
637,000 population 

9615 square miles 

13 Hospital Service Areas 

Mostly small, geographically 
isolated practices 

Snapshot of Vermont 

545 physicians (MDs and DOs)  
239 mid-level providers (APRNs, CNMs 
and PA-Cs)  
220 primary care practices 
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VermontÕs Administration and Legislature 
have consistently supported Health Care 

Reform 

2003 Blueprint launched as a Governor’s Initiative 
2005 Implementation of Chronic Care Model 
2006 Blueprint codification as part of sweeping 
reform legislation (Catamount Health) 
2007 Blueprint leadership and Integrated Pilots 
2008 Community Health Team structure and 
insurer mandate 
2009 Accountable Care Organization Exploration 
2010 Statewide Blueprint Expansion 
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Health Care Reform 2010  
 Convergence and Opportunity    

 Vermont Act 128 – Statewide expansion of medical homes, 
community health teams, and mandated multi-insurer payment 
reforms   

 Affordable Care Act – Comprehensive insurance reforms for 
increased accountability, lower costs and enhancing the quality 
of health care (Sections 3502 and 3503) 

 Multi-payer Advanced Primary Care Practice demonstration – 
Medicare to join state led multi-insurer payment reforms that 
support an advanced model of primary care 



!"#$%&'(")*)+,-./*'0+1*23)/(+

4'(")*)(+

• 53//"'&0.+6*-#07+8*-/(+
• 97-)*:+;3(0(+-(+;3)*+)*(3");*+
• 53'(&(0*'0+-;)3((+&'(")*)(+
• !&'&/&<*(+=-))&*)(+

• ,-$*'0+5*'0*)*:+!*:&;-#+63/*+
• ,-./*'0+03+>)-;$;*(+
• 53'(&(0*'0+-;)3((+&'(")*)(+
• ,)3/30*(+?"-#&0.+

• @**+23)+9*)A&;*+
• B';7-'C*:+
• D##3E(+;3/>*$$3'+
• ,)3/30*(+A3#"/*+

F+ F+

• G-(*:+3'+H5ID+,,5%,5!6+9;3)*+
• JKLMN+%+JMLOP+,,,!+
• G-(*:+3'+-;$A*+;-(*++#3-:+

• Q+@8R+S+MNTNNN+>*3>#*+
• J+UQNTNNN+>*)+Q+@8R+
• 9;-#*:+=-(*:+3'+>3>"#-$3'+

• Medicaid 
• Commercial Insurers 
• Medicare 



Health IT Framework 

Evaluation Framework 

Medical 
Home 

Hospitals 

Public Health 
Programs & Services 

Community Health Team  
Nurse Coordinator 

Social Workers 
Nutrition Specialists 

Community Health Workers 
MCAID Care Coordinators 

Public Health Specialist 

Specialty Care & Disease 
Management Programs 

 A foundation of medical homes 
and community health teams that 
can support coordinated care and 
linkages with a broad range of 
services 

 Multi Insurer Payment Reform that 
supports a foundation of medical 
homes and community health 
teams 

 A health information infrastructure 
that includes EMRs, hospital data 
sources, a health information 
exchange network, and a 
centralized registry 

 An evaluation infrastructure that 
uses routinely collected data to 
support services, guide quality 
improvement, and determine 
program impact 

Mental Health & 
Substance Abuse 

Programs 

Medical 
Home 

Medical 
Home 

Medical 
Home 

Social, Economic, & 
Community Services 

Healthier Living 
Workshops 

2/2/11 5 



Teams embedded in the model:  

 Practice Based Teams (care delivery, QI) 

 Community Health Team (core) 

 Community Health Team (functional) 

 Facilitation & Implementation Team (coaches) 

 Interdisciplinary Evaluation Team 

 State Leadership, Strategic Planning & Policy Team 

6 



Patient Centered Medical Homes 

Multi-insurer payment reform 

Health Information Infrastructure 

Evaluation Infrastructure 

A
M

P
C

 Foundation 

General population 

Sub 
Population 

Sub 
Population 

Sub 
Population 

Community Health Team 

Advanced Model of Primary Care 
A Foundation for integrated services 



Patient Centered Medical Homes 

Multi-insurer payment reform 

Health Information Infrastructure 

Evaluation Infrastructure 

A
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General population 
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Population 
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Population 
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Community Health Team 

Advanced Model of Primary Care 
A Foundation for integrated services 
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Patient Centered Medical Homes 

Multi-insurer payment reform 

Health Information Infrastructure 

Evaluation Infrastructure 

A
M

P
C

 Foundation 

General population 

Sub 
Population 

Sub 
Population 

Sub 
Population 

Community Health Team 

Advanced Model of Primary Care 
A Foundation for integrated services 

Targeted S
ervices 

Specialty Care 

Disease Management Programs 

Case Management 

Social Services 

Economic Services 



Community Health Team 

Patient Centered Medical Homes 

Multi-insurer payment reform 

Health Information Infrastructure 

Evaluation Infrastructure 

A
M

P
C

 Foundation 

Advanced Model of Primary Care 
A Foundation for integrated services 

Targeted S
ervices 

Specialty Care 

Disease Management Programs 

Case Management 

Social Services 

Economic Services 

General population 

Sub 
Population 

Sub 
Population 

Sub 
Population 
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Advanced Primary 
Care Practice 

Community Health 
Teams 

Specialized & Targeted 
Services 

Higher 
Acuity & 

Complexity 

Lower 
Acuity & 

Complexity 

Locus of Service & Support 

L
evel of N

eed 

Continuum of Health Services  
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Higher 
Acuity & 

Complexity 

Lower 
Acuity & 

Complexity 

Level of Service & Support 

L
evel of N

eed 

• Health Maintenance 
•  Prevention 
• Access 
• Communication 
•  Self Management Support 
• Guideline Based Care 
• Coordinate Referrals 
• Coordinate Assessments 
•  Panel Management 

•  Specialty Care 
• Advanced Assessments 
• Advanced Treatments 
• Advanced Case Management 
•  Social Services 
•  Economic Services 
• Community Programs 
•  Self Management Support 
•  Public Health Programs 

Advanced Primary 
Care Practice 

Community Health 
Teams 

Specialized & Targeted 
Services 

Continuum of Health Services  - General 

•  Support Patients & Families 
•  Support Practices 
• Coordinate Care 
• Coordinate Services 
• Referrals & Transitions 
• Case Management 

o  OVHA Care Coordinators 
o  Senior Care Corrdinators 

•  Self Management Support 
• Counseling 
•  Population Management 
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Higher 
Acuity & 

Complexity 

Lower 
Acuity & 

Complexity 

L
evel of N

eed 

Advanced Primary 
Care Practice 

Community Health 
Teams 

Specialized & Targeted 
Services 

• Health Maintenance 
• Growth Assessments 
• Developmental Assessment 
• Wellness Assessment 
•  Functional Assessment 
•  Safety Assessments 
•  School Performance 
• Work Performance 
• Depression Screening 
•  Substance Use Screening 

• Advanced Assessments 
• Advanced Treatments 
• Advanced Case Management 
• Focused Family Coaching 
• Enhanced Family Treatment 
• Children's Integrated Services 
• Children's Health & Support 
• Psychology 
• Psychiatry 

Continuum of Health Services - Family Services  

• Support Patients & Families 
• Support Practices 
• Coordinate Care 
• Coordinate Services 
• Self Management Support 
• Additional Assessments 
(e.g ASEBA, Depression) 

• Stratify Services & Referrals 
• Family Wellness Coaching 
• Counseling (e.g. Brief Interventions) 
• Case Management 

o Medicaid Care Coordinators 
• Population Management 

Locus of Service & Support 
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Behavioral 
Health 

Specialist 

Chronic Care 
Coordinator 

Community 
Connections 

VT Department 
of Health 

Community Care 
Managers 

(Medicaid, AAA, 
Umbrella, etc.) 

Physicians 

Nurse Practitioners 

Physician 
Assistants 

COMMUNITY 
HEALTH 
TEAM 

PRIMARY 
CARE OFFICE 

Community Health Team  
Referral and Communication Flow Chart  



St. Johnsbury Family HC 
Care Coordinator .5 FTE 
BH Specialist .5 FTE 

Concord Health Ctr. 
Care Coordinator .5 FTE 
BH Specialist .5 FTE 

Danville Health Center 
Care Coordinator .5 FTE 
BH Specialist .5 FTE 

Corner Medical 
Care Coordinator 1.0 FTE 
BH Specialist 1.0 FTE 

Other 
OVHA Care Managers 
Hospital Care Managers 
Hospital-based CC Educators 
Community-based Advocates 

Community Connections 
Community Health Workers 
Comm. Health Worker 1 FTE 

VDH District Office 
Public Health Specialist 

Caledonia Int. Medicine 
Care Coordinator .5 FTE 
BH Specialist .5 FTE 

St. Johnsbury  
Community Health Team 
Care Integration Coordinator 

1 FTE 

St Johnsbury Community Health Team  
Staffing 



Chittenden County 
Community Health Team 

Nurse Lead Manager 
1 FTE 

Medical Asst. 
2 FTEs 

Aesculapius 

Admin. supp. 
.25 FTE Admin. Supp. 

.5 FTE 

Dr. Moore 

Behavioral  
Specialist 
.25 FTE 

Med. Social  
Worker 
1 FTE 

Exercise 
Physiologist 
.25 FTE PD Cert. Diabetic 

Educator 
1 FTE 

Dietitian/ 
Nutritionist 
.25 FTE PD 

Health 
Educator 
1 FTE 

Admin. Supp 
1 FTE 

VDH District Office 
Public Health 

Specialist 

Chittenden County Community Health Team  
Staffing 



NCQA Standards 
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Q+ NLNN+

KN+ NLNN+

KQ+ NLNN+

MN+ NLNN+

MQ+ KLMN+

UN+ KLMV+

UQ+ KLUW+

ON+ KLOO+

OQ+ KLQM+

QN+ KLWN+

QQ+ KLWV+

WN+ KLXW+

WQ+ KLVO+

XN+ KLPM+

XQ+ MLNN+

VN+ MLNX+

VQ+ MLKQ+

PN+ MLMU+

PQ+ MLUK+

KNN+ MLUP+

Provider Payment Table 
($PPPM for each provider) 

Requires 5 of 10 must pass elements 

Requires 10 of 10 must pass elements 



Requires 5 of 10 
Must Pass 
Elements 

Requires 5 of 10 Must Pass Elements 

 All insurers pay enhanced 
payment based on a practices 
score as a patient centered 
medical home 

 NCQA PCMH standards and 
scoring methods are used to 
score practices as a medical 
home 

 Payment changes with each 5 
point change in the NCQA 
PCMH score (score ranges 
from 0 – 100 points) 

 Designed to incent ongoing 
iterative improvement, and to 
provide a disincentive for 
moving backwards 

2/2/11 19 



NCQA Criteria for PCMH recognition 
Blueprint Central Registry 

 Patient tracking  - Access to searchable and actionable data 

 Care Management - Use of evidence based guidelines 

 Patient Management Support - Identify patients with unique needs 

 Test tracking - Managing results/alerts 

 Performance Reporting - % of patients meeting various guidelines 
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Blueprint Integrated Pilots 
Health Information Infrastructure 

data  
warehouse 

PCMH 

VITL HIE 

Central 
Registry 

Core data elements 

Core data elements 

Core data elements 

Core data elements 

PCMH 

PCMH 

PCMH 

PCMH 

PCMH 

•  Visit planners for individual patients 
•  Reporting for panel management & outreach (PCMHs, CHTs) 
•  Clinical information for care coordination (CHTs, OVHA CCs) 
•  Tracking for public health services (e.g. cessation counselors) 
•  Reporting for public health planning 
•  Reporting & comparative benchmarks to support program evaluation 

Hospital 
(hosted EMR) 

FQHC 
(hosted EMR) 

W
eb

 
A

cc
es

s 

PCMH 
Registry 

W
eb 

A
ccess 

Community 
Health Team 

PCMH 
(EMR) 

PCMH 
(EMR) 



Program Expansion Planning & Readiness    

 Identify program lead in each HSA (HSA grants) 

 Establish Planning Group in each HSA 

 Identify practices that want to participate 

 Clinical & Information Technology workgroups 

 Planning for NCQA readiness & scoring 

 Plan CHT staffing based on local resources & needs 

 Work with VITL to plan & implement IT architecture 
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IMPACT OF INTEGRATED HEALTH SYSTEM- 
 POTENTIAL COST AVOIDANCE ACROSS TOTAL POPULATION 

INCREMENTAL EXPENDITURES 
WITHOUT INTEGRATED HEALTH 
SYSTEM 

INCREMENTAL EXPENDITURES 
WITH INTEGRATED HEALTH SYSTEM 
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HEALTH SYSTEM 

#?ON$

8-)C*0+,3>"#-$3'+
Y+32+Z8+,3>"#-$3'+
[+568(+

OMTKXP+
WLXY+

M+

KMWTMVW+
MNY+

W+

UKWTWWM+
QNY+
KW+

QNVTKX+
VNY+
MQ+

WUXTKUN+
KNNY+

UM+2/2/11 26 



Data Sources Categories of Measures Reporting 

Central Registry  Clinical Processes 
 Health Status 

 Web based 
 Flexible & dynamic 

Multi-Payer Claims Database  Resource Utilization 
 Expenditures 

 Standard Reports 
 Web based  
 Flexible & dynamic 

Chart Reviews  Clinical Processes 
 Health Status 

 Standard Reports 

NCQA Scoring  Clinical Processes 
 PCMH Standards 

 Standard Reports 

Public Health Registries  Population level 
 Risk Factors 
 Guide planning 
 Track change 

 Standard Reports 



Healthcare 
Patterns & 

Resource Utilization 

Healthcare 
Expenditures & 
Financial Impact 

Health 
Status 

Measures 

Clinical 
Process 

Measures 

Population 
Indicators & 
Risk Factors 

Healthcare Quality 
Measures & 
Standards 

Population 
Management 

Quality 
Improvement 

Program 
Evaluation & 
Sustainability 

Community 
Prevention 
Planning 

Individual Patient 
Care & Support 

Services 

Provider 
Payment for 

Quality 

Data  
Processing & Storage 

EMRs used for 
Individual Patient 

Care 

DocSite used for 
Individual Patient 

Care 

DocSite Database 

EMR Databases 

DocSite 
Reporting 

Tool 

VCHIP 
Chart Review & 
NCQA Scoring 

Medical Claims from 
Commercial 

Insurers & Medicaid 

Public Health 
Surveys & Data 

Collection 

Data 
Source 

Data transmission & 
transformation 

VITL / GE 

Data 
Analysis 

Data  
Reports & Uses 

EMR 
Reporting Tool or 

Analyst 

Public Health 
Registries & 
Databases 

VDH Health 
Surveillance Analytic 

Database 

BISCHA 
Multipayer 
Database 

VCHIP 
Databases 

VCHIP 
Analysis & Report 

Generation 

BISCHA 
Reports 

VDH Health 
Surveillance Analyst 

Contracted 
Analysis 
Services 

Blueprint Integrated Pilots 
Evidence Based Quality Improvement 
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Lisa Dulsky Watkins, MD 
Associate Director 
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DVHA 
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lisa.watkins@ahs.state.vt.us 


