
VT Health Care Innovation Project - Payment Model Design and Implementation Work Group Meeting Agenda 
Monday, October 17, 2016 1:00 PM – 3:00 PM. 

4th Floor Conference Room, Pavilion Building, 109 State Street, Montpelier  
Call in option: 1-877-273-4202 Conference Room: 2252454 

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: September Meeting 
Minutes 

2 1:05-
1:30 

Program Updates 
• Sustainability Update
• APM Update

Sarah Kinsler, 
Lawrence Miller N 

3 1:30-
1:50 

Year 2 Shared Savings Program 
Results Overview  

Pat Jones,  
Alicia Cooper N 

4 1:50-
2:50 

Population Health Plan: 
Review and Discussion Sarah Kinsler N 

Attachment 4:  Population Health Plan 
Overview 

Link to: Vermont Population Health Plan 
- September 2016 (for public comment 
by November 2nd) 

5 2:50-
2:55 Public Comment Cathy Fulton,  

Andrew Garland N 

6 2:55-
3:00 Next Steps and Action Items Cathy Fulton,  

Andrew Garland N 

Attachment 3:  Summary of Year 2 SSP 
Results

http://healthcareinnovation.vermont.gov/sites/vhcip/files/documents/Vermont%20Population%20Health%20Plan%20-%20September%202016.pdf
http://healthcareinnovation.vermont.gov/sites/vhcip/files/documents/Vermont%20Population%20Health%20Plan%20-%20September%202016.pdf




Attachment 1: September 
Meeting Minutes
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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, September 19, 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 

Catherine Fulton called the meeting to order at 1:01pm. A roll call attendance was taken and a quorum was present.  
  
Dale Hackett moved to approve the July 2016 minutes by exception, and Ed Paquin seconded. The minutes were approved 
with two abstentions (Heather Skeels and Pat Jones).  
 
Cathy noted changes to the order of items on the meeting agenda. 

 

2. Program 
Updates 

Heidi Klein provided an update on the ACH Peer Learning Lab. 
• There are 10 different communities participating in the ACH Peer Learning Lab.  
• The Learning Lab curriculum is being developed and facilitated by a contractor, the Public Health Institute (PHI). 

PHI has also built a website for participating communities with resources around the 9 core elements that are 
foundational to creating ACHs; a link will be distributed. 

• They are receiving interesting feedback from the participating communities who are connecting the work of the 
ACH to the work of the Community Collaboratives. The ACH is about building upon existing work to advance 
integrated care and services for individuals, along with community-wide prevention strategies. Results will be 
available soon. 

• Participating communities are at varied stages of readiness and have varied levels of population health and public 
health integration into local governance.  

• Next gathering of the Peer Learning Lab is at the end of September. Each community will present their status both 
with the 9 core elements and the project that they’ve chosen to focus on.  

• ACHs are also being featured at a conference on 9/20 sponsored by Southwestern Medical Center. Heidi might 
have more to report after that. 

 
Georgia Maheras provided a timeline update for results from Year 2 of the Medicaid and Commercial Programs.  

ACH Link 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



2 

Agenda Item Discussion Next Steps 
• At the last PMDI Work Group meeting, it was discussed that results would be available in September. Results need

to be vetted thoroughly, and vetting is not yet complete. The expectation is to have the results ready in October.
Pat Jones thanked those who are working overtime on vetting the results. Pat anticipates that the GMCB will see
the results within the next 3 weeks.

• Getting results to VHCIP participants as soon as they are vetted is a priority: the monthly webinar for October,
scheduled for Tuesday, October 11, from 12-1, will be dedicated to this topic if the results are available by that
date. If not, the October 17 PMDI Work Group meeting will be broadcasted as a webinar to ensure a broad group
of stakeholders is able to participate.

Georgia Maheras provided an update on the development of the Sustainability Plan. 
• The State engaged a contractor, Myers and Stauffer, to support sustainability planning starting in July.
• The Sustainability Sub-Group is a group of private-sector stakeholders that will make sustainability

recommendations for review by the VHCIP work groups. The group has met twice since the beginning of
September and will meet twice in October and are looking at work by work stream (PMDI, Practice Transformation,
HDI, as well as evaluation, project management, governance).

• As a result of those meetings, key informant interviews and other conversations with a parallel group of State
leaders, Myers and Stauffer will draft a sustainability plan which will be available to all VHCIP participants for
review in early November.

• The plan will be presented to every VHCIP work group and the Steering Committee in November for discussion and
feedback. Feedback will be collected, looped back, and presented to the Core Team in December as a draft
document. Comments and feedback will be tracked, as will how comments are addressed. Sarah Kinsler added that
they will be providing updates on this process through the end of the year. Contact Sarah Kinsler
(sarah.kinsler@vermont.gov) and Georgia Maheras (georgia.maheras@vermont.gov) if you want to give feedback
and thoughts outside of that process. Feel free to contact Myers and Stauffer directly. Sarah and Georgia will set
up a call with them if that is your preference.

3. Medicaid
Pathway: 
Payment Model 
Update  

Georgia Maheras and Kara Sutter provided an update on the development of a payment model for the Medicaid Pathway 
work (Attachment 4).   

• The Medicaid Pathway process began in late 2015. Led by AHS, the focus is on services primarily funded by
Medicaid. The big goal is to have an integrated health care system to achieve the Triple Aim.

• Slide 4 shows that it’s a continuous reform cycle. Right now, the Medicaid Pathway process is in the bottom box.
Sue Aranoff provided feedback on Slide 4: suggesting to add “and delivery” in addition to payment.

• Slide 7 shows a framework the federal government uses for payment reform and in this framework, APM stands
for Alternative Payment Models. Kara added that the amount of risk and link to performance grows as you move
from left to right. Medicare systems are now teetering between Category 2 and Category 3. Category 3 and 4 is
where the ACOs are moving: a population-based approach where payments are based on the needs of the
population. There is some amount of accountability in risk and link to quality and performance. Category 3 keeps

mailto:sarah.kinsler@vermont.gov
mailto:georgia.maheras@vermont.gov
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Agenda Item Discussion Next Steps 
an underlying payment structure, similar to what the SSP did. Category 4 moves to a global payment approach and 
changes the way payments are made.  

• Slide 8 shows an older chart from the Commonwealth Fund. The hyperlink has valuable reading to see more topics
like risk (use the link on the very bottom of the slide). Dale Hackett noted that Category 4 looks very different than 
the way it was talked about in Population Health. Kara responded that in Category 4, the payments made under 
the model are truly population-based. One payment per person over the course of a year is calculated at the 
person level, which shifts risk from payers to providers.  

• Laural Ruggles clarified that population-based is about an attributed group of people vs. the term “population
health” in public health.  Georgia noted that the Population Health Work Group is a difference concept than the 
population-based payment structure. Georgia will provide feedback to federal partners that “population-based” 
needs to be clearer because it creates confusion from the primary and secondary prevention front. 

• Sue Aranoff asked about the current state of attribution and Georgia will have an answer after the meeting.
• Dale asked if it also does not change the significance with a practice being associated with a hospital because of

risk. Georgia responded that it does have a potential to change that practice, hopefully fostering more integration
as you move along the categories.

• This past Friday, an Information Gathering Process (IGP) form was released. The graphic with timeline and
trajectory for reforms is one possibility. It has not been decided if DS will be in Phase 1. Feedback in this area would
be particularly helpful. The goal is get people to react and to give feedback. Every SIM participant should have
received the IGP document via email. Let Georgia or Julie Corwin know if you didn’t get a copy.

• On developmental disability services, Kara mentioned that they tend to be grouped all in one but they’re not all
the same. Feedback is needed to determine which will be in or out. There is discussion around categorizing into a
more population-based cohort that can be created and aggregated as an evolution of this. Kara noted that the
current strawman is an episode and is not an attributed population concept. Payment would be triggered based on
a beneficiary arriving at the door and receiving a certain amount of treatment. The rates would be DA-specific but
this is not final. Georgia added that there’s a link in the IGP that shows pros and cons and why they didn’t go down
the attribution path. There’s a few things in the data that lend itself more to a service-based episode model and
invite feedback on that.

• Dale: The GMCB meeting was looking at budget. Days of cash on hand was the metric and it was not at a healthy
number. Georgia noted a parallel activity: the legislature passed a requirement last session asking AHS, in
partnership with VT Care Partners and the AOA, to develop a report on the financial stats, staffing vacancies,
waitlists, and other access measures. This is an ongoing, companion activity about what types of protections to put
in place and where to target accountability based on an entity’s ability to handle or not handle risk given where
they are financially. The report is due January 15.

• Maura asked: for clarification on the focus of the Medicaid Pathway, to see a slide that shows a bigger picture of
the other services, if IFS would be included, and if women’s specialty health will be included.

o Georgia replied that it’s focused on every Medicaid service, but the first roll out is mental health and
substance use services, and then LTSS, and then a systematic review of all services. IFS is embedded in the

Current 
state of 
attribution 

Complete 
the IGP 
request; 
return 
feedback to 
Julie.corwin
@vermont.g
ov 
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Agenda Item Discussion Next Steps 
blue boxes and they are revising the scope table to determine what’s in and what’s out. Women Specialty 
Health is excluded from Phase 1 from a feasibility perspective but will need to confirm that.  

• Dale asked: if there is any way that federal funds are not going to be maximized and if the All Payer model will 
match. Georgia noted that Selina also manages the 1115 Global Commitment Waiver and her job is to ensure that 
we’re maximizing funds. There is specific language in the Waiver that allows us to do this. Going forward, they’re 
making sure that federal Medicaid gives flexibility.  The All Payer Waiver focuses on Medicare. Any references to 
Medicaid refer to the 1115 Waiver; there’s complete alignment because it’s referred to directly. In depth 
conversations with DMH, DAIL or ADAP might be helpful to inform participants’ comments regarding the IGP. Kara 
noted that there is more background in the IGP.  

• Georgia thanked everyone for their time. Any questions, reach out to Georgia or Selina Hickman. Julie Corwin is 
collecting formal comments on the IGP (Julie.Corwin@vermont.gov). 

 
MP scope 
document  
 

4. Simplifying 
Clinical Quality 
Measure 
Collection 

Leah Fullem from OneCare Vermont and Heather Skeels from Bi-State Primary Care Association and CHAC disucssed some 
of the quality measure collection processes that have been developed across ACOs in support of the Shared Savings 
Programs.  
 
Heather Skeels provided an overview about what the current chart abstraction process entails for clinical quality 
measurement.  

• There are 18 measures needed to collect from Medicare, 18 from Medicaid, and 8 more from the commercial 
payers. There is an overlap in those as much as possible. There are 21 measures altogether. 

• Every January, they get a list of patients from each payer. Within that list, about 2,000 patients qualify for one or 
more of the measures. They split those 3 lists amongst the member organizations. They have to report back to all 
of the payers in the order that they received the patient. There has to be a minimum of 248 patients in order. They 
can skip a patient who doesn’t have a qualifying measure but a reason has to be given.  

• For Medicare, they get a list of 616 patients per measure. They pull a minimum of 350 patients (an oversample). 
For some of the measures (for example, depression screening) if a patient is diagnosed with depression, they can’t 
get counted in the denominator and is skipped. At least a third fall out of the measure. Heather showed an 
example of the depression screening spreadsheet (about 2.5 feet long, double-sided for each patient).  

• There are some other tools that OneCare uses to simplify the collection. EHRs are fantastic tools, however, one of 
the problems is that information cannot be extracted from a scanned document. 

Leah discussed ongoing work toward the goal of minimizing the manual abstractions required to do quality measurement 
under the SSP and other programs 

• In 2014, SIM funds were allocated to create an ACO Gateway within VITL. This mechanism filters information to 
specific analytics platforms. In July 2015, OneCare began implementation of a new platform, Health Catalyst. It’s an 
integrated enterprise data warehouse which incorporates claims from payers, clinical messages from HIE, and 
direct connections to UVM Medical Center and Dartmouth Hitchcock EPIC platforms.  

• The purpose of this data warehouse was to do automated quality measurement. They went live with their first set 
of applications in May 2016, one of which was a scorecard that monitored the Medicare SSP quality measures 

 

mailto:Julie.Corwin@vermont.gov
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Agenda Item Discussion Next Steps 
(both claims and clinical measures). Most of the work was actually mapping the clinical data from the VHIE. The 
data was still very messy because every message from every EMR system was different.  

• A report From VITL on June 30th: 67 organizations are sending information to VITL which is not where they need to 
be. They’re getting labs from the hospitals. They get CCDs (continuity of care documents, like a patient summary) 
from only 1/3 of primary care practices. There’s a lot of work just to get practices hooked up. The data they are 
getting doesn’t contain 100% of the elements needed. Another problem is that only 56% of patients are actually 
matching within the VHIE. 5 data elements to match: Name, DOB, gender, address. (For example, John A. Smith 
and John Anthony Smith are not matching). They are working with VITL on how to improve matching. There are 
eight measures that require information that are not in any structure data fields within EMR. (For example: a 
requirement for a follow-up counseling for heart failure). The medical center has some natural language processing 
tools. They are going through pilots but these are hugely expensive technical solutions.  

• Dale asked about investment and timeline to improve this process. 
o Heather said it would take a long time and wouldn’t know how to quantify cost because there are so many 

levels. Leah added another area of development is dealing with different EHR vendors and their issues. The 
Office of the National Coordinator is trying to get everyone to do the same thing. There’s some progress, 
but it won’t be fast and there’s a lot of moving pieces. 

• Leah added that they’ve learned a lot from the quality measurement. It’s been helpful for practices to understand 
the care that they’re giving and to get some outside feedback. Chart abstraction is not a waste of time or 
resources. This baseline setting is needed to talk to the feds about an all payer waiver. It’s really important to 
understand what the actual cost is and to set realistic expectations for what resources are needed. Rick Dooley 
commented that it was really beneficial for practices to start thinking about quality and they had never thought 
about it before. The burden of intense time and resources has to be absorbed somewhere.  

• Georgia referred to the HDI Work Group. There is a significant amount of federal funding but maintenance and 
operations is not covered from federal funds. The HDI work group has several conversations upcoming to set up a 
clear trajectory and how to do that thoughtfully. Leah commented that money doesn’t necessarily help the 
problem. Yes, more money is needed but where to target is what to figure out as a State. Heather noted that 
getting to the root cause of the issue is tricky. For example, proving ‘no test’ is really hard because it’s not an 
actionable piece of data. 

• Cathy asked about the status of the master patient index.  
o Georgia responded that several years ago, DII said it would develop master person index but it didn’t work 

out as hoped. There’s a new focus within AHS and programs that it impacts (Reach Up, Medicaid, DCF, etc.) 
Additionally, there is no master person index within the HIE. It’s a challenging project and the tech exists. 
There is more to come.  

5. Public 
Comment 

There was no additional comment.    

6. Next Steps 
and Action Items 

Next Meeting: Monday, October 17, 2016, 1:00-3:00pm, 4th Floor Conference Room, Pavilion Building, 109 State Street, 
Montpelier.   

 

 























 

Attachment 3: Summary of  
Year 2 SSP Results 



Year 2 (2015) Results for Vermont’s 
Commercial and Medicaid 

ACO Shared Savings Programs
Pat Jones, Health Care Project Director, GMCB

Alicia Cooper, Health Care Project Director, DVHA

Presentation to VHCIP Payment Model Design and 
Implementation Work Group

October 17, 2016
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SSPs in Broader Health Care Reform Context
 Medicare Access and Children Health Insurance Program Reauthorization Act (MACRA): 
This 2015 federal law creates two payment reform programs for Medicare: the Merit-Based Incentive 
Payment System (MIPS) and the Advanced Alternative Payment Models (AAPMs). MIPS and AAPMs 
provide financial incentives for health care providers who participate in payment reform or quality 
programs, and financial disincentives for health care providers who do not participate.

 Principle 7 from the Health Care Payment Learning Action Network (LAN):
“Centers of excellence, patient centered medical homes, and accountable care organizations are 
delivery models, not payment models. In many instances, these delivery models have an infrastructure 
to support care coordination and have succeeded in advancing quality. They enable APMs and need the 
support of APMs, but none of them are synonymous with a specific APM. Accordingly, they appear in 
multiple categories of the APM Framework, depending on the underlying payment model that supports 
them.”

 Vermont’s current SSPs do not qualify as Advanced Alternative Payment Models: 
SSPs built on fee-for-service payment with upside gainsharing, such as Vermont’s, do not qualify as an 
AAPM under the new MACRA Rule (known as the “Quality Payment Program” or QPP). By contrast, the 
Vermont All-Payer Accountable Care Organization Draft Agreement currently under review has a clear 
goal of connecting an ACO delivery model with population-based payments envisioned in Category 4 of 
the APM Framework (see following slide).  Models in Category 4 would qualify as AAPMs under QPP.

2



3

Alternative Payment Model Framework

3
Naussbaum, McLellan, Smith, and Patrick H. Conway 



Vermont’s ACOs and 
Shared Savings Programs (SSPs)

ACO Name 2015 Shared Savings Programs
Community Health Accountable Care 

(CHAC)
Commercial

Medicaid
Medicare

OneCare Vermont
(OneCare)

Commercial
Medicaid
Medicare

Vermont Collaborative Physicians/ 
Healthfirst

(VCP)

Commercial 

4
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Results Should be Interpreted with Caution

ACOs have different populations

ACOs had different start dates:
• VCP - July 2012
• OneCare – January 2013
• CHAC – January 2014

Commercial targets in 2015 continued to be based on 
Vermont Health Connect premiums, rather than actual 
claims experience

5
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Summary of Aggregated Financial Results

 Medicaid SSP 2015

*If shared savings had been earned

CHAC OneCare VCP
Total Lives 28,648 50,091 N/A
Expected Aggregated Total 64,814,757.48$    101,495,988.72$   N/A
Target Aggregated Total N/A N/A N/A
Actual Aggregated Total 62,405,070.32$    102,802,366.80$   N/A
Shared Savings Aggregated Total 2,409,687.16$       (1,306,378.08)$      N/A
Total Savings Earned 2,409,687.16$       -$                           N/A
Potential ACO Share of Earned Savings 603,278.72$          -$                           N/A
Quality Score 57% 73% N/A
%of Savings Earned 75% 95%* N/A
Achieved Savings 452,459.00$          -$                           N/A

Medicaid
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Summary of Financial PMPM Results

 Medicaid SSP 2015

*If shared savings had been earned

CHAC OneCare VCP
Actual Member Months 342,772 599,256 N/A
Expected PMPM 189.09$                   169.37$                    N/A
Target PMPM N/A N/A N/A
Actual PMPM 182.06$                   171.55$                    N/A
Shared Savings PMPM 7.03$                       (2.18)$                       N/A
Total Savings Earned 2,409,687.16$       -$                           N/A
Potential ACO Share of Earned Savings 603,278.72$          -$                           N/A
Quality Score 57% 73% N/A
%of Savings Earned 75% 95%* N/A
Achieved Savings 452,459.00$          -$                           N/A

Medicaid



Medicaid SSP Results 2014-2015

2014 
PMPM

2015 
PMPM

2014 PMPM 
Difference 
from Target

2015 PMPM 
Difference 
from Target

2014+2015 
PMPM 

Difference 
from Target

2014+2015 
Aggregate 

Difference from 
Target

2014 
Quality 
Score

2015 
Quality 
Score

CHAC 189.83$ 182.06$ 24.85$          7.03$             31.88$           10,258,137.21$  46% 57%
OneCare 165.66$ 171.55$ 14.93$          (2.18)$            12.75$           5,446,625.15$    63% 73%

Medicaid

8
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Summary of Aggregated Financial Results

 Commercial SSP 2015

*If shared savings had been earned

CHAC OneCare VCP
Total Lives 10,084 27,137 10,061
Expected Aggregated Total 36,930,311.76$    93,486,032.12$ 28,163,838.10$      
Target Aggregated Total 35,826,535.08$    91,213,298.67$ 27,318,912.50$      
Actual Aggregated Total 38,386,092.48$    97,270,203.03$ 31,784,051.50$      
Shared Savings Aggregated Total (1,455,780.72)$     (3,784,170.91)$  (3,620,213.40)$       
Total Savings Earned -$                         -$                      -$                           
Potential ACO Share of Earned Savings -$                         -$                      -$                           
Quality Score 61% 69% 87%
%of Savings Earned 80%* 85%* 100%*
Achieved Savings -$                         -$                      -$                           

Commercial
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Summary of Financial PMPM Results

 Commercial SSP 2015

*If shared savings had been earned

CHAC OneCare VCP
Actual Member Months 103,836 278,863 104,570
Expected PMPM 355.66$                   335.24$                    269.33$                     
Target PMPM 345.03$                   327.09$                    261.25$                     
Actual PMPM 369.68$                   348.81$                    303.95$                     
Shared Savings PMPM (14.02)$                   (13.57)$                     (34.62)$                     
Total Savings Earned -$                         -$                           -$                           
Potential ACO Share of Earned Savings -$                         -$                           -$                           
Quality Score 61% 69% 87%
%of Savings Earned 80%* 85%* 100%*
Achieved Savings -$                         -$                           -$                           

Commercial



Commercial SSP Results 2014-2015

2014 
PMPM

2015 
PMPM

2014 PMPM 
Difference 
from Target

2015 PMPM 
Difference 
from Target

2014+2015 
PMPM 

Difference 
from Target

2014+2015 
PMPM 

Aggregate from 
Target

2014 
Quality 
Score

2015 
Quality 
Score

CHAC 350.03$ 369.68$ (25.94)$        (14.02)$         (39.96)$         (4,003,425.94)$  56% 61%
OneCare 349.01$ 348.81$ (23.38)$        (13.57)$         (36.95)$         (9,270,591.85)$  67% 69%
VCP 286.08$ 303.95$ (19.36)$        (34.62)$         (53.98)$         (5,331,869.72)$  89% 87%

Commercial

11
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Summary of Aggregated Financial Results

 Medicare SSP 2015

CHAC OneCare VCP
Total Lives 6,600 55,841 N/A
Expected Aggregated Total $52,542,031 $484,875,870 N/A
Target Aggregated Total N/A N/A N/A
Actual Aggregated Total $56,658,198 $511,835,661 N/A
Shared Savings Aggregated Total (4,116,167)$           ($26,959,791) N/A
Total Savings Earned $0 $0 N/A
Potential ACO Share of Earned Savings $0 $0 N/A
Quality Score 97.19% 96.09% N/A
%of Savings Earned N/A N/A N/A
Achieved Savings -$                         -$                           N/A

Medicare



Medicare SSP Results 2014-2015
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2014+2015 
Aggregate 

Difference from 
Target

2014 Quality 
Score

2015 
Quality 
Score

CHAC (3,004,094.00)$     Reporting Only 97%
OneCare (31,127,911.00)$  89% 96%
VCP* (2,762,048.00)$     92%

Medicare

*VCP participated in Medicare SSP in 2014 only.  



Takeaways from 2015 SSP Results
 Medicaid SSP: 

• CHAC earned modest savings; PMPM declined from 2014 to 2015
• OneCare PMPM financial results farther away from targets
• Overall quality scores improved by 11 percentage points for CHAC and 

10 percentage points for OneCare
 Commercial SSP:

• CHAC and OneCare PMPM financial results closer to targets; no change 
in OneCare’s PMPM from 2014 to 2015; VCP’s farther away from target

• Targets still based on premiums in 2015, rather than claims experience
• Overall quality scores improved by 5 percentage points for CHAC and 2 

percentage points for OneCare; VCP overall quality score declined by 2 
percentage points (still would have qualified VCP for 100% of savings)

 Medicare SSP:
• CHAC and OneCare aggregate financial results farther away from targets; 

Medicare doesn’t report PMPM results
• Quality improved by 7 percentage points for OneCare; 2015 was first 

reporting year for CHAC; both had quality scores greater than 90%

14



Payment Measure Overview

Medicaid and Commercial payment measure set was 
mostly stable between 2014 and 2015; outcome 
measures added in 2015

Multiple years of data for Commercial SSP members 
resulted in adequate denominators for measures with 
look-back periods 

Medicaid “Quality Gate” more rigorous in 2015
Data collection and analysis is challenging, but there 

continues to be impressive collaboration among ACOs in 
clinical data collection

15
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2015 Medicaid Payment Measures

*Maximum points per measure = 3
**No national benchmark; awarded points based on change over time

Measure CHAC Rate/ Percentile/
Points*

OCV  Rate/ Percentile/ 
Points*

All-Cause Readmission 18.31/**/2 Points 18.21/**/2 Points
Adolescent Well-Care Visits 40.16/Below 25th/0 Points 48.09/Above 50th/2 Points

Mental Illness, Follow-Up After 
Hospitalization

50.26/Above 50th/2 Points 57.91/Above 75th/3 Points

Alcohol and Other Drug Dependence 
Treatment

28.82/Above 50th/2 Points 26.86/Above 50th/2 Points

Avoidance of Antibiotics in Adults with 
Acute Bronchitis

20.28/Above 25th/1 Point 30.50/Above 75th/3 Points

Chlamydia Screening 48.03/Below 25th/0 Points 50.09/Below 25th/0 Points

Developmental Screening 12.51/**/2 Points 44.80/**/2 Points

Rate of Hospitalization for People with 
Chronic Conditions (per 100,000)

424.52/**/2 Points 624.84/**/2 Points

Blood Pressure in Control 67.64/Above 75th/3 Points 67.92/Above 75th/3 Points

Diabetes Hemoglobin A1c Poor 
Control (lower rate is better)

22.77/Above 90th/3 Points 21.83/Above 90th/3 Points
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Impact on Payment

Vermont Medicaid Shared Savings Program                                  
Quality Performance Summary - 2015

ACO Name Points 
Earned

Total 
Potential 

Points

% of Total 
Quality 
Points

% of Savings 
Earned*

CHAC 17 30 57% 75%
OneCare 22 30 73% 95%

* if shared savings were earned
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2015 Medicaid Payment Measures: 
Strengths and Opportunities

Strengths:
• 10 of 14 (71%) of ACO results were above the 

national 50th percentile (compared to 10 of 16 in 2014)
• 6 of 14 (43%) were above the 75th percentile 

(compared to 4 of 16 in 2014)
• Both ACOs met the quality gate and CHAC was 

able to share in savings
 Opportunities:

• 4 of 14 (29%) were below the 50th percentile 
(compared to 6 of 16 in 2014)

• Opportunity to improve Chlamydia Screening 
across both ACOs 

• Some variation among ACOs
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2015 Quality Results: Commercial Payment Measures

*Maximum points per measure = 3, except as noted below
** No national benchmark; awarded maximum of 2 points based on change over time

Measure CHAC 
Rate/Percentile/

Points*

OCV 
Rate/Percentile/

Points*

VCP 
Rate/Percentile/

Points*

ACO All-Cause Readmission (lower is better) 0.83/Below 25th/
0 Points

1.05/Below 25th/
0 Points

0.58/Above 90th/
3 Points

Adolescent Well-Care Visits 47.89/Above 75th/
3 points

57.23/Above 75th/
3 Points

54.81/Above 75th/
3 Points

Mental Illness, Follow-Up After 
Hospitalization

N/A (denominator too 
small)

62.75/Above 75th/
3 Points

N/A (denominator 
too small)

Alcohol and Other Drug Dependence 
Treatment

21.48/Below 25th/
0 Points

19.55/Below 25th/
0 Points

22.17/Above 25th/
1 Point

Avoidance of Antibiotics in Adults with Acute 
Bronchitis

15.18/Below 25th/
0 Points

31.60/Above 75th/
3 Points

46.27/Above 90th/
3 Points 

Chlamydia Screening 48.96/Above 75th/
3 Points

50.49/Above 75th/
3 Points

52.22/Above 75th/
3 Points

Rate of Hospitalization for People with 
Chronic Conditions (per 100,000)

197.11/**/
2 Points

99.23/**/
0 Points

12.76/**/
2 Points

Blood Pressure in Control 65.81/Above 75th/
3 Points

70.70/Above 90th/
3 Points

61.29/Above 50th/
2 Points

Diabetes Hemoglobin A1c Poor Control 
(lower rate is better)

20.57/Above 90th/
3 Points

15.13/Above 90th/
3 Points

12.50/Above 90th/
3 Points



Impact on Payment
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ACO Name
Points 
Earned

Total 
Potential 

Points

% of Total 
Quality 
Points

% of Savings 
Earned*

CHAC 14 23 61% 80%
OneCare 18 26 69% 85%
VCP 20 23 87% 100%

Vermont Commercial Shared Savings Program                                                                          
Quality Performance Summary - 2015

*If shared savings had been earned
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2015 Commercial Payment Measures: 
Strengths and Opportunities

Strengths:
• 16 of 22 (73%) of ACO results were above the 

national 50th percentile (compared to 7 of 10 in 2014)
• 15 of 22 (68%) were above the 75th percentile 

(compared to 5 of 10 in 2014)

 Opportunities:
• 6 of 22 (27%) were below the 50th percentile 

(compared to 3 of 10 in 2014)
• Opportunity to improve Alcohol and Other Drug 

Dependence Treatment across all ACOs
• Even when performance compared to benchmarks 

is good, potential to improve some rates  
• Some variation among ACOs

21
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Summary of 2015 Results
Financial results positive for CHAC in Medicaid SSP
No savings in Commercial and Medicare SSPs; 

Commercial targets still based on premiums
CHAC and OneCare movement toward commercial 

targets, decrease in CHAC’s Medicaid PMPM (lower is 
better), and no change in OneCare’s Commercial 
PMPM are encouraging 

 Improvements in overall quality scores for CHAC and 
OneCare; continued high performance for VCP

ACOs working to develop data collection, analytic 
capacity, care management strategies, and population 
health approaches

Collaboration among ACOs, Blueprint, providers, payers
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Questions/Discussion
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Attachment 4:  Population 
Health Plan Overview



POPULATION HEALTH PLAN
Draft Overview for 

Discussion and Comment

October 2016

1



Discussion 
 From your work group’s point of view, how does this 

plan advance your work?

 How well do the goals and recommendations of the 
plan align with yours for moving ahead?

 What else would you want to see in order to get 
behind this plan?  

2



INTRODUCTION AND BACKGROUND
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The Population Health Plan…
 Leverages and builds upon existing priorities, 

strategies, and interventions included in Vermont’s 
State Health Improvement Plan (SHIP) and other state 
initiatives

 Addresses the integration of public health and health 
care delivery

 Leverages payment and delivery models as part of the 
existing health care transformation efforts
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Building on State Innovation Models (SIM/VHCIP) and 
the State Health Improvement Plan (SHIP) 
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Key Definitions
 Health: Health is a state of complete physical, mental, and social 

well-being and not merely the absence of disease or infirmity.
 Population Health: The health outcomes (morbidity mortality, 

quality of life) of a group of individuals, including the 
distribution of such outcomes within the group. 

 Social Determinants of Health: The social 
determinants of health are the 
circumstances in which people are born, 
grow up, live, work, and age, as well as the 
systems put in place to deal with illness. 
These circumstances are in turn shaped by 
a wider set of forces: economics, social 
policies, and politics.

7



FIVE PRINCIPLES FOR IMPROVING 
POPULATION HEALTH 
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1. Use Population-Level Data on Health Trends and Burden of 
Illness to Identify Priorities and Target Action.

2. Focus on Prevention, Wellness, and Well-Being at All Levels –
Individual, Health Care System, and Community. 

3. Address the Multiple Contributors to Health Outcomes
4. Community Partners are Engaged in Integrating Clinical Care 

and Service Delivery with Community-Wide Population 
Prevention Activities.

5. Create Sustainable Funding Models Which Support and 
Reward Improvements in Population Health, including Primary 
Prevention and Wellness.

9

Principles for Improving Population Health



RECOMMENDATIONS
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Policy Levers:

Governance Requirements: include entities that 
have the authority, data/information, and strategies

Care Delivery Requirements and Incentives to move 
from acute care to more coordinated care

Metrics and Data of population health outcomes  

Payment and Financing Methodologies towards 
value-based payment and alternative sustainable 
financing for population health and prevention
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State: Governance Requirements
 Embed governance requirements in Medicaid contracts 

with ACOs and other providers. 

 Require ACOs, through Act 113 of 2016, to include 
public health and prevention leaders in their governing 
entities.

 Create a statewide public/private stakeholder group, 
similar to the Population Health Work Group, that 
recommends activities to State health policy leadership. 

 Expand partnerships to other sectors that impact 
health. Build upon the Governor’s Health in All Policies 
Task Force. 
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Regional: Governance Requirements

 Continue to expand partnerships to other sectors that 
impact health at the community or regional levels 
including housing, business, city and town planners, 
among others. 

 Expand existing Community Collaboratives to meet all 
of the components of Accountable Communities for 
Health.
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SPOTLIGHT: Accountable Communities for Health

An ACH is accountable for the 
health and well-being of the 
entire population in its defined 
geographic area. It supports 
the integration of high-quality 
medical care, mental health 
services, substance use 
treatment, and long-term 
services and supports, and 
incorporates social services. It 
also supports community-wide 
primary and secondary 
prevention efforts.
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Lever: Care Delivery Requirements and Incentives 

 Current: Vermont is utilizing state policy levers to 
create the foundation for payment reforms and care 
delivery reforms to move our health care system from 
acute care to more coordinated care. 

 Future: Expand upon the regional integration started 
with the Community Collaboratives. 

15



Lever: Care Delivery Requirements and Incentives 
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State: Care Delivery Requirements and Incentives 

 Direct the overall flow and distribution of health 
resources within the State.
– Certificate of Need program, Health Resource Allocation 

Plan, Insurance Rate Review, Hospital Budget Review, 
Professional Licensure, and contracting can help the State 

 Set  expectations to demonstrate success
– Healthy Vermonters 2020, the All-Payer Model population 

health measures, and the Vermont Model of Care. 
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Regional Care Delivery Requirements and Incentives 

 Incentivize Community Collaboratives to develop into 
Accountable Communities for Health

 Utilize Prevention Change Packets – developed by VDH 
in collaboration with OneCare – to incorporate 
prevention strategies to improve population health at 
all levels of the health system

18



Lever: Metrics and Data
 Require the collection of specific population health 

metrics
– Track population health measures through the All-Payer 

Model Framework

 Set guidelines to move away from only using clinical, 
claims, and encounter-based metrics. 

 Continue use of population health measures to drive 
statewide priority setting for improvement initiatives 
– for example, inclusion of screening measures for obesity, 

tobacco use, cancer into the payment and reporting quality 
measures for payment reforms. 
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Regional : Metrics and Data

 Use data gathered by hospitals through the Federally 
required Community Health Needs Assessments 
(CHNAs) to determine the highest priority health 
needs of the community and develop an 
implementation strategy to meet those needs.  

 Provide regional-specific data, like that through the 
Blueprint Profiles to each hospital service area. 
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Lever: Payment and Financing Methodologies

 Payment methodologies – how health care providers 
and other organizations are paid for their work 

 Financing methodologies – how funds move through 
the health system

 Two strategies to fund population health goals or 
social determinants of health: 
– Value-based payment models for providers
– Alternative financing models for population health and 

prevention (not grant-based)

21



Lever: Payment and Financing Methodologies

A conceptual model for sustainable financing includes…

 Diverse financing vehicles 

 Balanced portfolio of interventions

 Integrator or backbone organization

 Reinvestment of savings

22



State: Payment and Financing Methodologies
 The Green Mountain Care Board: support hospital 

investment in population health initiatives through its 
Community Health Needs Assessment Policy.

 The Department of Health and Department of Vermont 
Health Access:  increase referral to population health 
management activities by allowing utilization of certain 
codes by clinicians for payment.

 The Agency of Human Services: incorporate mechanisms 
that encourage or require public health accountability in 
value-based contracts.

 Track population health measures through the All-Payer 
Model. 
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Regional: Payment and Financing Methodologies

 Pool resources within a region to support a target a 
specific initiative like food security or ending 
homelessness.

 Reinvest savings in community-wide infrastructure to 
enable healthy lifestyles and opportunity 
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MEASURING SUCCESSFUL PLAN 
IMPLEMENTATION
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Signs we are on the path to success 

 Health system actions are primarily driven by data 
about population health outcomes; goals and targets 
should be tied to these statewide data and priorities 
identified in the State Health Improvement Plan.

 The health system creates health and wellness 
opportunity across the care and age continuum and 
utilizes approaches that recognize the interconnection 
between physical health, mental health and substance 
use, and the underlying societal factors.
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Signs we are on the path to success
 Payment and financing mechanisms are in place for 

prevention strategies in the clinical setting, through 
clinical/community partnerships, and for community 
wide infrastructure and action.

 An expanded number of entities are accountable for 
the health of the community including health care 
providers, public health, community providers and 
others who affect health through their work on 
housing, economic development, transportation, and 
more, resulting in true influences on the social 
determinants of health.
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Discussion 
 From your work group’s point of view, how does this 

plan advance your work?

 How well do the goals and recommendations of the 
plan align with yours for moving ahead?

 What else would you want to see in order to get 
behind this plan?  
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