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Background 

The University of Pittsburgh Medical Center Health 

Plan (UPMCHP) is owned by the University of Pittsburgh 

Medical Center (UPMC) and provides coverage to 

approximately 2 million members throughout western 

Pennsylvania. UPMC employs 500 primary care physicians 

and contracts with an additional 1,800 network primary 

care physicians.1 

UPMCHP began its patient-centered medical home 

(PCMH) pilot program to make health plan services more 

readily available to primary care partners. As former 

Senior Medical Director Cynthia Rosenberg, M.D., said of 

the pilot, “at its heart is putting the tools and services of 

a payer in the hands of, and partnering with, the 

provider, community and patients.”2  

 

Implementation 

In the summer of 2008, the UPMCHP Partners in 

Excellence PCMH pilot was rolled out to four practices, 

two of which were UPMC-owned and two of which were 

private (in the private practices, UPMC members made 

up an estimated 20 to 40 percent of patients). In January 

2009, the pilot was expanded to six additional practice 

sites, and the model has since become standard for 

health plan-affiliated primary care offices. 

Practice-Based Care Managers 

During transformation, UPMCHP paid for and trained 

practice-based care managers who were embedded 

within pilot practices. Four initial practices each 

received one health plan care manager; following 

expansion of the program, six care managers covered ten practices. In order to best match their 

facilitators to each practice, UPMCHP leaders delegated a team of health plan employees who observed 

prospective pilot sites to make predictions on particular care coordinators, based on their unique 

strengths or skill sets, who would best integrate with member populations and existing office dynamics 

at a pilot site. 

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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The care managers are predominantly registered nurses or social workers and are available to assist 

UPMCHP members by coordinating care, increasing patient education and identifying care gaps, but not 

providing direct care. Care managers are highly accessible and members can contact them directly via 

cell phone during work hours. They also maintain connectivity with UPMCHP through weekly team 

meetings where they are able to share feedback with other care 

managers and receive health plan updates. As Francis Solano, M.D., 

whose practice participates in UPMCHP’s medical home, stated, the 

care managers “know all of the members who have gaps in care and 

know how to facilitate getting those gaps filled.”3 

Practice-based care managers are supported by a 

multidisciplinary clinic support team. This team includes social 

workers, health plan-based specialty care managers, pharmacists, 

lifestyle health coaches, nonclinical outreach staff, discharge 

planners and member services staff. Practice-based care managers can request assistance from plan-

based care managers in providing disease-specific education and identifying resources for members; 

outreach staff contact members who require preventive services and perform home visits if members 

are noncompliant or have transportation barriers.4  

Plan-Provider Cooperation 

The PCMH planning process was collaborative, with frequent joint health plan and practice 

meetings taking place prior to the pilot rollout. The practices were able to strengthen their 

relationships with UPMCHP, while the plan introduced practices to the resources available to 

practitioners and members, including shared data and chronic care services. During the pilot 

implementation phase, monthly meetings were scheduled between practice leadership and health plan 

administrators to ensure continued contact; as care managers became established at practices, these 

transitioned into quarterly meetings. 

UPMCHP gives practices access to enhanced, population-level claims data, delivered so that it can 

be actionable and guide clinical improvement. For example, UPMCHP data was able to assist one 

practice in determining the peak hours of emergency room utilization for its panel of patients; by 

changing messaging materials and staff processes, this practice reduced total emergency department 

use by 10.6 percent in one year. In another case, the health plan used its claims data to identify and 

offer contact information for a patient with high-frequency, non-emergent emergency room usage. As 

Dr. Rosenberg stated, “that information helped them to facilitate an outreach to the patient, since the 

office only knows who’s there.”2 

UPMCHP also provides non-data resources to partner practices. 

Physician account executives are available to verify and analyze claims 

data for practices, ensuring that data feedback is accurate and 

actionable, as are process improvement specialists trained in Six Sigma 

and other change management and quality improvement methods.  

Pharmacists are actively involved in the care management team 

care process. As part of UPMCHP’s Medication Therapy Management 

program, pharmacists look for potential issues, such as medication non-adherence, duplication of 

therapy and drug interactions, and then collaborate with care managers and physicians to determine 

appropriate solutions. 

  

Practice-based care 

managers are supported by 

a multidisciplinary support 

team, including social 

workers, pharmacists, 

discharge planners and 

member services staff. 

 

UPMC Health Plan gives 

practices actionable 

population-level claims 

data, as well as access to 

physician account 

executives and process 

improvement specialists. 
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Incentive Programs 

During the initial pilot phase, practices received payments associated with the highest level of 

quality performance, regardless of their actual performance, in recognition of their time spent on the 

initiative and to incorporate a new way of thinking about their patients. 

Afterwards, once practices were more established, UPMCHP implemented an incentive program 

that provides uplift payments totaling approximately 15 percent of the total claims paid per year, 

contingent on performance on administrative and quality process measures. Administrative process 

measures include allowing care coordinator participation in all 

UPMCHP lines of service, operating with extended hours and 

implementing electronic prescribing. Quality process measures 

include congestive heart failure medication adherence, asthma 

controller use, screenings for patients with diabetes, generic 

medication utilization and depression follow-up. 

Additional incentives are offered to partner practices for 

success in independently organized quality improvement 

projects. Practices are challenged to design and implement 

projects that would improve some aspect of patient care; successful completion of those projects is 

tied to increased reimbursement bonuses. For example, one pilot site began an outreach program to 

educate individuals about its accessibility as an alternative to emergency department utilization.  

 

Sustainability 

A primary challenge for the plan was gaining the trust of the physician groups and convincing them 

that the main goal of the pilot was to improve quality. To mitigate these concerns, UPMCHP sought 

frequent input from providers during implementation of the pilot and made an effort to communicate 

about the depth of services that were available to UPMCHP members and partner practices. According 

to Deborah Redmond, vice president of clinical affairs at UPMCHP, the design of the model was an 

iterative process as the health plan learned how to embed its staff in the structure of primary care 

practices to optimize the experience for providers and patients. 

 

Outcomes

Practices are measured primarily on HEDIS® quality outcomes, per member per month (PMPM) costs 

and utilization measures such as hospital admissions and readmissions. The total number of planned 

visits was studied as a surrogate measure of effective care management, as it closely relates to the 

Chronic Care Model processes. Patient experiences were recorded through patient surveys; they were 

compiled and studied in a case-by-case, qualitative manner. 

In the first year of the pilot, UPMCHP reported a decline of 12.5 percent in post-hospital 

readmissions; comprehensive diabetes screenings (HbA1c, LDL, nephropathy and eye exam screenings) 

that were nearly twice as likely to be within acceptable limits; and total medical and pharmacy costs 

that were 4 percent lower at pilot practices than in non-PCMH primary care practices.2  

Since PMPM costs at PCMH pilot sites decreased $16.28 between 2009 and 2010, compared to a 

$0.44 decrease at non-participating primary care practices, UPMCHP calculated its cost avoidance at 

$15.84 PMPM. Because the PCMH pilot cost the plan $6.09 PMPM to implement, UPMCHP saw a return 

on investment of $9.75, or 160 percent,1 in addition to increases in quality and efficiency measures.  

UPMC Health Plan’s incentive 

program provides uplift 

payments of approximately 15 

percent of the total claims 

paid per year, contingent on 

performance on administrative 

and quality process measures. 
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Scale 

Half a year after the original four practices began PCMH work, in January 2009 the PCMH pilot was 

spread to an additional six practice sites, raising the total number of UPMC members connected to a 

PCMH to 25,000. The expansion mirrored the 2008 pilot, with pre-rollout collaboration, embedded and 

layered care management support, data feedback and performance payments. As of February 2013, the 

PCMH program includes 163 active sites, 602 physicians and a total patient population of 143,826 for all 

lines of business. 

Going forward, UPMCHP has decided to use the Partners in Excellence PCMH model as a way to 

relate to the health plan’s entire primary care network. As of 2011, UPMCHP has incorporated PCMH 

processes into usual care standards and no longer considers the Partners in Excellence care model a 

pilot.  
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4 “Health Plan Innovations in Patient-Centered Care: Care Management.” Alliance of Community Health Plans. 
November 2011. <http://www.achp.org/members-publications/care-management-handbook-and-brief/> 

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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