government
“only when we know we can get the answer
we want,” says Stone.
As a first concrete product, the Privacy
Forum has developed a paper-based patient
privacy consent form for use by all member
organizations.
John Glaser, VP
and CIO at Partners
Health System in
Boston, says, “This is
quite low-tech. There
are all kinds of people
running around with
patient consent privacy forms, and the
John Glaser, VP and
variability results in
CIO at Partners
an amazing amount of
Health System
unnecessary work. It
just made sense to collaborate and not worry
about the competitive aspects. The efficiency
angle is almost always worth pursuing.”
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Beating HIPAA to the punch
Another driver for the collaborative, says
Glaser, is that whenever opportunities arise
to achieve consistency of practice in an organization, including consistent privacy standards, the better. He summarizes the benefits
of participating in the privacy collaborative:
• The pure efficiency component
• Consistency of practice in a region
• By initiating a common patient privacy
consent form based upon a 12-point
privacy checklist, it’s possible to set a
national standard for HIPAA audits.
The Privacy Officers Forum, which meets
bimonthly, does not require lawyers because
antitrust ground rules have already been
established. “We’re not talking about cost or
pricing or favoring any single vendor. We’re
sharing resources that are utilities,” says
Stone. Similar groups can be formed in other
areas of the country by using state hospital
or health plan associations as conveners.
Local WEDI-SNIP chapters are also good
as conveners.
Karen G. Grant,
chief privacy officer at
Partners and a cochair of the Privacy
Forum, says creating
a patient-consent
template for use by all
providers in Massachusetts made it clear
Karen Grant, chief
that sharing was a key
privacy officer at
element in the forum’s
Partners Health
System
approach. “Many law
firms would want to sell it,” she says.

Expert magnet
A template allows each organization to
implement the privacy consent notice in different ways. Also, as the Forum has pursued
its task, it has found it necessary to consult
with key experts or bring others into the
process. For example, discussions with the
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Boston Bar Association shed light on state law
related to areas like mental health that helped
solidify its thinking.
Because providers designed the patientconsent privacy form, there was some suggestion that health plans wouldn’t have to.
However, Grant says, “More is better in
terms of letting patients know their rights.”
Experts in research were invited to help
shape privacy issues in that area. When the
group realized that every provider is also an
employer, HR managers were brought in to
contribute. Harvard University had the unique
distinction of being an employer, health plan
and provider all at once.
Says Stone, “We are not trying to come up
with one form that everyone uses. We learned
a long time ago that there will never be one
of anything. What does work is a common
table of contents, common outline and
standard structure.”

Let’s be reasonable

“We’re not talking
about cost or
pricing or favoring
any single vendor.
We’re sharing
resources that
are utilities.”
Elliot Stone
CEO
Massachusetts Health
Data Consortium

Partners is piloting some of the templates
in December. “We also know that HIPAA is
about being reasonable” and the federal
government realizes that organizations like
Partners, which has to train 30,000 people to
use them and other HIPAA-related standards,
have an awesome job to do in implementing
HIPAA.
Concerned that the Privacy Forum might
lose its relevance, the group updates its survey
regularly to find out what next to tackle. Once
issues are identified, experts are tracked down
and brought to the Forum for presentations.
“You really want to create solutions that work.
This can’t be a bunch of policies on a bookshelf,” says Grant.
One technique the Forum uses to maintain its edge is to hand out index cards at the
end of each meeting asking attendees if they
found out anything they didn’t already know.
“The biggest ‘Aha!’ came with the realization that trading partners are covered
7
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entities,” says Stone. That understanding
reduced a lot of contentiousness among the
partners when they realized they were all in
the same boat and that collaboration was a
good strategy.
For more information on the MHDC Privacy
Officers Forum, contact Karen G. Grant at 781-416-8750.

Conclusion

Control of data
is a key factor in
why the CDE is
succeeding as

Regulatory demands, the need for standardization to achieve quality and efficiency
and the availability of new IT are all factors
spurring the formation of healthcare collaboratives across the country. Many are local
market initiatives that think outside the box
of the traditional competitive stance among
providers, health plans and government.
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Collaboratives are formed for all sorts of
tactical reasons, ranging from the need for a
consistent patient-consent form to the
demand by physicians for access to patient
information from all the healthcare entities in
the community.
Collaboratives in many ways are the spear
points of change to a new clinical and
business model in healthcare, one based more
on teamwork and focused more on the
patient. The nature of the change collaboratives bring to the industry should not be
underestimated. As Elliott Stone says, “Joint
meetings of health plans and providers are
very important, not just for the welfare of the
patient, but also to return trust to the healthcare industry.”

an informationsharing network,
when previous
attempts such
as community
health information
networks (CHINs)
failed.
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