
 

Vermont Health Care Innovation Project  
Payment Model Design and Implementation Work Group Meeting Agenda 

Monday, May 16, 2016 1:00 PM – 2:30 PM. 
DVHA Large Conference Room, 312 Hurricane Lane, Williston 

 

 
 

To access this meeting as a webinar, please pre-register using the above link. After registering you will receive a confirmation email containing 
information about joining the Webinar. 

           

 

Item # 
 

Time 
Frame Topic Presenter Decision Needed? Relevant Attachments 

1 1:00- 
1:05 

Welcome and Introductions 
Approve meeting minutes 

Cathy Fulton, 
Andrew Garland 

Y – Approve 
minutes Attachment 1: March Meeting Minutes 

2 1:05-
1:10 

Program Updates  
• Operational Plan Submission 
• CMMI Site Visit 

Georgia Maheras N 

Operational Plan available online at: 
http://healthcareinnovation.vermont.gov/s
ites/hcinnovation/files/April%202016%20-
%20Vermont%20Year%203%20Operational
%20Plan%20with%20attachments.pdf  

3 1:10-
2:20 

Shared Savings Programs – Year 1 
Analyses 

BCBSVT, GMCB, 
DVHA, ACOs N 

Attachment 3a: Shared Savings Programs: 
Year 1 Analyses (Slides) 

Attachment 3b: Vermont Medicaid Shared 
Savings Program: Analyses of Utilization 
and Expenditure in the 2014 Performance 
Year (Report) 

4 2:20-
2:25 Public Comment Cathy Fulton,  

Andrew Garland N  

5 2:25-
2:30 Next Steps and Action Items  Cathy Fulton,  

Andrew Garland N  

https://attendee.gotowebinar.com/register/2066287287202577410
http://healthcareinnovation.vermont.gov/sites/hcinnovation/files/April%202016%20-%20Vermont%20Year%203%20Operational%20Plan%20with%20attachments.pdf
http://healthcareinnovation.vermont.gov/sites/hcinnovation/files/April%202016%20-%20Vermont%20Year%203%20Operational%20Plan%20with%20attachments.pdf
http://healthcareinnovation.vermont.gov/sites/hcinnovation/files/April%202016%20-%20Vermont%20Year%203%20Operational%20Plan%20with%20attachments.pdf
http://healthcareinnovation.vermont.gov/sites/hcinnovation/files/April%202016%20-%20Vermont%20Year%203%20Operational%20Plan%20with%20attachments.pdf
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Vermont Health Care Innovation Project  

Payment Model Design and Implementation Work Group Meeting Minutes 
 

Pending Work Group Approval 
    
Date of meeting: Monday, March 21, 2016, 1:00-3:00pm, DVHA Large Conference Room, 312 Hurricane Lane, Williston. 
    
Agenda Item Discussion Next Steps 
1. Welcome and 
Introductions; 
Approve Meeting 
Minutes 

Cathy Fulton called the meeting to order at 1:04pm. A roll call attendance was taken and a quorum was present.  
  
Susan Aranoff moved to approve the February 2016 meeting minutes by exception. Rick Dooley seconded. The 
minutes were approved with five abstentions (Abe Berman, Mike Del Trecco, Joe Halco, Laural Ruggles, Julia Shaw).  

 

2. Program 
Updates 

Heidi Klein provided an update on the Accountable Communities for Health Peer Learning Lab initiative.  
• The State put out a call for Vermont communities interested in participating in a peer learning opportunity to 

continue to explore the Accountable Communities for Health model. This builds on earlier work by the 
Prevention Institute to develop this model under the supervision of the Population Health Work Group, as 
well as the Unified Community Collaboratives and other work ongoing in the state. This initiative is not part of 
the CMS Accountable Health Communities initiative announced this winter.  

• 10 communities will participate in the Peer Learning Lab, with varied levels of readiness and existing activity.  
• A contract to design learning activities and support communities is in process, and hopefully will be executed 

by next meeting.  
• Staff are currently working on an analysis of participant applications; when the contractor is hired, they will 

start with a needs assessments. 
 
The group discussed the following: 

• Heidi clarified UCCs are key players in all, though not at the center of all communities’ applications.  
• Heidi noted that dates for learning events are not yet set.  
• Cathy Fulton noted that this is just a starting place for continued ongoing work.  
• Key staff working on this initiative have been working closely with staff for the Integrated Communities Care 

Management Learning Collaborative to ensure coordination and collaboration. The ICCMLC focuses on 
integrating care for individuals, whereas this initiative focuses on integrating health care systems with an eye 

Staff will 
distribute a 
link to the ACH 
Peer Learning 
Lab 
Information 
Webinar 
slides.  



2 

Agenda Item Discussion Next Steps 
toward prevention and public health. Laural Ruggles noted that in St. Johnsbury, the same organizations are 
involved in both initiatives, but with different representatives at each – care managers and others who 
directly care for patients are attending the ICCMLC, whereas CEOs and other high level leaders are 
participating in the ACH Peer Learning Lab.  

• There is not currently a payment model change associated with this initiative. This is exploratory work, and 
may produce financing recommendations (contrasted with payment model changes).  

• Does the ACH model include services and providers outside of the medical system? Yes. Vermont is 
significantly ahead of many other states in terms of coordination and integration of health care services – this 
adds community-wide prevention.  

• Participants noted that Community Health Team funding continues to be separate from Unified Community 
Collaborative funds.  

3. OneCare 
Vermont Red Cap  

Miriam Sheehy and Mike DeSarno presented on OneCare Vermont’s REDCap initiative. As part of the SSPs, ACOs are 
required to collect data on a randomized sample of patients. In 2014, initial attempt at data collection did not go 
smoothly. In 2015, OneCare used a combination of Excel spreadsheets and a HIPAA-compliant web-based data 
collection tool, REDCap. Miriam and Mike did a walk through of the REDCap system using example data.  

• Patients are pre-loaded into REDCap, along with basic demographic data and tax ID numbers.  
• REDCap is a responsive form that reacts to measure exclusions as clinical data is entered. This supports ease 

of use, data completeness, and integration of this data with a larger dataset.  
• There is some capacity for transferring XML data from hospitals into the system to avoid manual data entry. 

OneCare is working with VITL and is hoping to draw clinical data from the VHIE into an analytics system where 
it would be married to claims data; not yet clear whether or not it would be able to be moved to this system.  

• Currently, manual data entry is done both by ACO staff and at practices.  
• Data can be exported in a variety of files to support development of a consolidated dataset.  

 
The group discussed the following: 

• UVMMC analytics department built the survey logic in-house. 
• This software is free for members of the REDCap Consortium; OneCare uses UVMMC’s license.  
• OneCare had a good experience using this tool in terms of ease and data completeness. Will likely use it again.  
• OneCare has a meeting with CHAC and Healthfirst to discuss and demonstrate this tool.  
• OneCare also did a significant amount of work to analyze its process for data abstraction this year, as well as 

quality improvement systems checks. Data entry is still an error prone area, but drop-downs support higher 
data quality.  

• New technologies are getting better at pulling data out of patient records notes for projects like this to reduce 
the burden on practices and providers. Miriam noted that this is immature technology. Tests at UVMMC have 
shown this takes as many, if not  more, man hours as manual data abstraction. She also noted that OneCare 
does most data abstraction for practices to ease this burden, but that there is still a burden for OneCare staff 
to get trained on the practice’s EMR.  
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• There are very few exceptions that allow for skipping a patient and pulling them from the randomized sample. 

If there is nothing entered, that counts as a fail. Rick Dooley noted that this is an advantage of practices doing 
their own abstraction – they know where information gets hidden within their EMR.  

• Dale Hackett suggested working with the AHEC, which has some tools and support to offer in this area.  
4. Medicaid 
Pathway 

Michael Costa and Selina Hickman provided an update on the Medicaid Pathway project (Attachment 4).  
• Big Goal: Integrated Health System to achieve the Triple Aim. All-Payer Model is only part of this; Medicaid 

Pathway work is pursuing integrated system for services not subject to financial caps – thinking about what 
the future looks like for services and providers not included in the first phase of the All-Payer Model 
(~Medicare A and B services).  

• All-Payer Model is led by AOA and GMCB. 
o “This is an evolution, not a revolution” – building on existing all-payer reforms (i.e., SSPs, Blueprint).  
o Working to agree on a “term sheet” with CMMI now; if agreement is reached, the State will seek to 

enter into a 5-year agreement later this year. Information on the terms and additional details are 
available on the GMCB website.  

o This work on payment models will tie to continued work to support practice transformation.  
• Medicaid Pathway work is led by AHS Central Office. 

o Ensuring delivery reform doesn’t stop for providers not included under APM cap.  
o Continuous cycle, similar to Plan-Do-Study-Act. Building on SIM stakeholder engagement process.   
o DVHA has a key role as a payer. The equivalent of Medicare A&B services accounts for ~35% of 

Medicaid’s payments; the other 65% outside of the APM cap. DMH, DAIL, and VDH ADAP services are 
a large part of this and will be part of the Medicaid Pathway; in addition, there are some TBD 
programs and services, including DCF Child Development & Family Service programs and VDH 
Maternal and Child Health programs. In addition, Integrating Family Services is a model we’ll continue 
to expand.  

o Mental health and substance abuse services are the starting place for this process – the State is 
working with providers of these services to answer process questions now. A group of DAs, SSAs, 
preferred providers are meeting with State staff regularly. There will be an implementation proposal 
by July 2016, and an operational proposal following that. This will require Legislative action for 
implementation. The VHCIP DLTSS Work Group has also engaged in this same planning process with 
support from SIM contractors. Looking to engage with other community providers. 

o Governance: AHS and DVHA are working closely together on this.  
 
The group discussed the following: 

• Dale Hackett asked how this will impact the Medicare system. Medicare will continue to be administered by 
the Federal government. This will change how Medicare pays the ACO. There is no comingling of Medicare 
and Medicaid funds or population. 

• Mike Hall asked whether services not initially included in the regulated services cap eventually be brought 
under the cap. This is a possibility; Selina noted this is part of the Medicaid Pathway idea. Mike Hall suggested 

Slide deck will 
be distributed.  
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development must happen on a parallel track and eventually merge. Michael Costa added that this is evolving 
over time and will be ongoing. Discussions with the federal government have always focused on eventual 
integration; however, the State has been careful to stay away from committing to timelines so that we can 
ensure readiness before additional services are brought under the cap.  

• Mike Hall asked how the tension between commercial payers, Medicaid, and Medicare – “Medicaid does 
heavy lifting and Medicare Trust Fund reaps the benefits” – impacts this work, noting that both 
service/payment reform paths and funding streams need to converge. Non-included services are generally 
Medicaid-funded and under-resourced, and will need to pull some funds from the regulated services side if 
they are to be sufficiently resourced and contribute to decreasing costs. Selina noted that this has been part 
of discussions and negotiations with federal partners. Regulated services are about 7/8ths of Medicare’s 
spending (all but pharmacy), 2/3 of commercial spending, and 1/3 of Medicaid spending. Aligning across 
payers is a significant lever, especially for services that overlap. Federal partners are very interested in 
improving payment parity overall for Medicaid, and in including more services in regulated revenue over time. 
There is no answer at this point in time.  

• Mark Burke expressed concerns about APM and Medicaid Pathway because it requires a new method of 
evaluation. In a non-fee for service system, it’s challenging to assign value to services since payment is no 
longer linked to each individual service. There is currently no accounting method in hospitals to do this, and 
this is a critical business capacity. High-level thinking is good, but the ground-level is still to be developed. 
Selina pointed out that there is work going on at this level – AHS is working with DAs and other providers to 
streamline measurement to reflect what the State needs to know to pay for services. There is still process 
needed at the provider level to develop this area. Alicia Cooper added that Medicaid is building on SIM 
stakeholder work in the early phases of the SSPs to align measures across payers and beneficiary populations 
– this will be a starting point, though there may be opportunities to collect information in new and different 
ways and build on quality improvement.  

• Andrew Garland expressed admiration for Slide 17, Medicaid Pathway Process. He suggested this should be 
the process for APM as well. One of his concerns with APM as a payer is that we haven’t answered all of these 
questions yet, as we move quickly toward payment reform. 

• Andrew Garland noted that there are some things about today’s system that is working, though there are 
some things that are not. He suggested we take care, move to support transformation, and limit backsliding.  

• Susan Aranoff commented that whether or not the status quo is working, we don’t yet know that the ACO 
model is working. She renewed her request to see the results from Year 1 of the Medicaid SSP.  

• Dale Hackett noted that from a consumer perspective, he is concerned that the APM excludes too many 
categories – how will we ensure things get better for consumers? Selina noted this is a key issue, but 
emphasized that the payment side of reforms should not impact consumers – benefits are not changing.  

5. Public Comment There was no additional comment.   
6. Next Steps, and 
Action Items 

Next Meeting: Monday, April 18, 2016, 1:00-3:00pm, DVHA Large Conference Room, 312 Hurricane Lane, Williston  

 

























Attachment 3a: Shared 
Savings Programs: Year 1 

Analyses (Slides)



Vermont’s Shared Savings Programs –
Year 1 (2014) Analyses

VHCIP Payment Model Design and Implementation 
Work Group

May 16, 2016



25/16/2016

Vermont Commercial ACO Shared 
Savings Programs --- Year 1 Update

Kelly Lange, BCBSVT
May 16, 2016



35/16/2016 3

Financial Summary Aggregated Results

 Commercial 2014



45/16/2016 4

Financial Summary PMPM Results

 Commercial 2014
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2014 Quality Results: 
Commercial Payment Measures

Measure CHAC Rate/ 
Percentile/

Points*

OCV  Rate/ 
Percentile/ 

Points*

VCP Rate/ 
Percentile/

Points*

Adolescent Well-
Care Visits

48.40/Above 75th/
3 Points

54.42/Above 75th/ 
3 Points

46.58/Above 75th/
3 Points

Alcohol and Other 
Drug Dependence 

Treatment

22.73/Above 25th/
1 Point

21.55/Below 25th/
0 Points

31.25/Above 50th/
2 Points

Chlamydia 
Screening

39.57/Above 25th/
1 Point

43.47/Above 50th/
2 Points

47.06/Above 75th/
3 Points

Mental Illness, 
Follow-Up After 
Hospitalization

N/A 
(denominator 

too small)

69.77/Above 90th/
3 Points

N/A
(denominator 

too small)

*Maximum points per measure = 3
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Impact on Payment
(if there had been Shared Savings)

ACO Name
Points 
Earned

Total 
Potential 

Points

% of Total 
Quality 
Points

% of 
Savings 

Earned*
CHAC 5 9 56% 75%
OneCare 8 12 67% 85%
VCP 8 9 89% 100%

Vermont Commercial Shared Savings Program 
Quality Performance Summary - 2014

*If shared savings had been earned
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2014 Commercial Payment Measures: 
Strengths and Opportunities

Strengths:
• 7 of 10 ACO results were above the national 50th

percentile
• 5 of 10 were above the 75th percentile

 Opportunities:
• 3 of 10 were below the 50th percentile
• Even when performance compared to benchmarks is 

good, potential to improve some rates  
• Some variation among ACOs
• Low Commercial denominators (mostly due to lack of 

historical data) prevented reporting of some measures; 
should improve in Year 2
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2014 Commercial Reporting Measures
Reporting 
Measures

CHAC Rate/ 
Percentile

OneCare Rate/
Percentile

VCP Rate/ 
Percentile

Testing for Children 
with Pharyngitis

N/A (denominator too 
small)

84.38/
Above 50th

88.89/
Above 75th

Immunizations for 2-
year-olds

N/A (denominator too 
small)

50.00/
Above 75th

64.52/
Above 90th

Pediatric Weight 
Assess./Counseling

55.67/
Above 75th

58.79/
Above 75th

71.37/
Above 90th

Diabetes Care 
Composite

12.11/
No Benchmark

45.90/
No Benchmark

41.51/
No Benchmark

Diabetes HbA1c Poor 
Control (lower is better)

13.22/
Above 90th

15.03/
Above 90th

15.09/
Above 90th

Colorectal Cancer 
Screening

64.97/
Above 75th

70.96/
Above 90th

76.61/
Above 90th

Depression 
Screen./Follow-Up

23.40/
No Benchmark

22.52/
No Benchmark

19.35/
No Benchmark

Adult BMI Screening 
and Follow-up

51.30/
No Benchmark

65.04/
No Benchmark

59.68/
No Benchmark
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2014 Commercial Reporting Measures: 
Strengths and Opportunities

Strengths:
• Collaboration between ACOs in collecting clinical data 
• For measures with benchmarks, 13 of 13 ACO results 

were above the national 50th percentile
• 12 of 13 were above the 75th percentile, and 7 of 13 

were above the 90th percentile 
 Opportunities:

• Even when performance compared to benchmarks is 
good, potential to improve some rates 

• Some variation among ACOs
• Lack of benchmarks for some Commercial measures 

hindered further analysis
• Electronic data capture 
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Payment Model Design and Implementation 
Work Group

May 16, 2016
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Vermont’s Medicaid Shared Savings Program: 
2014 Analyses



Medicaid Shared Savings Program
 2014 Results

VMSSP
CHAC OneCare

Actual Member Months 315,833 452,311
Expected PMPM $                214.68 $                  180.60 
Actual PMPM $                189.83 $                  165.66 
Shared Savings PMPM $                  24.85 $                    14.93 
Total Savings Earned $    7,847,440.27 $      6,754,568.12 
Potential ACO Share of Earned Savings $    3,923,720.13 $      3,377,284.06 
Quality Score 46% 63%
%of Savings Earned 85% 100%
Achieved Savings $    3,335,162.11 $      3,377,284.06 
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VMSSP Analyses
I. Understanding differences in unique population 

segments
II. Understanding changes in utilization and 

expenditure across categories of service
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VMSSP Attribution Methodology
 Includes adults and children with at least 10 months 

of Medicaid eligibility in the program year
 Excludes beneficiaries dually eligible for Medicare 

and Medicaid, beneficiaries with other sources of 
insurance coverage, and beneficiaries without 
comprehensive benefits packages

 Attribution based on beneficiary relationship with 
Primary Care Provider
1. Based on primary care claims in program year, OR
2. Based on PCP of record (self-selected or auto-assigned)
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VMSSP Attribution Snapshot: 2012 and 2014

2012 2014

Attributed to OneCare Vermont 27,662 37,929

Attributed to CHAC 21,080 26,587

Eligible for Attribution 
(but not attributed to an ACO) 32,445 39,472

TOTAL ELIGIBLE FOR ATTRIBUTION 81,187 103,988

14

 2014 Medicaid Expansion increased the number of 
lives eligible for attribution 



Unique Population Segments
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Population Changes from 2012 to 2014

16

0

5,000

10,000

15,000

20,000

25,000

30,000

35,000

40,000

CHAC
2012

CHAC
2014

OneCare
2012

OneCare
2014

Other
2012

Other
2014

M
ed

ica
id

 B
en

ef
ici

ar
ie

s

Vermont Medicaid Beneficiaries Eligible for 
Attribution to an ACO in 2012 and 2014

Original Eligibility Expansion Eligibility

0

5,000

10,000

15,000

20,000

25,000

30,000

35,000

40,000

CHAC
2012

CHAC
2014

OneCare
2012

OneCare
2014

Other
2012

Other
2014

M
ed

ica
id

 B
en

ef
ici

ar
ie

s

Vermont Medicaid Beneficiaries Eligible for 
Attribution to an ACO in 2012 and 2014

Attribution Step 1 Attribution Step 2



Expenditure Across Population Segments

17

0

5,000

10,000

15,000

20,000

25,000

30,000

35,000

40,000

CHAC 2012 CHAC 2014 OneCare 2012 OneCare 2014 Other 2012 Other 2014

Pe
rc

en
ta

ge
 o

f B
en

ef
ici

ar
ie

s

Original Eligibility, Attribution Step 1 Original Eligibility, Attribution Step 2

Expansion Eligibility, Attribution Step 1 Expansion Eligibility, Attribution Step 2



Expenditure Across Population Segments

Cost per Member Year
2012 2014

Step 1 
Attributed; 

Original 
Eligibility

Step 2 
Attributed; 

Original 
Eligibility

Step 1 
Attributed; 

Original 
Eligibility

Step 1 
Attributed; 
Expansion 
Eligibility

Step 2 
Attributed; 

Original 
Eligibility

Step 2 
Attributed; 
Expansion 
Eligibility

CHAC $        3,136 $        1,021 $        3,008 $         3,824 $            801 $             505 
OneCare $        2,679 $        1,072 $        2,524 $         3,663 $            866 $             471 
Other $        2,455 $           837 $        2,187 $         3,263 $            679 $             582 
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VMSSP Eligibility Categories
 Consolidated Adult
 Consolidated Child
 Aged/Blind/Disabled Adult & Child
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Expenditure by Eligibility Category
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Attributed Lives without TCOC Expenditure
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Expenditure by Category of Service

2012 2014

CHAC OneCare Statewide CHAC OneCare Statewide

Inpatient 26.8% 26.4% 25.8% 28.9% 27.8% 27.1%

Outpatient 27.8% 29.4% 28.1% 26.3% 27.7% 26.9%

Physician 16.8% 27.9% 24.5% 15.1% 26.2% 22.9%

Federally Qualified Health 
Center

15.3% 0.6% 6.0% 15.4% 0.2% 6.0%

Psychologist 5.1% 6.2% 5.7% 5.6% 7.6% 6.8%
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Expenditure for non-TCOC Services

Non-TCOC (Excluding Pharmacy) Expenditure per Member Year

2012 2014 % Change

CHAC $2,286 $2,113 -7.6%

OneCare $2,247 $2,159 -3.9%

Other $2,169 $1,955 -9.8%

Pharmacy Expenditure per Member Year
2012 2014 % Change

CHAC $90.44 $86.81 -4.0%

OneCare $91.41 $92.36 1.0%

Other $87.94 $80.73 -8.2%
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VMSSP Summary
 An influx of beneficiaries newly eligible for Medicaid 

and a greater proportion of low-utilizing beneficiaries 
impacted the average cost of care per member in 
2014 relative to baseline

 Decreases in utilization across a variety of service 
categories also contributed to lower per member 
spending in 2014 relative to baseline

 Such trends will be analyzed following years 2 and 3 
of the VMSSP
– Additional data is needed to understand the impact of this 

model 
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2014 Medicaid Payment Measures
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Measure CHAC Rate/ Percentile/
Points*

OCV  Rate/ Percentile/ 
Points*

ACO All-Cause Readmission 14.93/**/
2 Points

17.90/**/ 
2 Points

Adolescent Well-Care Visits 41.82/Above 25th/
1 Point

49.00/Above 50th/
2 Points

Cholesterol Screening for Pts 
w/Cardiovascular Disease

72.87/Below 25th/
0 Points

73.09/Below 25th/
0 Points

Mental Illness, Follow-Up After 
Hospitalization

54.55/Above 50th/
2 Points

65.88/Above 75th/
3 Points

Alcohol and Other Drug 
Dependence Treatment

25.84/Above 50th/
2 Points

26.22/Above 50th/
2 Points

Avoidance of Antibiotics in Adults 
with Acute Bronchitis

31.78/Above 75th/
3 Points

29.70/Above 75th/
3 Points

Chlamydia Screening 51.31/Above 25th/1 Point 49.75/Below 25th/0 Points

Developmental Screening 25.55/**/0 Points 45.50/**/3 Points

*Maximum points per measure = 3
**Core Measures 1 and 8 compared to ACO-specific benchmarks, not national benchmarks



Impact on Payment
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ACO Name
Points 
Earned

Total 
Potential 

Points

% of Total 
Quality 
Points

% of 
Savings 
Earned

CHAC 11 24 46% 85%
OneCare 15 24 63% 100%

Vermont Medicaid Shared Savings Program 
Quality Performance Summary - 2014


Payment



																						Vermont Medicaid Shared Savings Program Quality Performance Summary - 2014



		Year 1 (2014) Quality Measure Results by ACO -- Payment Measures                                                       (Time period: 1/1/14 to 12/31/14)																				ACO Name		Points Earned		Total Potential Points		% of Total Quality Points		% of Savings Earned

																						CHAC		11		24		46%		85%

																						OneCare		15		24		63%		100%

																								*If shared savings had been earned







		Measure and Detailed Description						Unit of Measurement		2014 ACO-Specific Performance 												2012 Benchmarks

										CHAC						OneCare

										Numerator/  Denominator		Rate		Points Earned		Numerator/  Denominator		Rate		Points Earned		25th		50th		75th		90th

		CLAIMS-BASED PAYMENT MEASURES

		#1 - ACO All-Cause Readmission*: Patients 18-64 with an observed 30-day acute readmission compared to the predicted probability of an acute readmission 						# Readmissions/ # Qualifiying Admissions		50/335		14.93		2		81 / 452		17.92		2		N/A		N/A		N/A		N/A

		#2 - Adolescent Well-Care Visits: Patients 12-21 who had one comprehensive well-care visit with a PCP or an OB/GYN in the last 12 reported months						Adherence  Rate (%) 		2,225/5,321		41.82		1		4,231 / 8,635		49.00		2		41.72		48.18		57.40		65.45

		#3 - Cholesterol Management for Patients with Cardiovascular Conditions: Patients with LDL cholesterol test during the report period						Adherence  Rate (%) 		94/129		72.87		0		125 / 171		73.10		0		78.72		82.42		85.25		88.86

		#4 - Mental Illness, Follow-Up After Hospitalization: Patients with a 7-day follow-up visit after hospitalization for mental illness						Adherence  Rate (%) 		96/176		54.55		2		139 / 211		65.88		3		31.28		44.66		54.80		68.79

		#5 - Alcohol and Other Drug Dependence Treatment: Composite measure of initiation and engagement of alcohol and other drug dependence treatment						Adherence  Rate (%) 		632/2,446		25.84		2		664 / 2,532		26.22		2		20.59		24.68		29.80		34.04

		#6 - Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis: Patients with a diagnosis of acute bronchitis who did not have a prescription for an antibiotic on or three days after the initiating visit						Adherence  Rate (%) 		82/258		31.78		3		101 / 340		29.71		3		17.92		22.18		28.18		35.45

		#7 - Chlamydia Screening: Patients 16-24 who had a chlamydia screening test in last 12 reported months						Adherence  Rate (%) 		707/1,378		51.31		1		926 / 1,861		49.76		0		50.97		57.30		63.72		68.81

		#8 - Developmental Screening: Patients that had a developmental screening before their first, second, or third birthday						Adherence  Rate (%) 		476/1,863		25.55		0		1,587 / 3,488		45.50		3		N/A		N/A		N/A		N/A





		Key: Performance Compared to National Benchmarks

		Equal to and below 25th percentile (0 points)

		Above 25th percentile (1 point)

		Above 50th percentile (2 points)

		Above 75th percentile (3 points)



		*For this measure, a lower rate indicates better performance





























Reporting (Claims & Clinical)

		Year 1 (2014) Quality Measure Results by ACO -- Claims and Clinical Reporting Measures                                                                                                                                                                                                                                              (Time period: 1/1/14 to 12/31/14)





		Measure and Detailed Description						Unit of Measurement		2014 ACO-Specific Performance 								2012 Benchmarks

										CHAC				OneCare

										Numerator/  Denominator		Rate		Numerator/  Denominator		Rate		25th		50th		75th		90th

		CLAIMS-BASED REPORTING MEASURES

		#10 - COPD or Asthma in Older Adults*: Patients hospitalized for chronic obstructive pulmonary disease (COPD) or asthma						Per 100,000 Population		23/81,832		28.10		29 / 93,905		30.88		219.10		123.5		60.9		NR

		#11 - Breast Cancer Screening: Patients 52-74 who had a screening mammogram in last 27 reported months		Patient(s) 52 - 74 years of age that had a screening mammogram in last 27 reported months.		Patient(s) 52 - 74 years of age that had a screening mammogram in last 27 reported months.		Adherence  Rate (%) 		695/1,309		53.09		856 / 1,534		55.80		46.51		51.32		57.71		62.88

		#12 - Prevention Quality Chronic Composite*: Patients with hospitalization for ambulatory care-sensitive conditions		Patient(s) with a Hospitalization for Ambulatory Care-Sensitive Conditions		Patient(s) with a Hospitalization for Ambulatory Care-Sensitive Conditions		Per 100,000 Population		54/186,406		28.96		93 / 218,669		42.53		N/A		N/A		N/A		N/A

		#13 - Pharyngitis, Appropriate Testing for Children: Patients treated with an antibiotic for pharyngitis who had a Group A Streptococcus test		Patient(s) treated with an antibiotic for pharyngitis that had a Group A streptococcus test.		Patient(s) treated with an antibiotic for pharyngitis that had a Group A streptococcus test.		Adherence  Rate (%) 		337/437		77.12		989 / 1,173		84.31		60.82		70.30		77.97		85.09

		CLINICAL-BASED REPORTING MEASURES

		#14 - Childhood Immunizations: Patients  2 years of age who had diphtheria, tetanus, DTaP, IPV,  measles, mumps, MMR, HiB, HepB, VZV, PCV, HePA, RV, and flu vaccines by their second birthday		Children  2 years of age who had diphtheria, tetanus, DTaP, IPV,  measles, mumps, MMR, HiB, HepB, VZV, PCV, HePA, RV, and flu vaccines by their second birthday		Children  2 years of age who had diphtheria, tetanus, DTaP, IPV,  measles, mumps, MMR, HiB, HepB, VZV, PCV, HePA, RV, and flu vaccines by their second birthday		Adherence  Rate (%) 		124/262		47.32		202/332		60.84		24.82		31.48		38.43		45.70

		#15 - Weight Assessment and Counseling for Children/Adolescents: Patients 3–17 who had an outpatient visit with a PCP or OB/GYN and who had evidence of BMI percentile documentation and  counseling for nutrition and physical activity during the measurement year		Patient(s) 3–17 years of age who had an outpatient visit with a PCP or OB/GYN and who had evidence of BMI percentile documentation* and  Counseling for nutrition and physical activity during the measurement year		Patient(s) 3–17 years of age who had an outpatient visit with a PCP or OB/GYN and who had evidence of BMI percentile documentation* and  Counseling for nutrition and physical activity during the measurement year		Adherence  Rate (%) 		88/272		32.35		171/359		47.63		40.23		52.63		64.38		73.38

		#16 - Optimal Diabetes Care Composite: Patients 18-75 with diagnosis of diabetes with blood pressure <140/90, hemoglobin A1c<8, ischemic vascular disease diagnosis and aspirin, and tobacco non-use.						Adherence  Rate (%) 		34/256		13.28		116/351		33.05		N/A		N/A		N/A		N/A

		#17 - Diabetes Mellitis HbA1c Poor Control*: Patients 18–75 with diabetes (type 1 and type 2)  who had hemoglobin A1c poor control (>9.0%) 						Adherence  Rate (%) 		63/267		23.59		76/354		21.47		52.69		43.03		35.77		31.14

		#18 - Colorectal Cancer Screening: Patients 50-75 who had appropriate screening for colorectal cancer						Adherence  Rate (%) 		147/275		53.45		215/368		58.42		N/A		N/A		N/A		N/A

		#19 - Screening for Clinical Depression and Follow-Up Plan: Patients 12 years and older screened for clinical depression during the measurement period and, if positive, a follow-up plan is documented on the date of the positive screen						Adherence  Rate (%) 		76/190		40.00		41/167		24.55		N/A		N/A		N/A		N/A

		#20 - Body Mass Index Screening and Follow-Up: Patients 18 years and older with a calculated BMI in the past six months or during the current visit, with follow-up plan documented if BMI is outside of normal parameters  						Adherence  Rate (%) 		118/248		47.58		232/356		65.17%		N/A		N/A		N/A		N/A



		*For this measure, a lower rate indicates better performance













Reporting (Pt Exp)

		Year 1 Quality Measure Results by ACO -- Annual Adult Patient Experience Survey																Year 1 Quality Measure Results for UVM Medical Center/OneCare                                            Visit-Based Adult Patient Experience Survey





		Measure # and Description		CHAC: Combined Medicaid and Commercial		OneCare: Combined Medicaid and Commercial^		2013 National Benchmarks										Measure # and Description 		UVM Medical Center/OneCare                                  Combined Medicaid and Commercial		2013 National Benchmarks                                          (*Indicates CG-CAHPS Visit Survey 2013 National Benchmarks)

		CAHPS® Patient Centered                            Medical Home (CAHPS PCMH)                   Annual Adult Survey                                        (with additional Specialist Care questions as noted)		Percentage of People Responding "Always" or "Yes"		Percentage of People Responding "Always" or "Yes"		25th Percentile		50th Percentile		75th Percentile		90th Percentile				CAHPS® Clinician and Group                     (CG-CAHPS) Visit Adult Survey            (with additional Adult PCMH/Specialist Care questions as noted)		Percentage of People Responding "Always," "Yes" or "Yes, Definitely"		25th Percentile		50th Percentile		75th Percentile		90th Percentile

		PATIENT EXPERIENCE SURVEY MEASURES																PATIENT EXPERIENCE SURVEY MEASURES

		#21 - Adult Access to Care Composite		50%		62%		58%		65%		72%		78%				#21 - Adult Access to Care Composite*		90%		59%		67%		74%		79%

		#22 - Adult Communication Composite		77%		82%		82%		86%		90%		92%				#22 - Adult Communication Composite*		92%		89%		92%		94%		96%

		#23 - Adult Shared Decision-Making Composite		63%		67%		62%		67%		72%		76%				#23 - Adult Shared Decision-Making Composite (Adult PCMH)		55%		N/A		N/A		N/A		N/A

		#24 - Adult Self-Management Support Composite		51%		53%		46%		53%		59%		65%				#24 - Adult Self-Management Support Composite (Adult PCMH)		39%		N/A		N/A		N/A		N/A

		#25 - Comprehensiveness Composite (Adult Behavioral)		60%		55%		37%		48%		57%		63%				#25 - Comprehensiveness Composite (Adult Behavioral) (Adult PCMH)		37%		N/A		N/A		N/A		N/A

		#26 - Office Staff Composite		71%		74%		74%		80%		86%		91%				#26 - Office Staff Composite*		95%		90%		93%		96%		97%

		#27 - Information Composite		72%		69%		N/A		N/A		N/A		N/A				#27 - Information Composite              (Adult PCMH)		56%		N/A		N/A		N/A		N/A

		#28 - Coordination of Care Composite 		74%		75%		N/A		N/A		N/A		N/A				#28 - Coordination of Care Composite ( Adult PCMH)		79%		N/A		N/A		N/A		N/A

		#29 - Specialist Care Composite		49%		50%		N/A		N/A		N/A		N/A				#29 - Specialist Care Composite		56%		N/A		N/A		N/A		N/A

		^OneCare Vermont scores do not include patients that are attributed to UVMMC’s providers. Please refer to the table to the right to view the scores from UVMMC’s existing visit-based survey which incorporated the ACO Shared Savings Program survey questions.







Questions Incl. in Composites

				CAHPS® PCMH Annual Adult Survey Composites*:								*Questions for CG-CAHPS visit-based survey used by UVMMC vary slightly and ask about the most recent visit.

				Access to Care Composite

				Question

				In the last 12 months, when you phoned this provider’s office to get an appointment for care you needed right away, how often did you get an appointment as soon as you needed?

				In the last 12 months, when you made an appointment for a check-up or routine care with this provider, how often did you get an appointment as soon as you needed?

				In the last 12 months, how often were you able to get the care you needed from this provider’s office during evenings, weekends, or holidays?

				In the last 12 months, when you phoned this provider’s office during regular office hours, how often did you get an answer to your medical question that same day?

				In the last 12 months, when you phoned this provider’s office during after office hours, how often did you get an answer to your medical question as soon as you needed?

				Wait time includes time spent in the waiting room and exam room.  In the last 12 months, how often did you see this provider within 15 minutes of your appointment time?

				Communication Composite

				Question

				In the last 12 months, how often did this provider explain things in a way that was easy to understand?

				In the last 12 months, how often did this provider listen carefully to you?

				In the last 12 months, how often did this provider give you easy to understand information about your health questions or concerns?

				In the last 12 months, how often did this provider seem to know the important information about your medical history?

				In the last 12 months, how often did this provider show respect for what you had to say?

				In the last 12 months, how often did this provider spend enough time with you?

				Shared Decision-Making Composite

				Question

				When you talked about starting or stopping a prescription medicine, how much did this provider talk about the reasons you might want to take a medicine?

				When you talked about starting or stopping a prescription medicine, how much did this provider talk about the reasons you might not want to take a medicine?

				When you talked about starting or stopping a prescription medicine, did this provider ask you what you thought was best for you?

				Self-Management Support Composite

				Question

				In the last 12 months, did anyone in this provider’s office talk with you about specific goals for your health?

				In the last 12 months, did anyone in this provider’s office ask you if there are things that make it hard for you to take care of your health?

				Comprehensiveness Composite

				Question

				In the last 12 months, did anyone in this provider’s office ask you if there was a period of time when you felt sad, empty, or depressed?

				In the last 12 months, did you and anyone in this provider’s office talk about things in your life that worry you or cause you stress?

				In the last 12 months, did you and anyone in this provider’s office talk about a personal problem, family problem, alcohol use, drug use, or a mental or emotional illness?

				Office Staff Composite

				Question

				In the last 12 months, how often were clerks and receptionists at this provider’s office as helpful as you thought they should be?

				In the last 12 months, how often did clerks and receptionists at this provider’s office treat you with courtesy and respect?

				Information Composite

				Question

				Did this provider’s office give you information about what to do if you needed care during evenings, weekends, or holidays?

				Some offices remind patients between visits about tests, treatment or appointments.  In the last 12 months, did you get any reminders from this provider’s office between visits?

				Coordination of Care Composite

				Question

				In the last 12 months, when this provider ordered a blood test, x-ray, or other test for you, how often did someone from this provider’s office follow up to give you those results?

				In the last 12 months, how often did the provider seem informed and up-to-date about the care you got from specialists?

				In the last 12 months, did you and anyone in this provider’s office talk at each visit about all the prescription medicines you were taking?

				Vermont-Specific Composite:

				Specialist Care Composite (Vermont-specific; no benchmark available)

				Question

				In the last 12 months, how often was it easy to get appointments with specialists?  

				In the last 12 months, how often did the specialist you saw most seem to know the important information about your medical history?  
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Year 1 (2014) Quality Measure Results by ACO -- Payment Measures                                                       


(Time period: 1/1/14 to 12/31/14)




2014 Medicaid Payment Measures: Strengths and 
Opportunities

Strengths:
• 10 of 16 ACO results were above the national 

50th percentile
• 4 of 16 were above the 75th percentile
• Both ACOs met the quality gate and were able 

to share in savings

 Opportunities:
• 6 of 16 were below the 50th percentile 
• Some variation among ACOs
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2014 Medicaid Reporting Measures

28

Reporting Measures CHAC Rate/ Percentile OCV Rate/Percentile

COPD or Asthma in Older Adults 28.10/Above 75th 30.88/Above 75th

Breast Cancer Screening 53.09/Above 50th 55.80/Above 50th

Prevention Quality Chronic Composite 28.96/ No Benchmark 42.53/No Benchmark

Pharyngitis, Appropriate Testing for 
Children 77.12/Above 50th 84.31/Above 75th

Childhood Immunization 47.32/Above 90th 60.84/Above 90th

Weight Assessment and Counseling for 
Children/Adolescents 32.35/Below 25th 47.63/Above 25th

Optimal Diabetes Care Composite 13.28/No Benchmark 33.05/No Benchmark

Diabetes HbA1c Poor Control 23.59/Above 90th 21.47/Above 90th

Colorectal Cancer Screening 53.45/No Benchmark 58.42/No Benchmark

Screening for Clinical Depression and 
Follow-Up Plan 40.00/No Benchmark 24.55/No Benchmark

Body Mass Index Screening and 
Follow-Up 47.58/No Benchmark 65.27/No Benchmark



2014 Medicaid Reporting Measures: Strengths and 
Opportunities

Strengths:
• Impressive collaboration between ACOs in 

collecting clinical data 
• For measures with benchmarks, 10 of 12 ACO 

results were above the national 50th percentile
• 7 of 12 were above the 75th percentile, and 4 of 12 

were above the 90th percentile 
 Opportunities:

• Even when performance compared to benchmarks 
is good, potential to improve some rates 

• Some variation among ACOs
• Lack of benchmarks for some Medicaid measures 

hindered further analysis
• Electronic data capture 
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Examples: ACO Clinical Quality 
Improvement Efforts in Year 1



2014
 Initiate & Empower CHAC 

Clinical Committee

 Develop 2014 Evidence 
Based Guidelines
 COPD, CHF, Diabetes, Falls

 Engage Community Partners

 Utilize Blueprint Practice 
Profiles to ID best practices

2015
 Link Clinical Committee w/ 

Operations Staff > PDSAs

 Implement 2014 Guidelines

 Develop 2015 Guidelines:
 Depression Screening & Tx

 Articulate “10 Points”

 Launch “Data Road Show”

 Launch Remote Monitoring 
Initiative

CY14 and CY15:
Clinical Quality Initiatives

5/16/2016 31



 For example, one FQHC completed a PDSA cycle in July 2015 aimed at 
improving the number of diabetic patients identified as being in poor 
control (recent A1c>9 or no test within the past year). Significant 
improvement was made at most practice sites.

CY14 and CY15:
QI at the Practices

22%

29%

32%

29%

12%

40%

14% 15%

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

Site 1 Site 2 Site 3 Site 4

Diabetic patients in Poor Control >9 or no test in the past 365 days
Baseline and post PDSA cycle 1

May-15

Jul-15

HP2020 Goal
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 CHAC QI efforts are resulting in improvements on 
clinical quality scores.

 Staff are currently analyzing data to determine root of 
improvements.

CY14 and CY15:
Clinical Quality Improvement

Table combines Medicare, Medicaid, and Commercial samples, where possible.
Diabetes Poor Control is an inverse measure.

CHAC 2014 2015 Improved?
Adult BMI 55.9% 73.7% Y
Child BMI 42.3% 53.5% Y
Diabetes Poor Control 20.8% 18.8% Y
Depression Screening 37.2% 49.8% Y
Tobacco Screening 69.8% 88.4% Y
Colorectal Cx Screen 62.8% 65.2% Y

5/16/2016 33



Vermont’s federally qualified health centers (FQHCs) recognize and value the work of the past year on payment reform. However, Vermonters will be 
healthier and better off only if the system transforms to address social determinants as a priority, commits to comprehensive primary care, invests in strong 
community-based care systems, and builds capacity to accomplish these goals.

A successfully transformed health system has the following characteristics:
1. Primary care practices are strong and well-supported patient-centered medical homes, with the resources they need to prevent chronic disease, promote 

wellness, and manage patient care outside the hospital setting.
2. Primary care practitioners have the time they need to address the issues underlying chronic disease and mental health and the resources to maximize 

primary care practitioner time in direct patient care.
3. Mental health, behavioral health, and primary care work together to provide seamless care to patients.
4. Home health services and primary care practices work together to provide seamless care to patients, and home health is available without regard to 

Medicare or Medicaid legacy rules around coverage for home health services. 
5. Community-based social service agencies are fully-integrated or tightly coordinated with primary care practices, including:

• Area Agencies on Aging who serve as the eyes and ears of the system, working to keep vulnerable elders housed and out of impoverished living 
conditions.

• Mental Health Centers who offer integrated services and supports to Vermonters affected by developmental disabilities, mental health conditions 
and substance use disorders.

• The Vermont Food Bank and local food shelves with a pulse on food insecurity in the community, working to feed low-income and underserved 
Vermonters.

• Parent Child Centers, shaping solutions to meet the needs of working families.
6. Primary care practices work with community partners to offer a “health coach” option to help patients in making better health decisions and following a 

healthy lifestyle.
7. Communities integrate wellness-initiatives with schools, employers, community centers, etc.; i.e. meet people where they are.
8. Hospitals are stable and positioned to meet the acute inpatient and outpatient needs of the community, and participate as equals in the delivery system.
9. Systems of care are focused on the local and regional levels, with resources deployed efficiently to meet the needs of the community, and with local 

strategic and project plans that roll up to a statewide plan.
10. Vermont’s Blueprint team retains independence and neutrality to lead the transformation effort, using community collaboration boards (e.g. Blueprint 

UCCs) with broad community representation to shape and drive the transformation at the local level.

Ten Critical Points to Transform 
Vermont’s Health System

For more information, contact Sharon Winn, Esq., MPH, Director of Vermont Public Policy, Bi-State, (802) 229-0002 or swinn@bistatepca.org. 34



CY15:Utilizing Data
to Identify Opportunities

35

Remote Monitoring Intervention for MSSP patients with COPD, CHF, and Diabetes!

2012 2013 2014 2015,
Q1

2015,
Q2

2015,
Q3

CHAC 7.46 6.59 11.01 10.25 11.11 9.78
All MSSP ACOs 7.46 11.67 13.24 13.08 13.16 12.97
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Congestive Heart Failure

2012 2013 2014 2015,
Q1

2015,
Q2

2015,
Q3

CHAC 976 928 885 853 865 842
All MSSP ACOs 709 703 702 683 682 681
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HealthFirst Network 
ACO Performance

Summary of  Performance for Clinical 
Data Abstraction Measures

36
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57.06%

67.06%

75.49% 77.05%

18.45%

34.30%

15.09% 14.14%

64.52%

56.92%

72.32% 69.21%

2014 2015

Adult BMI Colorectal Cancer Screening Depression Screening

A1c >9 (lower = better) Combo 10 Pediatric Weight Assessment

1.56 percentage point increase

3.11 percentage point decline

10 percentage point increase
7.60 percentage point decline

15.85 percentage point increase

0.95 percentage point decline
(lower is better)

Improvement in 4 of 6 Measures from 2014 to 2015
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Four of  Seven Measures Above 75th National 
Benchmark

Measure
2014

Percentage
2015 

Percentage

2015 HEDIS National 
Benchmark

25% 50% 75% 90%

Immunizations - Combo 10 74.19% 56.92% 37.67 45.96 52.61 59.49

Pediatric Weight Assessment 71.37% 69.21% 6.41 47.41 59.46 69.30

Hemoglobin A1c >9% 12.26% 14.14% 41.36 35.60 29.93 25.29

Colorectal cancer screening 76.61% 77.05% 53.59 57.73 61.45 66.84

Depression screening 19.35% 34.30% No Benchmark Available

Adult BMI assessment 59.68% 67.06% No Benchmark Available

Cervical cancer screening 76.21% 69.91 73.84 77.84 80.82

Tobacco use/counseling 83.87% No Benchmark Available

Hypertension screening 61.29% 52.61 58.38 62.77 67.25

Diabetes retinal eye exam 42.34% 42.06 48.02 53.54 61.37



 
 

 
 

 Improvement from 2014 
 Worse than 2014 
 No change from 2014 
-- Not measured in 2014 

Your Practice 2015 
(numerator/denominator) 

Your 

Practice 

2014 

VCP 

Average 

2015 

HEDIS 

National 90th 

Percentile 

Adult BMI 100 (28/28)  78 (18/23) 67 N/A 

Cervical Cancer Screening 94 (29/31) -- -- 78 81 

Colorectal Cancer Screening 78 (21/27)  96 (26/27) 77 67 

Depression Screening & Follow up Counseling 76 (16/21)  94 (17/18) 34 N/A 

Diabetes Care:  A1c >9 (lower rates better) 0 (0/20)  0 (0/9) 14 25 

Diabetes Care: Retinal Eye Exam 65 (13/20) -- -- 41 61 

Controlling HTN (<140/90) 65 (15/23) -- -- 61 N/A 

Tobacco Screening & Cessation Counseling 97 (29/30) -- -- 84 N/A 

Pediatric Weight Assessment & Nutrition/Exercise 

Counseling 

83 (5/6)  50 (2/4) 69 
69 

Sample Practice Report Card
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		 Improvement from 2014

 Worse than 2014

 No change from 2014

-- Not measured in 2014

		Your Practice 2015 (numerator/denominator)

		Your Practice 2014

		VCP Average 2015

		HEDIS National 90th Percentile



		Adult BMI

		100 (28/28)

		

		78 (18/23)

		67

		N/A



		Cervical Cancer Screening

		94 (29/31)

		--

		--

		78

		81



		Colorectal Cancer Screening

		78 (21/27)

		

		96 (26/27)

		77

		67



		Depression Screening & Follow up Counseling

		76 (16/21)

		

		94 (17/18)

		34

		N/A



		Diabetes Care:  A1c >9 (lower rates better)

		0 (0/20)

		

		0 (0/9)

		14

		25



		Diabetes Care: Retinal Eye Exam

		65 (13/20)

		--

		--

		41

		61



		Controlling HTN (<140/90)

		65 (15/23)

		--

		--

		61

		N/A



		Tobacco Screening & Cessation Counseling

		97 (29/30)

		--

		--

		84

		N/A



		Pediatric Weight Assessment & Nutrition/Exercise Counseling

		83 (5/6)

		

		50 (2/4)

		69

		69
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Sample Practice Report Card (page 2)










2015 Practice Performance Relative to VCP Average

Your Practice	Adult BMI	Cervical Cancer Screening	Colorectal Cancer Screening	Depression Screening	A1c 	>	9 (lower = better)	Retinal Eye Exam	Controlling HTN	Tobacco Screening	Pediatric Weight Assessment	100	94	78	76	0	65	65	97	83	VCP Avg	Adult BMI	Cervical Cancer Screening	Colorectal Cancer Screening	Depression Screening	A1c 	>	9 (lower = better)	Retinal Eye Exam	Controlling HTN	Tobacco Screening	Pediatric Weight Assessment	67	78	77	34	14	41	61	84	69	

Percent Meeting Measure
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Strategies for Quality Improvement:

1. Overall network performance for quality measures and utilization is 
aggregated from Blueprint Practice Profiles, and presented to the 
HealthFirst Quality Improvement/Care Coordination (QICC) Committee.

2. Quality Manager reviews the individual Practice Report Card with each 
practice.

3. High-performing practices are identified and workflows shared with lower-
performing practices.

4. Clinical Priorities are identified by HealthFirst QICC Committee

Limitations:

1. Claims-based data is not available until late in the year (August), making it 
difficult to adjust practice patterns and influence change in the current year.

2. Data abstraction from charts is time consuming, labor intensive, and 
partially subjective depending on documentation habits.



Attachment 3b: Vermont 
Medicaid Shared Savings 

Program: Analyses of 
Utilization and Expenditure 

in the 2014 Performance Year 
(Report)
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Vermont Medicaid Shared Savings Program: 

Analyses of Utilization and Expenditure in the 2014 Performance Year 

 

Overview 
The Vermont Medicaid Shared Savings Program (VMSSP) is a three-year (2014-2016) payment model being 

implemented by the Department of Vermont Health Access (DVHA) in partnership with two participating 

Accountable Care Organizations (ACOs): OneCare Vermont and Community Health Accountable Care (CHAC).  

Among the primary objectives of this model is to address the Triple Aim of improving health, improving quality 

of care, and reducing health care costs for Vermonters.  In a shared savings program, an ACO provider network 

assumes accountability for the total costs and quality of care for a defined group of attributed beneficiaries and 

for a specific set of covered services.  If the ACO is able to reduce expenditure for that population relative to 

what would have been expected (while meeting pre-defined quality of care targets), the ACO is eligible to share 

in a portion of the savings accrued during a performance year. 

The financial methodology employed by the Vermont Medicaid Shared Savings Program has been certified by an 

independent actuary, and has been approved by the Centers for Medicare and Medicaid Services (CMS) for 

incorporation into Vermont’s Medicaid State Plan.  An independent analytics firm, The Lewin Group, has been 

contracted to conduct all year-end financial reconciliations on behalf of DVHA and the participating ACOs.   

Following the conclusion of the 2014 performance year, The Lewin Group compared actual 2014 per member 

per month (PMPM) expenditure for ACO-attributed lives and services to the expected 2014 PMPM expenditure 

(Table 1).  This comparison revealed that both ACOs realized lower-than-expected expenditure for their 

attributed populations of Medicaid members.  As a result, both ACOs were eligible to share in a portion of the 

savings. 

Table 1.  Vermont Medicaid Shared Savings Program Results, 2014 Performance Year 

 CHAC OneCare 
Actual Member Months 315,833 452,311 
Expected PMPM   $                214.68   $                  180.60  
Actual PMPM  $                189.83   $                  165.66  
Shared Savings PMPM  $                  24.85   $                    14.93  
Total Savings Earned  $    7,847,440.27   $      6,754,568.12  
Potential ACO Share of Earned Savings  $    3,923,720.13   $      3,377,284.06  
Quality Score 46% 63% 
% of Savings Earned 85% 100% 
Achieved Savings  $    3,335,162.11   $      3,377,284.06  

 

Since the completion of The Lewin Group’s final 2014 calculations, further analyses of Medicaid claims data have 

been conducted to allow for additional understanding of the various factors influencing the Year 1 results.  In 

particular, analyses were focused on:  
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 understanding differences in unique segments of the ACO-attributed population; and 

 exploring utilization and expenditure trends across attribution categories and overall categories of 
service. 

 

Data for Analyses 

Analyses were conducted using comprehensive Vermont Medicaid claims data spanning 4 years and 7 months 

(from Jan 1, 2011 through August 1, 2015).  Claims data used in these analyses were supplemented by provider 

information (including provider specialty data) available from the Medicaid Management Information System 

(MMIS). 

Using data on Medicaid eligibility and service utilization, the Vermont Medicaid Shared Savings Program 

attribution methodology was applied to compile datasets of Medicaid members that were eligible for ACO 

attribution in the 2014 performance year, and members that would have been considered eligible for attribution 

during comparative baseline years (2011-2013) had the Vermont Medicaid Shared Savings Program been 

operational at that time.   

Each member identified as eligible for attribution in either the 2014 performance year or in the baseline years 

was assigned to one of three categories to indicate ACO attribution: CHAC, OneCare, or Other (“Other” denotes 

Medicaid members considered eligible for attribution who were not otherwise attributed to CHAC or OneCare).  

Data sets also included information about each member’s Medicaid eligibility status, Medicaid eligibility 

category (and whether eligibility was a result of 2014 Medicaid expansion), and whether the member was 

attributed based on utilization or primary care provider (PCP) of record (Step 1 or Step 2, respectively). 

Additionally, a claims history for all members who were eligible for attribution in either 2014 or the baseline 

period was extracted from all DVHA claims with Dates of Service from January 1, 2011 through December 31, 

2014.   

Analyses excluded any members who were not considered eligible for attribution to an ACO (e.g. members with 

Medicare or other commercial insurance coverage, members with fewer than 10 months of Medicaid eligibility 

in a 12-month performance period, and members with limited Medicaid benefits packages).   

 

Analysis I:  Vermont Medicaid Shared Savings Program Attribution Methodology, 2014 
Medicaid Expansion, and Impact on Per Member Expenditure 

 

The Vermont Medicaid Shared Savings Program employs a two-step methodology to attribute beneficiaries to a 

participating ACO.  Step 1, using Medicaid claims data, attributes beneficiaries based on where they received the 

majority of their primary care services during the performance year.    For those beneficiaries who do not have 

claims for primary care services in the performance year, Step 2 attributes them based on their self-selected or 

auto-assigned primary care provider (PCP) as documented in Medicaid eligibility records.  Given these two 

different approaches, there is an inherent possibility during every program year that the utilization and spending 
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patterns for these subsets of the population will differ.  Such differences were observed both in the 2014 

performance year and in the baseline years.  Beneficiaries attributed in Step 2 tended to be relatively low 

utilizers of the health care system; therefore, they also demonstrated lower average annual costs of care than 

beneficiaries attributed in Step 1. 

An added nuance in 2014 resulted from the expansion of Medicaid eligibility to more Vermonters.  Given that 

individuals eligible for coverage as a result of Medicaid Expansion were entirely new to Medicaid, there was no 

historical Medicaid data available on these individuals to inform predictions of their 2014 utilization and 

spending.   The population of Medicaid beneficiaries that was eligible for attribution to an ACO grew (as did the 

number of Vermont Medicaid beneficiaries overall) from 2012 to 2014 (Table 2).  In 2014, members with 

Expansion eligibility comprised 26 percent of the total population eligible for attribution; members with Original 

eligibility constituted the remainder. 

Table 2.  Vermont Medicaid Population Eligible for Attribution to an ACO, 2012 & 2014 
 2012 2014 
Attributed to OneCare Vermont 27,662 37,929 
Attributed to CHAC 21,080 26,587 
Other:  Eligible for Attribution  
(but not attributed to an ACO) 32,445 39,472 

TOTAL ELIGIBLE FOR ATTRIBUTION 81,187 103,988 
 

By dividing the analytic population according to attribution “Step 1” or “Step 2”, and to “Original” or 

“Expansion” Medicaid eligibility, it is possible to explore differences in expenditure associated with unique 

Medicaid population segments (Figure 1). 

Figure 1.  Dividing the Population Eligible for ACO Attribution by Eligibility and Attribution Step. 

 

Figure 2 shows the impact of the 2014 Medicaid Expansion on the overall population eligible for attribution by 

ACO assignment.  Table 3 shows the cost per member year in 2012 and 2014 by Original and Expansion eligibility 

designation.  While overall there is a decrease in per member expenditure from 2012 to 2014, attributed 
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individuals with Expansion eligibility were, on average, as costly or costlier than attributed individuals with 

Original eligibility.   

 

 

 Table 3.  Cost per Member Year by Eligibility 
 2012 2014 Overall 

PMPY 
Change 
(2012 to 

2014) 

 Expansion 
Eligibility Compared 
to Regular Eligibility 

(2014)  
Original 

Eligibility 
Original 

Eligibility 
Expansion 
Eligibility 

All 
Eligibility 

CHAC  $        2,755   $        2,582   $        2,551   $         2,572  -6.6% -1.2% 
OneCare  $        2,395   $        2,232   $        2,369   $         2,268  -5.3% 6.1% 

Other  $        2,200   $        1,954   $        2,523   $         2,085  -5.2% 29.1% 

 

Figure 3 shows the relative distribution of Step 1 and Step 2 attribution on the overall population by ACO 

assignment; in all three ACO groups, the proportion of Step 2 attributed members was higher in the 2014 

performance year than it was in the 2012 baseline year.  Table 4 shows the cost per member year in 2012 and 

2014 by attribution step.  While per member expenditure was lower for Step 2 attributed members in both 2012 

to 2014, the magnitude of difference was greater in 2014.   
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 Table 4.  Cost per Member Year by Attribution Step 

 2012 2014 
Change from 2012 

to 2014 

 Step 1  Step 2  
% 

Difference Step 1  Step 2  
% 

Difference Step 1  Step 2  

CHAC $3,136  $1,021  -67.4% $3,214  $662  -79.4% 2.5% -35.1% 

OneCare $2,679  $1,072  -60.0% $2,755  $689  -75.0% 2.8% -35.7% 

Other $2,455  $837  -65.9% $2,406  $645  -73.2% -2.0% -22.9% 

 

Figure 4 shows the result of segmenting the population eligible for attribution according to both criteria.  Table 5 

shows the cost per member year in 2012 and 2014 by both eligibility designation and attribution step: 

 Original Eligibility & Step 1:  This population segment experienced a reduction in per member cost from 
2012 to 2014 across all ACO attribution groups. 

 Original Eligibility & Step 2:  This population segment experienced a reduction in per member cost from 
2012 to 2014 across all ACO attribution groups. 

 Expansion Eligibility & Step 1: In 2014, this population was costlier than the Original Eligibility groups in 
both 2012 and 2014.  This may be indicative of pent up demand for healthcare among a subset of Medicaid 
Expansion beneficiaries with new coverage. 

 Expansion Eligibility & Step 2: In 2014, this population was the least costly of all the population segments; 
furthermore, Medicaid Expansion beneficiaries with new coverage who were attributed through Step 2 
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demonstrated even lower expenditure than members with Original eligibility who were attributed through 
Step 2.   

 

 

 Table 5.  Cost per Member Year by Eligibility and Attribution Step 

 2012 2014 

 

Step 1; 
Original 

Eligibility 

Step 2; 
Original 

Eligibility 

Step 1; 
Original 

Eligibility 

Step 1; 
Expansion 
Eligibility 

Step 2; 
Original 

Eligibility 

Step 2; 
Expansion 
Eligibility 

CHAC  $        3,136   $        1,021   $        3,008   $         3,824   $            801   $             505  

OneCare  $        2,679   $        1,072   $        2,524   $         3,663   $            866   $             471  

Other  $        2,455   $           837   $        2,187   $         3,263   $            679   $             582  

 

 

Analysis II: Trends in Expenditure by Eligibility Category and Category of Service   
 

In addition to the above analyses conducted by DVHA staff, additional analyses were conducted by Burns & 

Associates examining trends in expenditure by Medicaid attribution eligibility category (Consolidated Adult, 

0

5,000

10,000

15,000

20,000

25,000

30,000

35,000

40,000

CHAC 2012 CHAC 2014 OneCare
2012

OneCare
2014

Other 2012 Other 2014

P
e

rc
e

n
ta

ge
 o

f 
B

e
n

e
fi

ci
ar

ie
s

Figure 4.  Vermont Medicaid Beneficiaries Eligible for 
Attribution to an ACO in 2012 and 2014

Original Eligibility, Attribution Step 1 Original Eligibility, Attribution Step 2

Expansion Eligibility, Attribution Step 1 Expansion Eligibility, Attribution Step 2



 

 Page 7 

 

Consolidated Child, Aged/Blind/Disabled Adult and Child) and by Category of Service.  In the following 

analyses, the CHAC and OneCare groups are the same as those in the preceding analyses; the Statewide 

comparison group is used below, and is inclusive of all Vermont Medicaid members who were considered 

eligible for ACO attribution.  Thus, the CHAC and OneCare subsets are both included in the Statewide group. 

Figures 5a-c show per member per month expenditure by attribution eligibility category across a three-year 

baseline period (2010-2012) and in the 2014 performance year for CHAC, OneCare, and the Statewide group.  

Similar patterns are observed in each figure, including an overall decline in PMPM expenditure over time, but 

fairly stable (and slightly increasing) expenditure for the Consolidated Child eligibility category.   
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Figures 6a-c present the distribution of attributed Medicaid members with no expenditure in the VMSSP Total 

Cost of Care Service categories by attribution eligibility category across a three-year baseline period (2010-2012) 

and in the 2014 performance year.  (Individuals represented here may have had expenditure in other Medicaid 

service categories.)  For CHAC, OneCare, and the Statewide group, there are notable increases in the 

proportions of attributed lives in the 2014 performance year who had no expenditure in the TCOC set of 

services—in particular for the Consolidated Adult and ABD attribution eligibility categories.   
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Table 6 shows the distribution of expenditure across Medicaid Categories of Service include in the VMSSP TCOC 
for each ACO group in 2012 and 2014.  The Inpatient, Outpatient, Physician, and Federally Qualified Health 
Center (FQHC) categories of service account for approximately 85% of TCOC expenditure across ACOs.  Figures 
7a-c show the change in expenditure from 2012 to 2014 in the Inpatient, Outpatient, and Physician categories of 
service.  While general patterns of decreased expenditure across categories and eligibility groups are present 
across all three figures, CHAC and OneCare exhibited a greater PMPM reduction in outpatient hospital services 
than the Statewide group.  CHAC also exhibited a greater PMPM reduction in physician and FQHC services than 
the Statewide potentials.   

 

Table 6.  ACO Expenditure by Medicaid Category of Service in 2012 and 2014 

 Expenditure Breakdown - 2012 Expenditure Breakdown - 2014 

 CHAC OneCare Statewide CHAC OneCare Statewide 

01: Inpatient 26.8% 26.4% 25.8% 28.9% 27.8% 27.1% 

02: Outpatient 27.8% 29.4% 28.1% 26.3% 27.7% 26.9% 

03: Physician 16.8% 27.9% 24.5% 15.1% 26.2% 22.9% 

05: Nursing Home 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

07: Mental Health Facility 0.1% 0.1% 0.1% 0.0% 0.1% 0.0% 

09: Clinic 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

10: Independent Lab 2.1% 1.0% 1.7% 2.4% 1.4% 2.0% 

11: Home Health 0.5% 0.4% 0.5% 0.7% 0.7% 0.7% 

12: Rural Health Clinic 0.1% 1.8% 1.5% 0.0% 1.9% 1.5% 

13: Hospice 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

14: Federally Qualified Health 
Center 

15.3% 0.6% 6.0% 15.4% 0.2% 6.0% 

15: Chiropractor 0.2% 0.2% 0.2% 0.2% 0.2% 0.3% 
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16: Nurse Practitioner 0.3% 0.2% 0.3% 0.2% 0.2% 0.2% 

17: Nursing 0.4% 0.1% 0.2% 0.3% 0.1% 0.2% 

18: Podiatrist 0.1% 0.1% 0.1% 0.1% 0.0% 0.1% 

19: Psychologist 5.1% 6.2% 5.7% 5.6% 7.6% 6.8% 

20: Optometrist 0.3% 0.5% 0.4% 0.4% 0.5% 0.5% 

21: Optician 0.1% 0.1% 0.1% 0.1% 0.1% 0.1% 

23: Therapies 0.9% 1.1% 1.0% 0.9% 1.1% 1.1% 

24: Prosthetic/Orthotic 0.6% 0.9% 0.9% 0.6% 0.8% 0.7% 

25: Medical Supplies 0.1% 0.2% 0.2% 0.2% 0.3% 0.3% 

26: Durable Medical Equipment 1.2% 1.6% 1.5% 1.4% 1.6% 1.5% 

27: Home and Community Based 
Services 

0.2% 0.3% 0.2% 0.1% 0.3% 0.2% 

30: Targeted Case Management 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

33: Residential Treatment 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

34: Day Treatment 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

36: Rehab 0.0% 0.0% 0.0% 0.1% 0.1% 0.0% 

40: Ambulance 0.8% 0.8% 0.7% 0.8% 0.7% 0.7% 

41: Dialysis Facility 0.1% 0.1% 0.1% 0.1% 0.1% 0.1% 

42: Ambulatory Surgery Center 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 
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Analysis III: Utilization of Services outside the Total Cost of Care (TCOC) 

While only a subset of Medicaid-covered services are included in the VMSSP Total Cost of Care (TCOC), Medicaid 

members who are attributed to an ACO continue to receive other Medicaid covered services.  DVHA staff 

conducted a series of analyses to assess whether overall patterns of utilization of non-TCOC services varied from 

patterns of utilization of TCOC services.   
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Non-TCOC services include pharmacy, dental, non-emergency transportation, residential services, long-term 

services and supports, and an array of other services and programs administered by other state departments 

within the Agency of Human Services (including the Department of Disabilities, Aging and Independent Living; 

the Department of Mental Health; the Department of Health).   

On the whole, expenditure on non-TCOC services (excluding pharmacy) is comparable to TCOC expenditure on a 

per-member per year basis, although the level of utilization of non-TCOC services greatly varies from member to 

member, and is much higher for people with disabilities or chronic mental health and/or substance abuse health 

needs.   Table 7 shows that the absolute level of spending per member per year was generally less for the non-

TCOC services as compared to the TCOC services in both 2012 and 2014.    

 

Table 7.  Non-TCOC Expenditure as % difference from TCOC 
Expenditure 

 2012 2014 

CHAC -17% -18% 

OneCare -6% -5% 

Other -1% -6% 

 

Table 8 shows changes in non-TCOC expenditure between 2012 and 2014.  While there was an overall pattern of 

decreased expenditure on non-TCOC services among attributed and non-attributed members, the decrease was 

greatest among those eligible for attribution but not attributed to an ACO.    

 Table 8.  Non-TCOC Expenditure per Member Year 

 2012 2014 % Change 

CHAC $2,286 $2,113 -7.6% 

OneCare $2,247 $2,159 -3.9% 

Other $2,169 $1,955 -9.8% 

 

Table 9 shows changes specifically in pharmacy expenditure between 2012 and 2014.  Pharmacy spending 

generally decreased from 2012 to 2014.  Individuals eligible for attribution but not attributed to an ACO 

experienced a greater average decrease in per member per year expenditure. 

 Table 9.  Pharmacy Expenditure per Member Year 

 2012 2014 % Change 

CHAC $90.44 $86.81 -4.0% 

OneCare $91.41 $92.36 1.0% 

Other $87.94 $80.73 -8.2% 
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Conclusion 

The preceding analyses suggest that there were multiple factors influencing the results of the 2014 program 
year.   An influx of beneficiaries newly eligible for Medicaid and a greater proportion of low-utilizing 
beneficiaries impacted the average cost of care per member in 2014 relative to 2012.  However, there were also 
decreases in utilization across a variety of service categories that further contributed to lower per member 
spending in 2014 relative to 2012.  In some service categories and sub-populations, such decreases were more 
pronounced among ACO-attributed members than in the population not attributed to ACOs. 

As data from the 2015 performance year becomes available, and as we look toward the conclusion of the 2016 

performance year, further analyses will be conducted to help better understand the impact of the Vermont 

Medicaid Shared Savings Program.  2014 was but the first year of VMSSP implementation, and was a unique 

year for Vermont healthcare reform overall.  It will be necessary to analyze additional data from the second and 

third program years before the state can fully understand the impact of ACOs and the shared savings model on 

the cost, quality, and experience of care of Vermonters. 
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