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In September 2016, AMGA named Pre-

mier Medical Associates as the recipient 

of the 2016 Acclaim Award. The Acclaim 

Award, supported by AMGA Foundation, 

is designed to recognize and celebrate the 

successes that medical groups and other 

organized systems of care have achieved in 

improving the value—the quality and cost 

of care—of the healthcare services they pro-

vide to their communities. Here we share 

the thoughts of Premier’s Chief Quality 

Officer and highlights from their initiative.
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Premier Medical Associates:  
Creating Clarity Out of Chaos
Part 1: A Map to Cross the Chasm

BY FRANK COLANGELO, M.D., FACP

The Institute of Medicine’s (IOM) 2001 Cross-
ing the Quality Chasm: A New Health System for 
the 21st Century1 was appropriately named. In the 
United States’ healthcare system, there often is a chasm 
between the quality and safety of care provided to 
patients in comparison to the care that they deserve. 
The IOM described six attributes for ideal care deliv-
ery—care that is safe, effective, patient-centered, timely, 
efficient, and equitable. When we reflect on the changes 
that have occurred at Premier Medical Associates over 
the last decade, many of these attributes were met. The 
AMGA High-Performing Health System™ document2 
provided more details of the roadmap required to 
deliver ideal care to the patient’s served by the practice, 
with focuses on:

■■ Provision of care in an 
efficient manner

■■ Provision of care in an 
organized system

■■ Continuous measurement 
of quality of care provided 
and focus on improvement 
activities

■■ An emphasis on care coor-
dination

■■ Using information tech-
nology effectively and ad-
hering to evidence-based 
standards of care

■■ Aligning of provider com-
pensation to enhance promo-
tion of the above goals

■■ Assuming accountability for 
providing care to popula-
tions that are or are not financially responsible 

Through the use of such guiding principles, 
the practice has become a leader in the delivery of 
high-quality, efficient, and patient-centered care. Our 
providers and staff aspire to engage and educate our 
patients and their families in a patient-centered manner 
to promote best health outcomes and maintenance. 
This philosophy and team-based approach allows us to 
provide innovative, high-value care to our patients. 

The prominent form of payment in our mar-
ketplace is still fee-for-service. Practice leaders and 
physicians believe the fee-for-service model encourages 
overutilization of physician visits, testing, and hospi-
talizations. We recognize that this care model is not 
sustainable, and created a practice model that is well 

suited to succeed in a value-driven payment system. 
We are working with local insurers to commence the 
journey toward risk-based contracting.

We consider our transformation to have its roots 
in several market forces that occurred in 2007 in our 
region. There were four almost simultaneous events 
that required and assisted with the development of a 
new care model for the practice: 

1. There was a sudden loss in acute visits for our 
practice thanks to the entry of a large urgent care 
entity that contracted with the major insurers. 

2. The Great Recession of 2008-2009 caused many 
individuals to lose jobs and health insurance, which 
resulted in reduced patient volumes.

3. The practice instituted a hospitalist program, 
which allowed the outpatient primary care provid-
ers more time to concentrate on improving preven-
tive care and chronic care provision.

Premier Medical Associates team accepting the 2016 Acclaim Award (left to right): Francis Colan-
gelo, M.D., Chief Quality Officer; Holly Kern, R.N., Director of Quality Care; Bob A. Crossey, D.O., 
President; Mark DeRubeis, Chief Executive Officer; Joanne Wall, Chief Operating Officer; Ezz-Eldin 
Moukamal, M.D., FHM, Hospitalists Medical Director

“Premier stands out in our market-

place for providing care that is of 

higher quality and at a significantly 

lower cost than other practices in 

our area.”
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4. A large local insurer began to offer significant
pay-for-performance dollars for the provision of
high-quality care.

The evolution of this newly defined business model,
with emphasis on primary care provision of more 
cost-effective and higher quality care for individuals 
with chronic diseases, has allowed Premier to provide 
care to the patients served by the practice in a fashion 
described by the IOM and AMGA.

Through the first several years of the transforma-
tion, we effectively implemented an electronic health 
record, developed a robust patient registry, and gath-
ered the staffing required for the provision of effective 
team-based care. These efforts allowed the practice’s 
adult primary care sites to apply for and be awarded 
NCQA level 3 Patient Centered Medical Home recogni-
tion in 2013.

Much of the improvements in patient outcomes can 
be traced to three major categories aimed at improving 
care delivery:

1. Emphasis on preventive care and screening for dis-
eases that are amenable to such efforts. Nearly 70%
of the practice’s Medicare patients had Annual Well-
ness Visits (AWVs) in 2015. Immunization rates for
adult vaccines are high, and screening rates for colon
cancer are among the nation’s best.

2. Improving care delivery for chronic conditions such
as hypertension, diabetes, and heart failure should
reduce complications from these diseases and thereby
reduce costs of care going forward for these patients.

3. Utilization of population health software helps to
risk-stratify patients and focus care coordination ef-
forts where they have the greatest impact.

 We have shared learnings with other AMGA 
member groups through our involvement in AMGA-
sponsored activities such as the Chronic Care 
Challenges, Measure Up/Pressure Down® and Together 
2 Goal®, through involvement in the Best Practices 
Learning Collaboratives focused on rheumatoid arthri-
tis and heart failure, and through active membership in 
AMGA’s Analytics for Improvement partnership.

Premier stands out in our marketplace for provid-
ing care that is of higher quality and at a significantly 
lower cost than other practices in our area. The size of 
our practice is not large; commensurate with this size, 
there is a relatively small staff that focuses on quality 
improvement efforts for the practice. The fact that the 
practice has produced the impressive results of cost 
and quality improvement efforts is a testament to the 
culture of hard work and accountability that has been 
engrained by the professional and physician leaders of 
the practice. The receipt of the Acclaim Award in 2016 
was the source of great pride for all providers and staff 
of Premier, and has energized our efforts to even further 
meet the ideals proclaimed by the Triple Aim in the 
future.

References
1. Institute of Medicine. 2001. Crossing the Quality Chasm: A

New Health System for the 21st Century. Washington, DC:
National Academies Press.

2. For more information on the AMGA High-Performing Health
System definition, visit amga.org/wcm/ADV/wcm/Advocacy/
HPHS/index_HPHS.aspx.

Frank Colangelo, M.D., FACP, is chief quality officer at 
Premier Medical Associates.

~February2017_mech.indd   12 2/8/17   1:07 PM



14     GROUP PRACTICE JOURNAL  x  AMGA.ORG           FEBRUARY 2017

Premier Medical Associates was founded in 1993 in 
Monroeville, Pennsylvania, and currently is composed 
of 100 providers in 10 different office locations serving 
more than 100,000 patients. They are the largest mul-
tispecialty physician practice in their region. Specialties 
include: allergy and immunology, behavioral health, 
cardiology, dermatology, endocrinology, family medicine, 
gastroenterology, general and breast surgery, hospitalist 
medicine, infectious disease, internal medicine, neurol-
ogy, ophthalmology, optometry, pain management, 
pediatrics, podiatry, foot and ankle surgery, pulmonol-
ogy, radiology, rheumatology, and sleep medicine.

Premier focuses on colon cancer and 

hypertension on its journey to become 

a high-performing health system. 

In December 2011, Premier affiliated with a large 
local insurer and became a member of an integrated 
delivery system. The practice has focused on being 
a leader in the delivery of high-quality, efficient, and 
patient-centered care. Providers and staff aspire to 
engage and educate patients and their families in 
a patient-centered manner to promote best health 
outcomes and maintenance. This philosophy and team-
based approach allows Premier to provide innovative, 
high-value care to patients. 

The prominent form of payment in their market-
place is fee-for-service. Practice leaders and physicians 
believe the fee-for-service model encourages overutiliza-
tion of physician visits, testing, and hospitalizations. 
They recognize that this care model is not sustainable, 
and created a practice model that is well-suited to 
succeed in a value-driven payment system. They are 
working with local insurers to commence the journey 
toward risk-based contracting.

Premier Medical Associates: Creating 
Clarity Out of Chaos
Part 2: Highlights from the 2016 Acclaim Award Recipient’s Journey

During the transformation, Premier focused on 
providing care for underserved populations. They offer 
a hardship program that provides financial assistance 
and free medical care to practice patients who require 
treatment for both acute and chronic conditions, but 
who cannot afford it due to unfortunate circumstances. 
Practice pediatricians care for many economically 
disadvantaged patients, with over 20% of their patients 
covered by Medicaid. They focused on providing high-
value care to 2,200 patients in skilled nursing facilities. 
They also initiated a provider/nurse practitioner team 
who care for more than 100 home bound patients 
who would otherwise lack care. Premier feels that the 
expansion into new specialties also alleviated the needs 
of a portion of the population who needed specialty 
care, but were underserved. This was especially true 
when they expanded into behavioral health, dermatol-
ogy, and rheumatology, where six- to nine-month waits 
for new patient appointments were previously the norm 
for their marketplace. 

In September 2016, Premier Medical Associates 
was named the recipient of the 2016 Acclaim Award. 
As part of the application process, the organization was 
asked to highlight two narratives describing the design 
and deployment of two major components—projects, 
phases, or tactical plans—that were part of their plan 
to transform the way they deliver health care in order 
to more fully achieve the AMGA High-Performing 
Health System™ attributes, improving both the quality 
and cost of care. 

Colon Cancer
The practice made a strong commitment four years 

ago to reduce the number of practice patients who will 
suffer morbidity and mortality due to late-stage colon 
cancer. Colon cancer is the second leading cause of 
cancer-related deaths in the United States, when men 
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and women are combined. The American Cancer Society 
(ACS) predicts that there will be 135,000 new cases of 
colon and rectal cancers in the United States in 2016, 
and that 49,000 Americans will die from the disease this 
year. Many of these deaths could have been prevented if 
adequate patient screening had occurred, since precan-
cerous polyps or early-stage colon cancers would have 
been found and removed. Screening rates nationwide 
have been steadily climbing since the 1990s, and the 
ACS estimates a 30% reduction in colon cancer mortal-
ity over the last decade in the United States. The ACS 
announced in 2015 that 65% of Americans between the 
age of 50 and 75 have been screened. In spite of these 
advances in screening rates, 23 million Americans still 
have not been screened for colon cancer.

In the summer of 2012, one of the practice’s physi-
cian leaders heard Dr. Richard Wender, current chief 
cancer control officer of the ACS, describe the Center 
for Disease Control’s Screen for Life program. This 
program set the ambitious goal of screening 80% of 
50- to 75-year-old patients for colon cancer by the end 
of 2014. This timeframe proved to be too ambitious, 
leading the National Colorectal Cancer Roundtable 
(NCCRT) and the ACS to jointly set a more realistic 
goal for attainment. The 80% by 2018 campaign was 
announced in March of 2014. An article in the journal, 
Cancer, modeled the public health impact of reaching 
the 80% by 2018 goal. If this target is reached nation-
wide 277,000 cases of colon cancer and 203,000 deaths 
from colon cancer will be prevented by 2030 in the 
United States.1 

Premier recruited Dr. Wender to speak during 
practice grand grounds for physicians in December 
2012 on the need for increased efforts to screen patients 
for colon cancer. Dr. Wender shared two imperative 
messages:

1. Measure your practice screening rate; it might not 
be as high as you think. The Premier’s screening rate 
was only 57.5% at baseline on January 1, 2013.

2. Offer fecal immunochemical tests (FIT) to patients 
who are reluctant to do colonoscopies. He empha-
sized that you can get good screening rates without 
offering at-home stool tests, but you will not get 
great screening rates unless you integrate them into 
practice-wide efforts.

January 2013 was the official start date for the 
colon cancer screening effort. Premier educated practice 
staff about the importance of this first practice-wide 
effort. During the first year, they prominently posted 
marketing materials in waiting and exam rooms and 
asked every adult patient at every single visit (not just 

physicals) what was the date of their last screening test 
for colon cancer. Premier began publicizing overall 
practice-wide screening rates and unblinded individual 
provider panel rates in 2014.

Practice system and care redesign occurred as a 
result of these efforts. When a provider orders a colonos-
copy for a previously unscreened patient, that patient is 
connected by phone with the practice gastroenterology 
department before leaving the office. This helps patients 
who would often procrastinate during the scheduling 
process. Around 2,500 patients chose to be screened via 
the FIT method. If the patient did not return for an office 
or lab appointment one year after their baseline test, they 
were considered as “not current” for screening. Premier 
established a registry for the “not current” patients and 
mailed them a new FIT kit at the anniversary of their 
previous test. Over 90% of patients who received the 
mailer returned the kit promptly.

It is a standard of care that every patient with a 
positive FIT must have a follow-up colonoscopy. In 
2013, Premier found that only 57% of practice patients 
with positive FITs had complied with the advice for 
the follow-up test in the prior year. The notifying staff 
member would too easily accept a patient’s refusal to 
do the follow-up test. As a result, they re-educated our 
practice staff and providers on protocols. Providers 
who offered FITs to patients as part of shared decision 
making allowed the patient to choose FIT screening, only 
if the patient agreed to a follow-up colonoscopy if the 
test results were positive. They educated medical assis-
tants, who were in charge of notifying patients about 
positive results, about the importance of the follow-up 
colonoscopy. Premier provided them with scripted 
motivational interviewing tools so that they could better 
convince reluctant patients to overcome their unease 
about performing the follow-up test. They maintained 
a positive FIT registry that was used for follow-up 
calls and letters to patients who delayed scheduling the 
follow-up exam. The practice now has over four years of 
data and over 87% of patients have complied with the 
required follow-up test after integrating this model into 
the practice.

Premier ran a pilot project with, Exact Sciences 
in 2015. The company created the FIT-DNA test 
called Cologuard. The FIT-DNA just recently received 
endorsement from the United States Preventive Services 
Task Force as an accepted alternative for colon cancer 
screening, but Medicare has provided reimbursement 
for the test for the last two years. As part of the pilot, 
Premier identified approximately 800 practice patients 
with insurance coverage from either traditional Medi-
care or Medicare Advantage plans who had refused to 
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be screened for colon cancer, in spite of vigorous previ-
ous outreach efforts over the three year period of our 
campaign. The patients received letters from the prac-
tice introducing the Cologuard test, then follow-up calls 
from the Exact Sciences customer support. As a result, 
154 previously unscreened practice patients (a 19.1% 
completion rate) were willing to be screened via the 
FIT-DNA  method, and three advanced precancerous 
lesions and two cases of colon cancer were diagnosed in 
this cohort.

The practice’s efforts have allowed them to stay far 
ahead of this national rate. Premier calculated that 80% 
of their patients had been screened by December 31, 
2015. More than 4,800 additional practice patients were 
screened as a result of these efforts between January 1, 
2013, and December 31, 2015 (see Figure 1). They are 
very hopeful that many cases of late stage colon cancer 
will be prevented in the practice as a result of this effort.

The National Colorectal Cancer Roundtable 
(NCCRT) announced applications for a first-ever 
National Achievement award in the fall of 2015, high-
lighting group efforts to organize their efforts to hit 
the 80% goal. In March 2016, Premier was one of five 
organizations out of more than 75 applicants from 
across the United States that were chosen for recogni-
tion status due to their systematic efforts to improve 
screening rates.

Measure Up/Pressure Down®  
A second practice wide improvement effort was 

launched in late 2013, Measure Up/Pressure Down® 

(MU/PD).2 Some providers questioned whether Premier 
was capable of performing well on two simultaneous 
large-scale population health efforts. In spite of these 
doubts, the practice leadership team was confident that 
the organizational structure and established methods of 
implementation would allow the organization to suc-
ceed in the patient-centered efforts.

Soon after enrolling in MU/PD, Premier examined 
the provider toolkit materials that support the eight 
evidence-based campaign planks. A MU/PD subcom-
mittee was formed to guide implementation and 
the following steps were employed to empower this 
practice effort:

■■ Direct care staff trained in accurate blood pressure
(BP) measurements: They convened a committee
of physicians, practice nurses, assistants, and medi-
cal assistants to brainstorm ideas about improving
techniques. After viewing the Cornerstone Health
videos from the MU/PD toolkit about correct and
incorrect BP measurement techniques, the committee
requested permission to film their own version to cre-
ate improvements in accuracy of staff obtained blood
pressures. The staff helped to write the video script.
The video has been used successfully by the practice
and others in the campaign to assure that patients

FIGURE 1

Colon Cancer Screening Rate, Adults Aged 50-75
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receive accurate measurements. They also purchased 
automated BP cuffs for every office location when 
they determined they had an issue with terminal digit 
rounding (for example, systolics of 120, 130, and 140 
and diastolics of 80 and 90). 

■■ Hypertension guideline used and adherence moni-
tored: This was the only MU/PD plank that was not 
formally implemented during Premier’s efforts. How-
ever, all providers were given a copy of the Kaiser Per-
manente Northern California article from Journal of 
the American Medical Association (JAMA) in August 
of 2013, as a suggested guideline for BP medication 
introduction and escalation.3

■■ BP addressed for every hypertension patient at every
primary care or cardiology visit: The simple step of
having a laminated red heart in every exam room on
the computer keyboard was an excellent visual cue
and a very effective performance driver for providers
to address any initial BP that was >140/90.

■■ All patients not at goal or with new hypertension pre-
scription seen within 30 days: Providers and staff were
educated that this was the new standard of care for the
practice. Patients returned for either provider or nurs-
ing BP checks within one month if they were not at
goal or were given a new medicine to control their BP.

■■ Prevention, engagement, and self-management pro-
gram in place: This plank was very easy to implement
because it was aligned with what the practice has
already accomplished under their PCMH model.

■■ Hypertension registry used to track patients: The IT
team created this registry from EHR data to track all
patients 18-85 years old with hypertension, and sort
by control or out of control. They used this for the
quarterly updates to the national campaign, and for
outreach to patients who were due or overdue for BP
appointments. This registry was used to create indi-
vidual provider panel control rates on a monthly basis.

■■ All team members trained in importance of BP goals
and metrics: A PowerPoint presentation was created
that described the health and economic consequences
of uncontrolled hypertension. These slides were used
during a presentation at each office’s staff meeting,
and employee questions were answered. The global
employee email address was used to provide monthly
updates on the progress toward the 80% goal.

■■ All specialties intervene with patients not in con-
trol: Each specialty office took blood pressures as
part of every patient’s rooming process, and for the
times when the patient’s BP was elevated, an “MU/
PD order” was created in the EHR. If a specialty
provider chose this check box, the patient summary
contained the notation that “Your blood pressure
was above 140/90 today. Please follow up with your
Primary Care physician within 30 days to have your
blood pressure re-checked.”

Premier published transparent provider reports with 
the 80% goal line prominently featured on a monthly 
basis. They celebrated as a practice every time a provider 
panel’s control rate crossed 80% (and several crossed 

FIGURE 2

Measure Up/Pressure Down® (MU/PD) Control Rate, Adults Aged 18-85
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90%). They began with a 62% control rate in the first 
quarter of 2013, and had very quick improvements 
during 2013 and 2014, in control rates. Their progress 
became slower and steadier in 2015, and as of December 
31, 2015, 13,438 out of 16,796 patients with high BP 
were under control. This represented a control rate of 
80.01% (see Figure 2). The practice was one of only ten 
in the campaign that hit the 80% control rate. The 18% 
improvement in control rate was much larger than the 
overall campaign wide 2.8% improvement rate.

Premier proudly proclaims that as a result of these 
MU/PD efforts, they have positively impacted the lives 
of more than 8,000 practice patients. Hypertension was 
correctly identified and treated in 3,000 more patients 
during the three-year campaign and 5,000 additional 
patients had BP that was now under control. One bar-
rier was that their control efforts were hampered by 
patients who only saw a practice specialist, but whom 
had an outside primary care physician. If a patient had a 
primary care physician in our group, the overall control 
rate was 82.1%. There were about 2,200 high blood 
pressure patients who only saw Premier’s specialists. 
These patients only had a 68.5% control rate. They did, 
however, learn an optimistic lesson from this experience. 
The specialists were educating those outside primary 

care physician patients about the need to return to their 
primary care physician to gain better control of their 
BP. From September 1, 2014, to December 31, 2015, 
the specialty-only control rate improved by 13.4%, so 
even these patients were among the many lives that were 
positively affected by our practice program.

As a result of this improvement effort, the practice 
was also recognized as a Million Hearts Initiative 
Hypertension Control Champion® in 2014. Even 
though the MU/PD campaign is over, Premier continues 
examining and disseminating BP control rates practice-
wide and on an individual provider basis. Improved 
cardiovascular outcomes should result over time as a 
result of their total efforts.
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