
History of Pennsylvania’s  

Chronic Care Initiative  
 

Pennsylvania’ Chronic Care Burden 

In 2007, government and healthcare leaders in Pennsylvania were reaching a growing 

consensus that some form of action must be taken to address the states alarming, and growing, 

chronic disease burden. That year, the Commonwealth Fund Commission on a High Performance 

Health System ranked Pennsylvania 36th among states based on avoidable hospital use and cost.1 

in 2005, the Agency for Healthcare Research and Quality (AHRQ) reported that Pennsylvania’s 

hospital admission rates for chronic heart diseases for which no procedure is performed was 612 

per 100,000—nearly three times the national average. Admission rates for asthma were reported 

to be three times that of the best performing states. For diabetes, Pennsylvania’s hospital 

admission rates were four times that of the best-performing states. Together, these avoidable 

admissions were costing the state in productive lives and financial security. 

Furthermore, Pennsylvania’s demographics and rates of obesity and unhealthy behavior 

indicated that no easing to this burden. Pennsylvania is one of the oldest states in the nation, with 

20% of the population over 60 years of age and individuals 85 years and older representing the 

fastest growing demographic in the state. Combined with increases in obesity and physical 

activity and decreases in healthy behaviors, Pennsylvania was facing a very grim picture. 

Chronic Care Commission and Plan 

In response to Pennsylvania’s growing chronic disease burden and its impact on 

healthcare spending, the Governor issued Executive Order 2007-05 on May 21, 2007. This order 



created the Pennsylvania Chronic Care Management, Reimbursement and Cost Reduction 

Commission, also known as the Chronic Care Commission. The Commission was charged with 

recommending a strategic plan to outline the major changes needed to transform Pennsylvania’s 

health care system into one that is collaborative and proactive in an approach focused on the 

needs of patients. The goals of this transformation were to improve patients’ quality of life, 

clinical outcomes, and to reduce costs. 

The 45-member commission represented providers, payers, hospitals, health systems, 

business, labor, consumers, and state agencies. Key national consultants guided the commission and 

its subcommittees through weekly meetings. These national consultants included: Edward H. Wagner, 

MD, MPH, director of the MacColl Institute at Group Health Research Institute and founder of the 

Chronic Care Model; Michael Bailit, MBA, President of Bailit Health Purchasing, who is involved in 

several statewide PCMH initiatives; nationally-known quality improvement advisor, Connie Sixta, PhD, 

RN, MBA. Robert Gabbay, MD, PhD, Professor of Medicine at Penn State College of Medicine provided 

overall clinical leadership while serving on the Steering Committee of the Chronic Care Commission. 

The Commission presented a strategic plan to the Governor and legislative leaders in February 

2008.  

PA‘s stakeholders agreed that a collaborative, multi-payer approach was essential to 

practice-wide transformation that would achieve the goals of tangible and measurable 

improvement in the quality of care, leading to a reduction in the costs of care. The Commission 

identified the overall goal of the initiative to be: 

To improve care and reduce health care costs, we must transform chronic care 
treatment in our Commonwealth, beginning with the nature and structure of 
primary care delivery, continuing with the provision of self-management support 
for patients with one or more chronic diseases and culminating with the alignment 
of incentives that motivate primary care teams and patients to improve 
management of chronic illnesses.2 

 



The Commission proposed to achieve this vision by implementing four strategic goals. 

1. Widespread use of a new primary care reimbursement model that rewards: 

a. Use of the Chronic Care Model; 

b. Primary care practice team collaboration; 

c. Patient-centered care coordination; 

d. Delivery of evidence-based, best practice chronic care to the vast majority of 

chronic care patients; 

e. Assisting patients in setting and achieving self-management goals; 

f. Outcomes for quality care; 

g. Ability to get a timely appointment or consult if problems develop; 

h. Use of a patient registry to manage patients with chronic illness and to reach 

out to patients in need of evidenced-based care; 

i. Consumers for completing self-management courses; and 

j. Culturally and linguistically competent care. 

2. Broad dissemination of the Chronic Care Model to primary care practices across 

Pennsylvania, through regional chronic care learning collaboratives. 

3. Achievement of tangible and measurable improvement in: 

a. Patient satisfaction; 

b. Access to services; 

c. Health status and function, and quality of life; 

d. Provider satisfaction; 

e. Health resources utilization; and 

f. Quality of care, as measured using process and clinical outcome measures.  



4. Reduction in the cost of providing chronic care with the reduction of avoidable 

hospitalizations and emergency room visits and mechanisms to ensure that some of 

the savings are realized by all entities paying for health care. 

The Chronic Care Initiative 

To operationalize the strategic goals, the Commission developed a plan that would teach 

practices to implement the Chronic Care Model (CCM) using the rapid cycle testing approach of the 

Model for Improvement. They also implemented key elements of the Patient Centered Medical Home 

(PCMH) model with the expectation that each practice would become NCQA-PCMH recognized within 

12-18 months. 

The Chronic Care Model (CCM) suggests that improvement requires a paradigm shift 

from the current reactive model of health care delivery to one that focuses on avoiding long-term 

problems, including diabetes complications. The premise of the model is that quality chronic 

care is delivered by an integrated system involving six essential elements: (1) health system 

leadership and support, (2) community resources, (3) self-management support, (4) delivery 

system design, (5) decision support, and (6) clinical information systems. These elements work 

in concert to create productive interactions between a prepared, proactive practice team and an 

informed, activated patient. Evidence suggests that high-performing practices do best when they 

incorporate the multiple elements of the CCM. The PCMH incorporates the CCM and is being 

implemented in many health care organizations across the U.S. Healthcare settings operating as 

PCMHs provide comprehensive primary care that is coordinated and integrated across all 

elements of the health care system by physician-led team of individuals who have an ongoing 

relationship with the patient, and when appropriate the patient’s family.  

 



Practices were supported in their transformation through:  

(1) practice facilitation to assist practices in their transformation activities;   

(2) regional learning collaboratives gathered practice improvement teams together to 

provide education and tools needed for practice redesign;   

(3) monthly performance reporting through a free, secure, web-based patient registry 

ensured that each practice team could identify successes and opportunities for further 

improvement;   

(4) practice-based care management to support the most high-need patients; and, 

(5) enhanced payments through increased per member per month payments, increased fee-

for-service payments or through payments made from a pooled set of dollars from health 

plans for participating practices. 

The state provided internal project management support, funding for the regional learning 

collaborative sessions, most funding for the practice facilitators and the practice registry, and 

data reporting systems provided by the Pennsylvania Academy of Family Physicians through the 

Improving Performance in Practice (IPIP) program. The momentum provided by the commission 

carried over to multi-stakeholder-based regional steering committees that negotiated payment 

incentives and performance expectations for each of 4 payer-supported regional rollouts. Strong state 

leadership provided anti-trust protection for providers and payers to discuss the costs of and payments for 

becoming Medical Homes. All parties signed 3-year participation agreements. 

Just as important, the multi-stakeholder involvement and state leadership created a buzz 

around the initiative. Twice as many practices applied to join the initiative as were able to be 

accommodated, all of the state’s largest insurers were engaged, and confidence grew among 

participants, who were proud to be pioneers in the Medical Home movement.3 

 



Regional Rollouts 

The first rollout (Southeast PA) started in May 2008 and six more learning collaboratives 

were launched through December 2009, involving a total of 152 mostly small and medium-size 

primary care practices and 640 providers (75% of the practices have 5 or fewer FTE providers). 

Four of the regional rollouts were supported by the region‘s insurers; 17 payers in total 

(including Medicaid) are involved statewide.  

 

The other three rollouts were supported by a small state mini-grant program. Altogether, 

the practices cared for nearly 1.1 million Pennsylvanians, approximately 10% of our state 

population with a high representation of small practices where this type of transformation has 

typically not occurred. Urban areas of Philadelphia and Pittsburgh involved large numbers of 

minority patients and providers while rural regions reach underserved populations with limited 



health care access. Successive rollouts were more prescriptive about when care management 

must be in place and key elements that define its role. In addition, all of the models provided 

incentives for NCQA PCMH recognition. 

Participating practices focused on the initial target diseases of diabetes or pediatric 

asthma. The decision was made to initially focus on these diseases because of the high related 

costs. For example, in 2007, AHRQ reported that diabetes patients in Pennsylvania were 

unnecessarily admitted to hospitals more than four times as much as diabetes patients in the best 

performing states; asthma patients were admitted three times as often. Additionally, Dr. Gabbay 

and Linda Siminerio, RN, PhD, CDE had recently led the development of a Diabetes Action Plan 

that coincided with the start of the CCI.  

The first step for many practices was to identify their diabetic or asthmatic patients, using 

disease registries for focused population management. Typically the practice would begin by 

identifying the patients of the provider champion attending the learning collaborative. With this 

population management base in place, practices would work to redesigned care delivery to 

facilitate organized evidence-based care, self-management support, team-based care, and use 

PDSA (plan-do-study-act) testing. Data collected through a patient registry helped support 

quality improvement. Beginning with the initial target disease and initial provider, practices 

spread changes to all diabetes or pediatric asthma patients with all providers and care teams. Key 

interventions included addressing clinical inertia, planned care and risk assessment at every visit, 

follow-up care for patients at medium- and high-risk, patient centered care, care coordination, 

and care management for the highest-risk patients, particularly those with recent hospitalizations 

and ER visits. As this system of care was put in place for patients, practices were expected to 



identify all of their highest-risk patients for care management and begin to manage all highest-

risk patients regardless of disease, condition, or age with preventive care integrated as well. 

Practice Facilitation 

The practice facilitation model used is based on the extensive experience of Sixta and 

Hindmarsh. Facilitators served a vital function by promoting ongoing QI in practice teams. 

Coaches performed multiple functions and served as:  

• Facilitators who helped practices achieve their improvement goals.  

• Conveners who brought groups of staff members together to work through an issue.  

• Agenda setters and task masters who helped practices prioritize change activities and 

keep on track.  

• Skill builders who trained practices in QI processes and assisted them in developing 

proficiency in the techniques used in the CCM.  

• Knowledge brokers who know about external resources and tools and saved practices 

from engaging in extensive searches for information or reinventing the wheel.  

• Sounding boards who gave practices a reality check and provided feedback.  

• Problem-solvers who helped practices identify and surmount a stumbling block.  

• Change agents who promoted adoption of specific evidence-based practices. 

Practices received on-site practice facilitation as well as monthly written feedback on report 

changes and individual conference calls to evaluate the testing and implementation of critical 

changes, address specific questions and concerns, and assist the teams in monitoring and using 

data to define improvement. Initially, practice coaches were provided by the IPIP program and 

then subsequently by facilitators hired through the State. Technical support was also given to 

guide practices through the NCQA PPC-PCMH application process. NCQA staff members 



attended learning sessions to answer specific practice questions. Further support for IT was 

provided in the past through bringing users of a specific EMR together to share solutions. 

However, in the next phase of the initiative, PA‘s REACH program provided this support. 

Learning Collaboratives  

 Breakthrough Series based learning collaboratives were integral to the PA intervention. 

Not only do learning sessions allow economies of scale in teaching many practices at one time, 

collaboratives also encouraged networking and idea-sharing across practices to create learning 

communities. In the first year, one- or two-day learning sessions were held quarterly in each 

regional rollout for multi-disciplinary teams from each practice. Practices also requested that 

regional learning sessions continue to be offered twice a year. Monthly conference calls between 

learning sessions enabled practices to ask questions about what they are doing, share “best 

practices” and helpful resources, and involve more of their practice team. Attendance at the 

learning sessions and on the conference calls was at 80% and above in all regions throughout the 

initiative.3 

Monthly Performance Reporting 

As required in the participation agreements, practices reported monthly registry-based 

data on key clinical measures. Data was uploaded via a spreadsheet to the IPIP intranet. Practices 

submitted population-level numerators and denominators on up to 32 process and outcome 

measures, thereby bypassing any HIPAA concerns. Practice engagement was robust due to a 

minimum of 80% of practices reporting monthly quality and narrative reports.3 IPIP provided a 

monthly Practice Explorer report that enabled benchmarking within and across regions in PA as 

well as with six other states using the same system. Practices submitted monthly narrative reports 

that described in detail changes implemented and were used extensively in the practice coaching 



process. In order to create a more efficient flow of information between the practices and the 

data system, PAFP developed its data warehousing capacity. Today, data flows from the 

participating practices to PAFP and back through PAFP’s state of the art data system.  

Care Management 

Practices in the payer-supported regions received funding specifically directed to provide 

practice-based care managers. Smaller practices guided and pooled their care management 

resources to hire shared care managers. To facilitate adoption of practice-embedded care 

management, practices were given a model care manager job description and list of duties to 

assist them in the hiring process and in incorporating care managers into their workflow. 

Learning collaborative sessions and monthly conference calls focused on how to most effectively 

utilize care managers. A statewide care management training program using some elements from 

the Geisinger Health Plan experience with practice-based care management and Dr. Gabbay’s 

National Institute of Health Nurse Care management study helped prepare dozens of care 

managers for their new role. Chronic Care Commission member Mary Naylor, RN, PhD also 

informed the rollout of the care management intervention. 

Payer Incentives 

In four of PA’s seven regions, 17 payers, including Medicaid, provided $30 million in  

infrastructure payments to practices to support transformation.3 All of the regional payment 

models provide financial support for PCMH infrastructure development (e.g., registries, training) 

and require implementation of practice-based care management. Successive rollouts were 

increasingly prescriptive about defining care management activities and identifying a timeline  



for implementation within the practices. All regional payment models provided incentives for 

practices to receive NCQA PCMH recognition. In the Southeast, these incentives resulted in all 

25 practices receiving NCQA PCMH recognition in the first year.4 

 

Outcomes 

Pennsylvania has employed an adaptive strategy in rolling out the CCI over three years, 

testing each aspect of the intervention and adjusting based on feedback and practice performance 

data from each staggered rollout. The core team, consisting of Governor’s Office staff, faculty 

chair Dr. Gabbay, and consultants Bailit, Hindmarsch, Sixta and Wagner met weekly to consider 

quality improvement data and discuss feedback from practices, payers, regional meetings, 

practice facilitators and the Chronic Care Commission. Therefore, the initiative has evolved 

much like the rapid cycle changes practices are asked to employ. Lessons learned in terms of 

facilitating practice change include: selecting practices that are ready and willing to make 

changes, allowing time for practices to form their improvement teams and collect baseline data 

before the first learning collaborative session, getting practices off to a strong start with 

intensive, early practice facilitation, directing practices on key changes to make with specific 

Region Number of 
Practices

Total 
Providers

Total 
Reported 
Patients

Average 
Physicians/Practice

Average 
Patients/Practice

Average 
Patients/Physician

Total Estimated 
Payments By 

Insurers
SEPA 32 158 209,354 4.9 6,542 1,325 $13,599,231
SCPA 24 100 189,519 4.2 7,897 1,895 $4,711,210
SWPA 21 51 158,507 2.4 7,548 3,108 $6,219,842
NEPA 28 73 179,319 2.6 6,404 2,456 $6,159,615
Total 105 382 736,699 3.6 7,016 1,929 $30,689,898

NWPA 15 36 27,964 2.4 1,864 777
NCPA 9 68 73,134 7.6 8,126 1,076
SEPA 2 23 158 228,078 6.9 9,916 1,444
Total 47 262 329,176 5.6 7,004 1,256
Grand Total 152 644 1,065,875 4.2 7,012 1,655 $30,689,898



performance expectations, sharing identifiable benchmarking reports, spotlighting “best 

practices,” and quickly addressing low-performing practices.5 

Quality improvement was evaluated from baseline to January 2012 for 10 diabetes 

measures for 50,000 patients statewide. Baseline was set at 3 months after the first learning 

session when practice reports show more data stability. 

 

 

 

 

 

 

 

 

 

 

Conclusion 

 Four years later, the Chronic Care Initiative has produced a variety of similarly-designed 

initiatives across Pennsylvania and has provided the basis for one of Medicare’s Multi-Payer 

Advanced Primary Care Practice demonstrations. Following participation in the CCI, payers and 

providers are implementing their own medical home and practice transformation initiatives. 

Notably, Pennsylvania was selected by the Agency for Healthcare Research and Quality 

(AHRQ) as one of 4 states to develop a Primary Care Extension Service model to spread primary 

care transformation. The Pennsylvania Primary Care Extension Service model aims to apply 

Diabetes Measures Absolute % Change: 
July 2008 – Jan 2012 

HbA1C >9% -14% 
HbA1C <7% +13% 
BP <130/80 +7% 
BP <140/90 +16% 
LDL <100 +12% 
LDL <130 +19% 
Foot Exam +41% 
Eye Exam +31% 
Diabetic Nephropathy +31% 
Self-Management 
Goal Setting 

+37% 



lessons learned through the CCI by providing a sustainable infrastructure to support primary care 

transformation and quality improvement, particularly for small- and medium-sized practices. 

Modeled after the agricultural cooperative extension, the Primary Care Extension Service would 

be based in research universities and staffed with regional extension agents assisting local 

primary care practices. Collaboration and shared learning are the keys to developing this 

nationwide learning network. 
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