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Blueprint for Héaglfh

Smart choices. Powerful tools.

Snapshot of Vermont

6371000 pOpUIatlon i North Country
9615 square miles

13 Hospital Service Areas

Mostly small, geographically
isolated practices

9545 physicians (MDs and DOs)

239 mid-level providers (APRNs, CNMs
and PA-Cs)

220 primary care practices
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Smiart choices. Powerful tools.

VermontOs 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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Smiart choices. Powerful tools.

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
iIncreased 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
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*Medicaid
" +Commercial Insurers
*Medicare
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Social, Economic, &
Community Services

Mental Health &
Substance Abuse
Programs

Healthier Living
Workshops

Specialty Care & Disease
Management Programs

Community Health Team
Nurse Coordinator
Social Workers
Nutrition Specialists
Community Health Workers
MCAID Care Coordinators
Public Health Specialist

Public Health
Programs & Service

Health IT Framework
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Medical

Home

\

Medical
Home

Medical
Home
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= 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 determines
program impact
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Teams embedded in the model:

=Practice Based Teams (care delivery, Ql)
=Community Health Team (core)

=Community Health Team (functional)
=Facilitation & Implementation Team (coaches)
=|nterdisciplinary Evaluation Team

=State Leadership, Strategic Planning & Policy Team



Advanced Model of Primary Care
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A Foundation for integrated services

Community Health Team

Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure

Sub
Population

Population

General population




Advanced Model of Primary Care
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A Foundation for integrated services

Guideline based care
Tools (e.g. HRAS)
Best Practices

Targeted Interventions

Community Health Team

Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure

Sub
Population

Population

General population




Advanced Model of Primary Care
A Foundation for integrated services
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Economic Services

Social Services

Case Management

Disease Management Programs

Specialty Care

Community Health Team

Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure
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Sub
Population

Population

General population




Advanced Model of Primary Care
A Foundation for integrated services
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Economic Services

Social Services

Case Management

Disease Management Programs

Specialty Care

Community Health Team

Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure
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Sub
Population

Population

General population
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Continuum of Health Services

Higher
Acuity &
Complexity

Lower
Acuity &
Complexity

Advanced Primary Community Health Specialized & Targeted

Care Practice Teams Services

""HHS #H#S

Locus of Service & Support
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Continuum of Health Services - General

Higher
Acuity &
Complexity

Lower
Acuity &
Complexity

Advanced Primary
Care Practice

Community Health
Teams
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Specialized & Targeted
Services

* Support Patients & Families
* Support Practices

* Coordinate Care

* Coordinate Services

» Referrals & Transitions

e Health Maintenance
* Prevention

* Access
 Communication

* Self Management Support

* Guideline Based Care

* Coordinate Referrals

* Coordinate Assessments
* Panel Management

* Case Management
o OVHA Care Coordinators
o Senior Care Corrdinators

* Self Management Support
* Counseling
* Population Management

* Specialty Care

* Advanced Assessments

* Advanced Treatments

* Advanced Case Management
* Social Services

* Economic Services

* Community Programs

* Self Management Support

* Public Health Programs

Level of Service & Support
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Continuum of Health Services - Family Services

Higher
Acuity &
Complexity

Lower
Acuity &
Complexity

Advanced Primary
Care Practice

Community Health
Teams

Specialized & Targeted
Services

* Health Maintenance

* Growth Assessments

* Developmental Assessmen
* Wellness Assessment

* Functional Assessment

» Safety Assessments

* School Performance

* Work Performance

* Depression Screening

* Substance Use Screening

*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
oMedicaid Care Coordinators

*Population Management

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

*Psychiatry

Locus of Service & Support
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Community Health Team

Referral and Communication Flow Chart

Community
Connections

I

COMMUNITY

Behavioral

Health -
Specialist

Physicians

VT Department
of Health

Nurse Practitioners

A

Physician
Assistants

I

Community Care
Managers

Chronic Care
Coordinator

(Medicaid, AAA,
Umbrella, etc.)




St Johnsbury Community Health Team
Staffing

St. Johnsbury Family HC
Care Coordinator .5 FTE

BH Specialist .5 FTE

VDH District Office
Public Health Specialist

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

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

Community Connections
Community Health Workers
Comm. Health Worker 1 FTE

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

(Other )

OVHA Care Managers

Hospital Care Managers
Hospital-based CC Educators
\Community-based Advocates Y

Corner Medical
Care Coordinator 1.0 FTE
BH Specialist 1.0 FTE




Chittenden County Community Health Team

Exercise Staffing

Physiologist

25 FTEPD Cert. Diabetic} [Med. SocialHBehavioral }

Dietitian/ Educator Worker Specialist
[Nutritionist 1FTE 1FTE 25 FTE

25 FTE PD

Health
Educator

o
|

Admin. Supp
1FTE
[ Dr. Moore } [Aesculapius}

/;%rrEQ.Esupp Admin. Supp|. | Medical Asst
| 5 FTE 2 FTEs

VDH District Office
Public Health
Specialist
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NCQA Standards

fandara 1: Access and Communication Standard 5: Becirenic Prescribing Pts
A. Has written standards for patient access and patient A. Uses elecirenic system to write prescriptions 3
communicatien™ 4 B. Has electronic prescription writer with safety 3
B. Uses data to show it meets its standards for patient 5 checks
access and communication®® s C. Haos e:(c—c?ronic orescrigtion writer with cost 2
checks
Standard 2: Patient Tracking and Registry Functicns Pts 5
A. Uses data system for basic patient information Standard &: Test Tracking Pts
(mostly non-clinical data) 2 A. Tracks tests and identifies abnormal results 7
B Has clinical data system with clinical data in systematically™
searchagle data fields 3 B. Useselectronic systems t¢ crder and retrieve é
C. Uses the clinical data system 3 tests and fiag duplicate tests 13
D. Uses paper or electronic-based charting tools to
organize clinical information™ 6 Standard 7: Referral Tracking PT
E.  Uses data to identify important diagnoses and 4 A. Tracks referrals using paper-based or electronic | 4
conditions in practice** system™
F. Generates lists of patients and reminds patients and 3 4
°""ifi°"5 of sErvices needed (oopuiation 21 Standard §: Performance Reperting and Pts
management) mprovement
tandard 3: Cars Management Pts || A.  Measures clinical and/or service performance 3
A. Adopts and implements evidence-based guidelines | 3 by physician or across the practice™
for three conditions ** B. Survey of patients’ core exgerence 3
B. Generates reminders about preventive services for | 4 C. Reports performance across the practice orby | 3
clinicians physician B _
C. Uses non-physician staff to manage oatient care 3 D. Sets goals and takes action to improve 3
D. Conducts care management, including cars glans, | 5 performance ) )
assess]ng pyogress' odd(essirg barriers E f'odbc_es 'epor_TS U.Slng‘sfc"ldc'.dlzed meaqsures 2
E. Coordinates care//follow-up for patients who 5 F.  Transmits reports with standardized measures 1
receive care in inpatient and outoatient facilities 20 glectronically to external entities 15
tangard 4: Paotient Sel‘-MorlageN’er‘f Suopon Pts Sfd"ndO'd.‘?I AQVGI"C&:d Elf:-_:?ronlc C.OmmL:r"COTIC'IS Pts
A.  Assesses language oreference and other 2 A.  Availaility of Inferactive Website !
B. Actively supports patient self-management** P C. Eectronic Care Managemen? Suppar! . 1
p —= **Must Pass Elements |
(NCQA i
| k ) 1n0nN
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Provider Payment Table T T—
($PPPM for each provider) N NLNN-
Qr NLNN+

KN+ NLNN+

KO+ NLNN+

MN+ NLNN+

MQ* KLMN#+

UN+ KLMWA

Requires 5 of 10 must pass elements 2 aCLhils
ON+ KLOO+

L OQ+ KLQM+

QN+ KLWN+

QO+ KLW\A

WN+ KLXWA

WQr KLVO*

Requires 10 of 10 must pass elements ki LW
XQF MLNN#+

V N+ MLN X+

VQF MLKQ*

PN+ MLMU+

PQH MLUK+

— KNN+ MLUP+




$3.00

$2.50

©
—
o
o

$ PPPM per provider

$0.50

Requires 5 of 10 []
Must Pass
Elements

Requires 5 of 10 Must Pass Elements

$0.00
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30 40 50 60 70 80 90 100
NCQA PCMH Score

VERMONT

Blueprint for Héﬁth

Smart choices. Powerful tools.

= 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

19
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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 - ldentify 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

Core data elements

. Hospital data
(hosted EMR) warehouse
7

A 4

FQHC Core data elements
| (hosted EMR)
‘ /

VITL HIE

Core data elements

Visit planners for individual patients

Reporting for panel management & outreach (PCMHs, CHTSs)
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

Core data elements

PCMH)\ @
Registry) =

Access

\ 4

Central
Registry
> .
1) Community
> 8 f% Health Team
g O
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Smiart choices. Powerful tools.

Program Expansion Planning & Readiness

=|dentify program lead in each HSA (HSA grants)
=Establish Planning Group in each HSA

=|dentify 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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ANNUAL CHANGE IN
HEALTHCARE EXPENDITURES

IMPACT OF INTEGRATED HEALTH SYSTEM-
POTENTIAL COST AVOIDANCE ACROSS TOTAL POPULATION

$450,000,000

$400,000,000

/ SN

$350,000,000

$300,000,000

$250,000,000

$200,000,000 -

3 4 5
YEARS

—— INCREMENTAL EXPENDITURES
WITHOUT INTEGRATED HEALTH
SYSTEM

—#—INCREMENTAL EXPENDITURES
WITH INTEGRATED HEALTH SYSTEM
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TOTAL ANNUAL EXPENDITURES

$6,500,000

$6,000,000

$5,500,000

$5,000,000

$4,500,000

$4,000,000 -

IMPACT OF INTEGRATED HEALTH SYSTEM-
POTENTIAL COST AVOIDANCE ACROSS TOTAL POPULATION

(000'S)
T #?0N | —*—EXPENDITURES WITHOUT
/l ' INTEGRATED HEALTH SYSTEM
—#— EXPENDITURES WITH INTEGRATED
HEALTH SYSTEM
1 2 3 4 5
YEARS
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Categories of Measures Reporting

Central Registry =Clinical Processes *Web based
=Health Status "Flexible & dynamic

Multi-Payer Claims Database =Resource Utilization =Standard Reports

*Expenditures *Web based
"Flexible & dynamic
Chart Reviews =Clinical Processes =Standard Reports
"Health Status
NCQA Scoring =Clinical Processes =Standard Reports
*PCMH Standards
Public Health Registries "Population level =Standard Reports
"Risk Factors
=Guide planning

"Track change



Blueprint Integrated Pilots

Evidence Based Quality Improvement

Data Data Data
Source Processing & Storage Analysis
EMRs used for EMR Databases Data transmission &

Individual Patient [ —> transformation
Care VITL/ GE
\ '\

~——

DocSite used for DocSite Database
Individual Patient >
Care
Medical Claim§ from R BISCHA
Commermall . > Multipayer
Insurers & Medicaid .
VCHIP VCHIP
Chart ReVieW & ; Databases
NCQA Scoring
Public Health Public Health VDH Health
Surveys & Data [ Registries & —® | Surveillance Analytic
Collection Databases Database

Data

Reports & Uses

Clinical
Process
Measures

Health
Status
Measures

Healthcare Quality
Measures &
Standards

Healthcare
Patterns &
Resource Utilization

Healthcare
Expenditures &
Financial Impact

Population
Indicators &
Risk Factors

Individual Patient
Care & Support
Services

Population
Management

Quality
Improvement

Provider
Payment for
Quality

Program
Evaluation &
Sustainability

Community
Prevention
Planning
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Lisa Dulsky Watkins, MD
Associate Director
Vermont Blueprint for Health
DVHA
802-872-7535
lisa.watkins@ahs.state.vt.us




