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� Dedicated leadership

� Guiding Legislation

� History of working together

� Improve quality & control of costs

� Focus on prevention & wellness

� 13 Hospitals & Service Areas

� 3 major commercial insurers, 
Medicaid, Medicare
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What is the Blueprint ?
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� The Blueprint is a program acting as an agent of change

� Guiding a transition from ‘Here’ to ‘There’

� ‘Here’ = high cost fragmented care

� ‘There’ = a foundation of high quality health services that

o Improves healthcare and health services for individuals
o Improves the health of the population
o Improves control of healthcare costs
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Vermont’s Foundation

� Advanced Primary Care Practices

� Community Health Teams (core)

� Community Health Teams (extended)

� Multi-insurer payment reforms

� Health Information Infrastructure

� Evaluation & Reporting Systems

� Learning Health System Activities
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Vermont’s Blueprint for Health is a statewide systems-based approach to 
reform health services. The Blueprint is designed to:

�improve access to well-coordinated preventive health services, centered on the 
needs of patients and families.

�coordinate services across sectors that are commonly not well-integrated (e.g. 
healthcare delivery, mental health & substance abuse services, social & economic 
services, public health services).

�Guide multi-insurer payment reform.

�Improve the rate that the general population receives recommended health 
assessments, adheres with preventive therapies, adapts effective self management 
skills, and engages in healthy lifestyles.  
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Continued - the Blueprint program is designed to:

�Reduce avoidable complications from chronic conditions through improved disease 
control and prevention, and coordinated access to the range of support services that 
target common contributors to poorly controlled disease. 

�Reduce the rate at which healthcare costs are growing and demonstrate financial 
sustainability thru multi-insurer payment reform and a public-private partnership that 
results in;

o An investment in the human and technical infrastructure that is necessary for 
preventive health services to be delivered effectively

o A shift in current healthcare expenditures to support local Community Health 
Teams instead of contracted disease management services and call centers.

o A reduction in healthcare expenditures associated with avoidable 
hospitalizations and emergency care. 
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Medicaid
Medicare
BlueCross

MVP
Cigna

Advanced Primary Care

NCQA Standards
Patient Centered Care

Access
Communication

Guideline Based Care
Use of Health IT

Advanced Community Support

Community Health Teams
MCAID CCs
SASH Teams

Fee for Service

Volume of Services

PPPM (NCQA Score)

Standards Based 
Quality

Shared Costs
Core CHTs

CHT Extenders

Specialized Services

Hospitals
Specialty Care

Mental Health Services
Substance Use Services

Family Services
Social Services

Economic Services
Long Term Care & Nursing 

Homes

Payment Reform Delivery System Reform

Unchanged

Payor(s)
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• 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 Medicaid Care Coordinators

o Senior Services Coordinators

• Self Management Support

• Counseling

• Population Management
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• 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 Medicaid Care Coordinators

o Senior Services Coordinators

• Self Management Support

• Counseling

• Population Management

• Fee for Service

• $PPPM based on 
NCQA score

• Costs shared by insurers

• No co-pays or prior 
authorizations

Payment 
Reforms ?



Health IT Framework

Evaluation Framework

Advanced 
Primary 

Care

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

Social, Economic, & 
Community Services

Healthier Living 
Workshops
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Advanced 
Primary 

Care

Advanced 
Primary 

Care

Advanced 
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Care
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Multi-insurer Payment Reforms

Insurers

•Community Health Teams

•Shared costs as core resource

•Consistent across insurers

•Minimizes barriers

•Patient Centered Medical Home

•Payment to practices

•Consistent across insurers

•Promotes quality

•Fee for Service

•Unchanged

•Allows competition

•Promotes volume

+ +

•Based on NCQA PPC-PCMH Score

•$1.20 - $2.49 PPPM

•Based on active case  load

•5 FTE / 20,000 people

•$ 350,000 per 5 FTE

•Scaled based on population

•Medicaid
•Commercial Insurers
•Medicare?
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NCQA PCMH Score

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
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Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure
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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
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Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure
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Specialty Care

Disease Management Programs

Case Management

Social Services

Economic Services
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Community Health Team

Patient Centered Medical Homes

Multi-insurer payment reform

Health Information Infrastructure

Evaluation Infrastructure
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Specialty Care

Disease Management Programs

Case Management

Social Services

Economic Services

General population

Sub
Population

Sub
Population

Sub
Population



Medical
Home

Blueprint Integrated Pilots
Health Information Infrastructure

data  
warehouse

VITL HIE

Central Clinical 
Registry (DocSite)

Core data elements

Core data elements

Core data
elements

Core data elements

Medical
Home

Hospital
(hosted EMR)

FQHC
(hosted EMR)
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Community
Health Team

Central Registry
•Visit planners
•Care coordination
•Reporting

Medical
Home

Medical
Home

Medical
Home

Medical
Home 
EMR

Medical
Home 
EMR

Medical
Home

No EMR
7/19/2011
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Medical
Home

Core data
elements ADT
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Priorities

�Transformation vs. Research

�Don’t interfere with health services …. but
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Key Elements to Support a Learning Health System

�Do meaningful & useful evaluation

�Data sources populated as part of routine operations

�Support a broad array of meaningful metrics

�Flexible & dynamic reporting that is readily available

�Processes & people to use information …..

�Build a learning health system



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



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

Hospital Data

(affiliated practices)

�Inpatient Admissions

�Emergency Dept Visits

�Standard Reports

Public Health Registries �Population level

�Risk Factors

�Guide planning

�Track change

�Standard Reports







Early Trends & Results



St. Johnsbury – Advanced Primary Care Pilot - Family Practice Cohort 

Inpatient Admission Rate Per 1,000 Patients

Data Provided by Northeastern Vermont Regional Hospital
Analysis Prepared by Jeffords Institute  Fletcher Allen Health Care



Burlington Service Area – Medicaid Blueprint Cohort 

Inpatient Admission Rate Per 1,000 Patients

y = 0.008x - 303.25

y = -0.0056x + 242.13

0

5

10

15

20

25

30

R
a
te

 P
e
r 

1
,0

0
0
 P

a
ti

e
n

ts

Jan 06 - Sep 08 Oct 08 - June 10

Linear Projection (Jan 06 - Sep 08) Linear Projection (Oct 08- Jun 10)

Rate of Change = 24.9% Decrease

InterventionCohort = 1,313 Patients

Data Provided by Department of Vermont Health Access
Analysis Prepared by Jeffords Institute  Fletcher Allen Health Care
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Percentage of Hypertension Records with Percentage of Hypertension Records with 
Self Management ReferralSelf Management Referral

Advanced Primary Care 

Practice

Traditional Primary 

Care Practice
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Blueprint Implementation StageBlueprint Implementation StageBlueprint Implementation StageBlueprint Implementation Stage

Significant (P<0.05) Practice 
type*Stage interaction:  across-
Stage increase for APCP

Pre APCPPre APCPPre APCPPre APCP: Before HSAs had established APCPs in their community.  
Represents the time period within 2 years prior to the implementation of 
APCPs.
Active APCPsActive APCPsActive APCPsActive APCPs:  HSAs have established APCPs in their community.  
Represents the time period within 1 year after the APCP was 
implemented.



Distributions vs. Averages

Group 1
Good Disease 

Control

Group 2
Intermediate 

Disease 
Control

Group 3
Poor 

Disease 
Control

Average = 7.46 Average = 7.36
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POTENTIAL COST AVOIDANCE ACROSS TOTAL POPULATION

INCREMENTAL EXPENDITURES 
WITHOUT INTEGRATED HEALTH 
SYSTEM

INCREMENTAL EXPENDITURES 
WITH INTEGRATED HEALTH 
SYSTEM

28.7%
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Program Expansion - Convergence & Opportunity

�Vermont Statute (Act 128) – statewide expansion of medical 

homes, community health teams, and multi-insurer payment reforms.  

Requires all VT insurers to participate.  Two practices in each HSA 

by July 2011, and all willing providers by 2013.  

�CMS Multi-payer Advanced Primary Care Practice Demonstration.  

Medicare to join state led multi-insurer payment reforms that 

support an advanced model of primary care.  Must include Medicaid 

and private insurers



State
• Policy & leadership
• Strategic planning
• Coordination
• IT Infrastructure
• Central Registry
• Multi-payer database

University of Vermont
• NCQA scoring
• Chart review
• Analytics
• Reporting
• Informatics platform
• Multi-disciplinary expertise

Web based reporting platforms
Multi-disciplinary study teams

Comparative effectiveness & evaluation

Practice 
Level

Community 
Level

Coaching & Facilitation Team (Blueprint & University of Vermont)

State
Level

EQuIP
Level

Multi-State
Level

Program Aims
• Improved Health Services for Individuals
• Improved Health of the Population
• Improved Control of Healthcare Costs

Supportive 

Infrastructure

Learning Health 

System Activities

Outcomes

Expansion & Quality Improvement Program
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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



Blueprint Expansion
Anticipated Advanced Primary Care Practices

(January 2011 - January 2012)
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Next Steps in Payment Reform – Phase II
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Medicaid
Medicare
BlueCross
MVP
Cigna
Self Insured

Advanced Primary Care

NCQA Standards
Patient Centered Care
Access
Communication
Guideline Based Care
Use of Health IT

Advanced Community Support

Community Health Teams
MCAID CCs
SASH Teams

Fee for Service (Volume)

PPPM # 1 - NCQA Score
Standards

Specialized Services

Hospitals
Specialty Care
Targeted Services
Mental Health Services
Substance Use Services
Family Services
Social Services
Economic Services
Long Term Care
Nursing Homes

Payment Reform Delivery System ReformFinancing

Shared Costs

PPPM # 2 - Outcome & 
Quality Measures

Fee for Service (Volume)

PPPM # 2 - Outcome, 
Quality, and Patient 
Centered Measures
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Payment Based on Shared Interests: PCPs & Specialists

Adjustable outcomes based payment – ongoing refinement 

First shared interest
$PPPM payment

6 moBaseline

Continue current FFS

12 mo

Decreased FFS

Adjust Payment 

Dials

Total new FFS + $PPPM > baseline FFS

Measure results

Second shared interest
$PPPM payment

Measure results
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Design Principles

� PCPs & Specialists share common goals & interests

� Promotes coordination of services

� Incentive to make sure that patient has a medical home

� Balanced incentives (quality-prevention-access-control of costs)

� Incentives to improve the patient experience and engagement in care

� Equal payment incentives to PCPs & Specialists 

� Encourages provider relationships as Accountable Care Partners

� Builds on established (and successful) payment methodologies

� Builds on established measurement capabilities

� Does not require new organizations or administrative entities

� Adjustable payment streams applicable in any financing system
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State & Federal Partnerships
Example - Health information & quality infrastructure

National Guidelines & Measures
(NIH, Task Force, AHRQ)

Adopt Guideline based Data Dictionary

• Clinical process data elements

• Health status data elements

• Utilization & expenditure elements

• Aligned measure set

Reporting & Evaluation

• Analyses

• Evaluation

• Performance reports

• Claims database reports

Health IT Infrastructure

• EMR elements 

• Registry elements

• Outreach reports

• Interfaces & data transfer

Guideline Based Health Services

• Individual patient care

• Population mngt & outreach

• Coordinated health services

• Information Exchange

Guideline Based QI

•Comparative Evaluation

•Provide reports & data

•Coaching & facilitation

•Shared learning

Learning Health System

Ongoing Refinement

State Led Health Reforms

Federal Funding & Guidance
(ONC)



State & Federal Partnerships
Example - A guideline based learning health system

Organizing 

Principles & 

Guidelines

Guideline & Standards 

Implementation Action

Strategic Support for 

Delivery System Reforms 

Operationalize a Learning 

Health System

IOM Strategy Map, 

Framework, and 

Guiding Principles for 

a Learning Health 

System & Supportive 

Electronic 

Infrastructure

Consensus oriented process to review, 

refine, and update recommendations for a 

Learning Health System

Dissemination of recommendations for 

implementation and evaluation of 

Learning Health System operations 

across the country

National 

Institutes 

& Agencies

National guidelines 

include key  

assessments,  & 

recommended 

treatment options

Recommend guideline 

based core data 

elements (eg. Process 

and  health status) 

Recommend 

metrics aligned 

directly with core 

data elements

Support for health services & 

translational research linked to use of 

recommended data elements, measures, 

assessments, and treatment options.  

Participation in Learning Health 

System activities, shared learning, 

dissemination of outcomes & best 

practices, ongoing refinement of 

guidelines

CMS Guidelines for 

optimizing delivery 

system strategies 

(quality, cost, patients 

experience)

Recommend core data 

elements for tracking 

quality, cost, and 

patient experience 

(include utilization, 

expenditures)

Recommend 

metrics aligned 

directly with core 

data elements

Demonstrations with payment 

strategies that promote tracking, use, 

and exchange of guideline based data 

elements & metrics  

Participation in Learning Health 

System activities, shared learning, 

dissemination of effective clinical 

models and financial reforms

ONC Technical standards 

for data exchange

Stage 1 meaningful 

use promotes use of 

EHRs that meet 

technical standards

Metrics for 

evaluating Stage 1 

of meaningful use

Align stages 2 & 3 of meaningful use, 

and financial incentives, with tracking, 

use, and exchange of guideline based 

data elements & metrics

Participation in Learning Health 

System activities, shared learning, 

dissemination of effective health 

information models, refinement of 

meaningful use strategies

States 

(regions, 

systems)

Guiding legislation or 

policy for a Learning 

Health System & 

Supportive Electronic 

Infrastructure

Evidence based models & standards for 

implementing delivery system reforms and a 

supportive electronic infrastructure

Dedicated leadership & resources for 

implementation of Delivery System 

Reforms & Electronic Infrastructure

Lead implementation and ongoing 

refinement of guideline based  

health services …. Learning Health 

Systems
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Is the Blueprint also a jobs & workforce program ?  

� Community Health Team members

� Growing number of corporations moving jobs to 
communities with robust primary care, quality, and cost 
advantages
o IBM
o GE
o Boeing
o Others?

� Attractive environment for providers


