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Strengthening Primary Care for Patients:  

Priority Health | Grand Rapids, Mich. 

 

Background 

Priority Health (PH), a nonprofit health plan 

providing insurance to about 550,000 members 

throughout Michigan, has a long history of working 

closely with primary care practices.  

For over 15 years, the plan has encouraged practices 

to improve outcomes through its Partners in Performance 

program. Recognizing that providers did not have ready 

access to population management tools, in 2004 PH 

developed one of the first online registries available for 

primary care partners. The plan was able to leverage the 

strength of its long-standing relationships with providers 

as it moved toward patient-centered medical home 

(PCMH) implementation. 

The health plan was motivated to begin PCMH work 

through two major influences. First, Priority Health was 

involved in the Patient-Centered Primary Care 

Collaborative, which launched in 2006 and consisted of 

leaders representing some of the most progressive health 

plans across the country.  

Second, PH was inspired by the initial medical home 

framework set forth by the 2007 publication of the Joint 

Principles of the Patient-Centered Medical Home,1 which 

includes guidelines that PH executives saw as closely 

aligned with the health plan’s mission and values related 

to ideal health care delivery.  

PCMH implementation goals included achieving the 

Triple Aim outcomes of lower costs, higher quality of 

care and enhanced patient satisfaction; improving 

electronic medical record (EMR) utilization; and offering 

more comprehensive care management. For PH leaders, 

PCMH transformation was envisioned as a way to, 

according to Priority Health vice president and chief medical officer James Byrne, MD, “meet our 

networks where they are at and provide tools and resources to help them move forward more 

effectively.”2 

 

The Alliance of Community Health 

Plans (ACHP) is a national leadership 

organization bringing together 

innovative health plans and provider 

groups that are among America’s best 

at delivering affordable, high-quality 

coverage and care.  

The community-based and regional 

health plans and provider organizations 

from across the country that make up 

ACHP’s membership provide coverage 

and care for approximately 16 million 

Americans. These 22 organizations 

focus on improving the health of the 

communities they serve and are on the 

leading edge of innovations in 

affordability and the quality of care, 

including patient care coordination, 

patient-centered medical homes, 

accountable health care delivery and 

use of information technology.  

To learn more about ACHP, visit us at 

www.achp.org. 
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Implementation 

The health plan began rolling out its PCMH pilot to 16 partner primary care practices in November 

2009, anticipating a one-year pilot period. During the first phase of the initiative, however, PH 

extended the pilot period to one and a half years, realizing that more time was needed for 

transformation. 

Up-Front Funding to Practices 

Unique to the PH PCMH pilot was the independence given to its primary care practices. While each 

practice had similar ambitions related to care delivery — such as improved care coordination and 

health education — the health plan allowed practices to hire 

and train care coordinators and direct their change 

management processes independently by providing up-front 

funding to PCMH sites.  

Payment incentives came in two phases; grant money, then 

both grant money and per member per month (PMPM) 

payments. Grants to PH pilot practices totaled $2 million 

dollars and were allocated based on the merit of practices’ 

individual PCMH proposals. Beginning in 2009, depending on the 

level of National Committee for Quality Assurance (NCQA) recognition achieved, practices received 

additional PMPM reimbursement ranging from one to three dollars ($1 for each level of NCQA 

recognition). In 2009, the health plan began reimbursing network providers, using standard contracts, 

for after-hours visits, group visits, e-visits and patient-initiated telephone visits. (See the Sustainability 

section for more information on the evolution of Priority Health’s PCMH payment model.) 

Thirteen of the 16 pilot sites chose to use grant funding to hire health educators who could spend 

extra time with patients and who were tasked with making patient visits more comprehensive. These 

new staff offered educational support aimed at increasing patients’ medical literacy, empowered them 

to more effectively manage their chronic conditions and provided them with information about 

community resources and supports. Practices used the health coach/care coordinator role to 

implement group visits, create more intensive diabetes education processes, perform population 

management and registry analysis, redesign office work flows and help implement open access 

scheduling, reserving time for same-day appointments. 

One of the pilot practices hired a clinical excellence coordinator, whose priorities were change-

management oriented, while another practice hired mid-level clinicians to bolster staffing needs. A 

separate practice employed process engineers to increase the scale of the pilot to other primary care 

sites within that practice’s medical group. 

Learning Collaboratives 

Even though each practice had independence in determining 

how it wanted to transform care and use the grant money, Priority 

Health supported pilot sites by leading learning collaboratives on 

how to integrate PCMH capacity into practices. These 

collaboratives included staff from Geisinger Health Plan (an ACHP 

member plan from Danville, Pa. whose profile is also available online), Priority Health’s own case 

managers and the PCMH pilot practices themselves. 

While each practice had similar 

ambitions related to care 

delivery, Priority Health allowed 

practices to direct their change 

management processes 

independently by providing up-

front funding to PCMH sites. 
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Specific meetings were held to discuss community support for asthma, diabetes and 

standardization of evidence-based best practices. At monthly collaboratives on care management, pilot 

sites discussed care manager responsibilities and roles, panel sizes, optimal patient and provider 

populations and strategies for building relationships between care managers and clinical staff. For 

example, one practice’s care manager was overseeing a single physician’s panel, while another care 

manager was working with 16 providers; yet another care manager shared her method of using visual 

tools to engage communities. 

Non-Financial Resources 

In addition to offering a funding stream for practices to support changes to their care teams, PH 

provided them with a variety of non-financial resources, including health information technology that 

interfaces with practice registries; quality measure dashboards highlighting Triple Aim outcomes; 

access to risk-stratification software; access to external evaluators 

and patient and provider satisfaction feedback through Michigan 

State University; and the deployment of service representatives who 

were available to assist with on-site management of claims data.  

An additional layer of change management support was 

available from TransforMED, a subsidiary of the American Academy 

of Family Physicians, which PH staff noted was “extremely 

valuable.”2 TransforMED staff worked with six of the practices to 

guide change management through interventions like the Medical Home IQ Tool, a self-assessment tool, 

and were able to coordinate learning collaboratives, bringing together a variety of PCMH stakeholders. 

In some cases, PH realized that practices were entering into unfamiliar territory with their new 

care coordination and health education initiatives, so the plan supplemented their care coordination 

efforts by bringing in its own case managers, who had significant prior experience helping manage the 

health plan’s high-risk cases. 

 

Sustainability 

Evolution of the Payment Model 

Priority Health has been careful to make sure that any additional funds it invests in the PCMH 

program are considered value-added and support practice transformation and infrastructure 

improvements for the ultimate goal of improving patient outcomes.  

Once NCQA PCMH accreditation became nationally recognized, PH started paying based on each 

practice’s level of NCQA attainment. In 2010, due to the fact that there were a number of PCMH 

designations in Michigan and to decrease the burden on providers, Priority Health began recognizing 

any PCMH designation, including NCQA, the Utilization Review Accreditation Commission and others; 

this gave practices the opportunity to earn 20 to 50 percent more for quality outcomes, such as 

preventive health and chronic disease management, without requiring them to pass through multiple 

certification processes. Finally, based on lessons learned from the PCMH pilot, in 2011 PH began paying 

a care coordination PMPM fee for practices demonstrating care coordination competencies. The plan 

currently has an additional Medical Home Uplift incentive program focused on clinical outcomes and 

HEDIS® measures.  

While base pay has continued to increase for primary care, an average of 18 percent of money paid 

to providers is tied to infrastructure and performance, with some high-performing practices earning up 

Priority Health provided 

practices with non-financial 

resources, including data 

dashboards, health 

information technology and 

access to consultants. 
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to 30 percent incremental revenue. Maximizing revenue at the provider and practice level, however, 

continues to be a challenge for some practices, particularly for integrated systems where incentive 

money is distributed among multiple providers. In response, starting in 2013, Priority Health will begin 

including system-level incentives as part of its primary care incentives, with a recognition that the plan 

must work with delivery systems as well as individualprimary care providers.  

Determinants of Sustainability 

PH notes that sustainability is linked to a variety of factors. Where primary care practices make 

fundamental systemic changes, including implementation of care teams, open access scheduling and 

care coordination across multiple care sites, the health plan expects that the PCMH model will be 

sustainable. On the other hand, PH predicts that for practices that make 

superficial changes solely to comply with the requirements of the 

incentive program, the improvements will lapse once the measurement 

period has been completed. In order to ensure that changes will be 

sustained, the health plan has continued its performance reimbursement 

program, making it available to practices after the grant period ends.  

A separate determinant of sustainability is the support and 

leadership of individuals in the larger health care network, including physician and hospital group 

leaders and state legislators. More universal adoption and recognition of the PCMH will allow its 

innovative and outreach-focused initiatives to have an even greater effect, as care coordinators and 

data systems will become better integrated throughout the system.  

 

Outcomes

Priority Health recognizes the importance of engaging physician leaders and organizations in ways 

that are meaningful to them. Based on conversations with project and physician leadership, and 

inspired by Minneapolis-based HealthPartners’ conversations at Alliance of Community Health Plans 

meetings (view the HealthPartners profile online), Priority Health created a Total Cost of Care 

dashboard that it distributes to each physician network. This dashboard performs risk adjustment and 

allows PH to show networks how they perform relative to other groups and the plan average. 

Additional monthly dashboards, distributed to each practice during the transformation process, 

reflected their performance on HEDIS® quality measures and detailed total cost trends, utilization 

frequencies and patient/provider experiences. Primary Care Assessment Tool (PCAT) surveys, 

completed by physicians, staff and patients, were taken at baseline and twice during transformation, 

measuring the perceptions that different groups had related to the delivery of care changes. 

The PCAT survey analysis revealed significant overall improvements in patient and clinical staff 

experience at seven- and 15-month follow-up evaluations. PH found that when provider experience 

either stayed the same or declined, it was because those providers already thought they were providing 

an optimal level of care, even when they were not. This spurred the plan to encourage team-based 

care models among its practices, which made providers more likely to become invested in 

improvement. 

Practices completed quarterly logic models, adding structure to the change processes. By doing so, 

practices were able to track their transformation goals over time; some practices monitored the total 

number of care coordination referrals, while others tracked work flow changes or team care changes 

related to pre-visit and post-visit protocols. All practices kept track of common items like barriers they 

faced or successes during transformation. The logic models were sent to an external evaluator who 

Practices that made 

fundamental systemic 

changes are more likely 

to sustain changes and 

improvements. 

 

http://www.achp.org/members-publications/strengthening-primary-care-for-patients/


 

5 

 
1825 Eye Street, NW, Suite 401 | Washington, DC 20006 | p: 202.785.2247 

innovations@achp.org | www.achp.org 

summarized practices’ progress and needs and compiled the findings into reports, which were sent 

back to PH for review and follow up. 

Pilot practices, in comparison to matched control groups, showed significant improvements in 

overall quality of care measures, overall composite diabetes measures and individual diabetes 

measures, which included LDL level control and improvements in monitoring for diabetic nephropathy 

and retinopathy. PCMH implementation was associated with a reduction of 52.1 visits per 1,000 

members in emergency department utilization, which approached statistical significance.2 

Because of the varied paths that each practice took in achieving NCQA medical home recognition, 

the health plan has encountered some difficulty quantifying which variables are independently 

associated with return on investment gains. From a 2008 baseline to a June 2010 follow-up inventory, 

pilot practices had a 1 percent decrease in total costs, associated with $33 in PMPM savings. During the 

same time period, comparative practices had a 2 percent ($55 PMPM) decrease in costs. Priority Health 

was the only health plan in Michigan to pay for NCQA PCMH recognition and 698 providers had achieved 

NCQA recognition by February 2013. 

 

Scale 

Over the course of the PCMH pilot, Priority Health realized just how differently each practice was 

set up, based on practice goals, workloads, focus and interest. It was beyond the capacity of the health 

plan to organize the practices by itself, but this observation did, according to Dr. Byrne, “speak to the 

importance of health IT, standardization of protocols and integration of primary care practices into 

delivery systems.”2 

Priority Health is no longer in the pilot phase of its PCMH program and instead is focusing on 

implementing the program across its entire network by expanding its use of care management, health 

IT and risk stratification tools. It recognizes the unique role of health plans in supporting infrastructure 

development, so the plan currently provides all network practices access to infrastructure funding and 

has doubled the amount of money available for incentive-based programs for its PCMH practices.  

Priority Health is working to determine what type of payment model could support a national 

redesign toward greater patient-centered care, based on the history and culture of fee-for-service 

physician payment in the United States, while ensuring access to care. While practices do not want to 

see decreased reimbursement to providers, PH finds it challenging to explain the purpose of its PCMH 

project. Many physicians’ approaches to care delivery and reimbursement have been built on fee-for-

service as a way to reimburse for services delivered, as opposed to focusing on and paying for 

outcomes. Gradually, Priority Health wants to acclimate providers to the idea that reimbursement can 

occur outside fee-for-service codes.  

Finally, PH recognizes that PCMH transformation is not a one-to-three year project. As Dr. Byrne 

stated, “it’s a decade project, and maybe it’s a permanent project. It’s certainly much more 

challenging and complex than we had originally thought.”2 

 
1 AAFP, AAP, ACP, AOA. “Joint Principle of the Patient-Centered Medical Home.” February 2007. < 

http://www.aafp.org/online/etc/medialib/aafp_org/documents/membership/pcmh/joint.Par.0001.File.tmp/PCM
HJoint.pdf> 
2 Participant interview with Rebecca Malouin, Ph.D., 2011 

A copy of the full ACHP report on strengthening primary care for patients,  

supplementary profiles on member plan initiatives, a one-page fact sheet and other  

resources are available online at www.achp.org or by emailing innovations@achp.org. 
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