
Population Health Integration in the Vermont Health Care Innovation Project 

 

The Vermont Health Care Innovation Project (the Project) is testing new payment and service delivery 
models as part of larger health system transformation to deliver Triple Aims outcomes of better care, 
lower costs and improved health.  The charge of the Population Health Work Group (PHWG) is to 
recommend ways the Project could better coordinate population health improvement activities and 
more explicitly improve population health1.   
 
To accomplish the charge of integration of population health and primary prevention within the models 
being tested in Vermont, the PHWG is committed to several key tasks:  
 
 Develop consensus on a robust set of population health measures to be used in tracking the 

outcomes of the Project and to be incorporated in the new payment models. 
 

 Offer recommendations on how to pay for population health and prevention through modifications 
to proposed health reform payment mechanisms.  

 
 Identify promising new financing vehicles that promote financial investment in population health 

interventions. 
 

 Identify opportunities to enhance current initiatives and health delivery system models (e.g.  the 
Vermont Blueprint for Health and Accountable Care Organizations) to improve population health by 
better integration of clinical services, public health programs and community based services at 
the practice and community levels.  One potential model is an Accountable Communities for Health.  

 
 Develop the “Plan for Integrating Population Health and Prevention in VT Health Care Innovation.” 

Frameworks to Guide Population Health  
To meet the Triple Aim of moderating cost, improving quality and improving health, increasing access to 
health care will be insufficient.  Access to health care and the quality of medical care account for 10% 
proportionately to the factors that contribute to premature death (see Figure 1).  Therefore, we must 
seek opportunities to address the multiple factors affecting health outcomes (see Figure 2).  
 
Figure 1: Proportional Contribution to Premature Death 

 
 

                                                           
1 Population Health is "the health outcomes of a group of individuals, including the distribution of such outcomes within the group" (Kindig and Stoddart, 2003)... 
While not a part of the definition itself, it is understood that such population health outcomes are the product of multiple determinants of health, including medical 
care, public health, genetics, behaviors, social factors, and environmental factors.  Institute Of Medicine, Roundtable on Population Health Improvement 
http://www.iom.edu/Activities/PublicHealth/PopulationHealthImprovementRT.aspx 

Source: Schroeder, Steven. N Engl J Med 2007;357:1221-8 
Adapted from: McGinnis JM, et.al.  The Case for More Active Policy Attention to 

Health Promotion. Health Aff (Millwood) 2002;21(2):78-93. 

 

Figure 2:  Factors Affecting Health Outcomes  

 

 

County Health Rankings adapted to include genetics and McGinnis weighting of factors 

http://www.countyhealthrankings.org/our-approach 

http://www.iom.edu/Activities/PublicHealth/PopulationHealthImprovementRT.aspx
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Signs of Successful Integration of Population Health in New Models 

Focus on the Whole Population in an area, not just attributed patients  
 

 Use data on health trends and burden of illness to identify priorities and target evidence-based actions that 

have proven successful in preventing diseases and changing health outcomes.   
 
 Expand efforts to maintain or improve the health of all people – young, old, healthy, sick, etc.  Focus specific 

attention on the health and wellness of subpopulations most vulnerable in the future due to disability, age, 
income and other factors. 

 
Focus on Prevention, Wellness and Well-Being by Patient, Physician and System  

 Focus on primary prevention
i
 and actions taken to maintain wellness rather than solely on identifying and 

treating disease and illness. 
 
 Utilize proven evidence-based prevention strategies to address risk and protective factors

ii
 and personal 

health behaviors such as tobacco use, diet and exercise, alcohol use, sexual activity, as well as other health 
and mental health conditions that are known to contribute to health outcomes. 

 
Address the Multiple Contributors to Health Outcomes 
 
 Support integrated approaches that recognize the interconnection between physical health, mental health 

and substance abuse.  
 

 Identify the social determinants of health
iii
 and circumstances in which people are born, live, work, and age 

(e.g. education, employment, income, family support, community, the built and natural environment).   
 

Create Accountability for Health  
 
 Use measures of quality and performance at multiple levels of change to ensure accountability in system 

design and implementation for improved population health. 
 
 Build upon existing infrastructure (Blueprint Medical Homes, Community Health Teams, Accountable Care 

Organizations and public health programs) to connect community resources for health in a geographic area. 
 

 Include partners and resources able to influence the determinants of health and the circumstances in which 

people live, work and play. 

Create Sustainable Funding Models Which Support and Reward Improvements in Population Health 
including Primary Prevention and Wellness  
 
 Incentivize payers and health systems to invest in community-wide prevention efforts and to encourage 

delivery of physical health, mental health and substance use prevention services  
 

 Direct savings, incentives and investments to efforts aimed at primary prevention and wellness including 
efforts that address the social determinants of health (e.g. housing, transportation, education). 
 

 Develop budgets that explicitly demonstrate spending and/or investments in prevention and wellness.  
 
Identify long and short term multi-sector impacts and capture a portion of those benefits for reinvestment 

                                                           
i Primary prevention aims to prevent disease from developing in the first place. Secondary prevention aims to detect and treat disease that has not yet become 
symptomatic. Tertiary prevention is directed at those who already have symptomatic disease, to prevent further deterioration, recurrent symptoms and subsequent 
events. Mosby's Medical Dictionary, 8th edition. © 2009, Elsevier.   
ii
 http://www.who.int/hiv/pub/me/en/me_prev_ch4.pdf 

iii (http://www.cdc.gov/socialdeterminants/).  

http://www.who.int/hiv/pub/me/en/me_prev_ch4.pdf
http://www.cdc.gov/socialdeterminants/

