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Programs



Vermont Blueprint ContextVermont Blueprint Context
• Relatively good distribution 

of Primary Care Providers 
(PCPs) statewide

– 800 PCPs in 300 practices 
in 13 Hospital Service 
Areas

• Three major health plan 
carriers + Medicaid + 
Medicare

• Most PCPs participate in all 
plans

• History of working together



Funding

Blueprint / State
•Global Commitment
•Catamount Fund
•Federal Funds
•HIT Fund

Grant Support ?

Payer Support
•Medicaid
•BCBS
•Cigna
•MVP

Clinical Transformation
VPQ Coordinated Training
Clinical Microsystems

Provider Incentives
Participation & Training

Community Activation
Local Programs

Self Management
Healthier Living Workshops

Health Information Technology
VPQ Hosted Registry (VHR)

Evaluation
VPQ Registry Reports
VCHIP Chart Review

VITL Health Information Exchange Network

Financial Reform
Enhanced provider payment
Shared costs for CCT

Local Care Support
CCT as shared resource

Prevention
Public Health Specialist on CCT
Local Prevention Team

Health Information Technology
VITL EMR Pilot Project
VPQ Hosted Web Based CIS with eRx

VITL Health Information Exchange Network

Multi payer claims data base
Clinical / demographic  data base
VCHIP NCQA PCMH scoring
VCHIP chart review

Blueprint Communities
(Act 191, 2006)

Programs Products

Blueprint Integrated Pilots
(Act 71 2007, Act 204 2008)

Evaluation Infrastructure

Improved Care Delivery (Diabetes)
IT enhanced care (Diabetes)
Improved self mgmt (HLW attendees)
Local exercise / prevention programs
VHR - Descriptive statistics (Diabetes)
VCHIP – Chart review
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Advanced Medical Home
Improved Care Delivery (General)
Local care support & DM services
Sustainable Financial Reform
Improved Self Mgmt (Multi-faceted)
IT enhanced care
-Chronic disease
-Health maintenance
-eRx

Prevention & Wellness Programs
-Community team
-Evidence based
-Linked with care delivery

Evidence based healthcare process
Routine QA / QI
Evaluation of health impact
Evaluation of financial impact
Predictive modeling (claims / clinical)
Epidemiologic / outcomes research
CCT Utilization Patterns



Bennington

Burlington

St. Johnsbury

Barre

Windsor

Springfield
2005—Initial two pilot Hospital Service

Areas (Diabetes Focus)

Healthier Living Workshops

Community Physical Activity Grants

April 2007

2004—Planning

2003—Launch of the Blueprint

2006—Four new Hospital Service Areas
(Diabetes Focus)

Blueprint DevelopmentBlueprint Development

2006—Statutory Endorsement 

2007— Medical Home Integrated 
Pilots in Statute

2008 - Integrated Medical Home Pilots
(all chronic conditions  + prevention)



The Blueprint is leading a systems based approach to healthcare 
transformation.

As part of this effort integrated pilot programs will be established in 3 
distinct communities across Vermont.

Participating practices in each community will be provided with the 
infrastructure and financial incentives to operate a patient centered 
medical home (PCMH).

Pilot practices will operate with enhanced payment based on meeting 
nationally recognized quality standards, local multidisciplinary care 
support teams including prevention specialists, a web based clinical 
tracking system with eRx, and health information exchange.

Costs for these pilots will be shared, testing a public-private approach 
to healthcare reform 

Pilot Summary



1. Financial reform
- Payment based on NCQA PCMH standards
- Shared costs for Community Care Teams
- Medicaid & commercial payers
- BP subsidizing Medicare

2. Multidisciplinary care support teams (CCT Teams)
- Local care support & population management
- Prevention specialists

3.  Health Information Technology
- Web based clinical tracking system (DocSite)
- Visit planners & population reports
- Electronic prescribing
- Health information exchange network

4.  Community Activation & Prevention
- Prevention specialist as part of CCT
- Community profiles & risk assessments
- Evidence based interventions

5.  Evaluation
- NCQA PCMH score (process quality)
- Clinical process measures
- Health status measures
- Multi payer claims data base

BP Pilot – Healthcare transformation.



Standards



NCQA PCMH 
Points

Average 
PPPM 

Payment

0 0.00

5 0.00

10 0.00

15 0.00

20 0.00

25 1.20

30 1.28

35 1.36

40 1.44

45 1.52

50 1.60

55 1.68

60 1.76

65 1.84

70 1.92

75 2.00

80 2.07

85 2.15

90 2.23

95 2.31

100 2.39

Provider Payment Table
($PPPM for each provider)

Requires 5 of 10 must pass elements

Requires 10 of 10 must pass elements
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Practice Evaluation & Payment Model

VCHIP
Report

NCQA
Review

Start Payment
Retroactive to index date
$ PPPM calculation

-initial NCQA score
-active patient panel

Active patient panel (attribution)
-visit <12 months to practice PCP
-eligibility check

Paid quarterly or Monthly (payer defined)

30
days

30
days

VCHIP
Report

NCQA
Review

6 months

Adjust Payment
Retroactive to 6 month interval date
$ PPPM calculation

-refreshed NCQA score
-refreshed active patient panel

Active patient panel (attribution)
-visit <12 months to practice PCP
-eligibility check

Paid quarterly or Monthly (payer defined)



Primary Care PCMH
-Docs
-NPs
-PAs
-Staff

Community Care Team (CCT)
e.g. NP, RN, MSW, Dietician,
Behavior Specialist, Community 
Health Worker, VDH Public 
Health Specialist

CCT Support
Panel Management
Coaching
Patient / family contact
Assessment
Reinforce treatment plan
Education
Reminders
Self management

Social / Economic Support
Liaison to other programs
Enrollment assistance

Prevention & Self Management
Referral to community programs
Coordinate community programs

Vermont Health Information Platform (VITL)
Referral & care support Education & Improvement Public Health & Prevention

PCMH
Payment reform
Comprehensive guideline based care
Health maintenance & prevention
Chronic conditions
Panel management
Coaching
Reminders
Goal setting
Health IT – planned visits
Health IT – population management
Health IT – eRx
Paper based or EMR practices

Referrals,
Communication
& QI Planning

Model for Health & Prevention



St. Johnsbury Family HC
Chronic Care Coor .5 FTE
Beh. Health Spec. .5 FTE

Concord Health Ctr.
Chronic Care Cood .5 FTE
Beh. Health Spec. .5 FTE

Danville Health Center
Chronic Care Coor .5 FTE
Beh. Health Spec .5 FTE

Corner Medical
Chronic Care Coor 1 FTE
Beh. Health Spec 1 FTE

Other
OVHA Care Managers
Hospital Care Managers
Hospital-based CC Educators
Community-based Advocates

Community Connections
Community Health Workers
CC Comm. Health Worker

VDH District Office
Public Health Specialist
Ladies First CoordinatorCalodenia Int. Medicine

Chronic Care Cood .5 FTE
Beh. Health Spec. .5 FTE

St. Johnsbury 
Community Care Team

Care Integration Coordinator
1 FTE



Behavioral 
Health 

Specialist

Chronic Care 
Coordinator

Community 
Connections

VT Department 
of Health

Community Care 
Managers

(OVHA, AAA, 
Umbrella, etc.)

Physicians

Nurse 
Practitioners

Physician 
Assistants

COMMUNITY 
CARE TEAM

PRIMARY 
CARE OFFICE

St Johnsbury Community Care Team
Referral and Communication Flow Chart 



Chittenden County
Community Care Team

Nurse Lead Manager
1 FTE

Medical Asst.
2 FTEs

Aesculapius

Admin. supp.
.25 FTE Admin. Supp.

.5 FTE

Dr. Moore

Behavioral 
Specialist
.25 FTE

Med. Social 
Worker
1 FTE

Exercise
Physiologist
.25 FTE PD Cert. Diabetic

Educator
1 FTE

Dietitian/
Nutritionist
.25 FTE PD

Health
Educator
1 FTE

Admin. Supp
1 FTE

VDH
Public Health

Specialist



Pilot Site # Provider # Patients
Community Practice

St. Johnsbury
Caledonia Internal Medicine 3 2,011

Concord Health Center 2 2,183

Corner Medical 6 14,500

Danville Health Center 2 3,088

St. Johnsbury Family Health Center 2 2,822

Total St Johnsbury 15 24,604
Burlington

Fletcher Allen Affiliated
Aesculapius Medical Center 9 15,774

Private Practice – Non Affiliated 1 1,800

Total Burlington 10 17,574
Third Pilot (TBD)

Total 25 42,178

Pilot Participants

* Estimated patient panel provided by each practice



Primary Care PCMH
-Docs
-NPs
-Staff

Community Care Team (CCT)
e.g. NP, RN, MSW, Dietician,
Behavior Specialist, 
Community Health Worker, 
VDH Public Health Specialist

Referrals &
Communication

Vermont Health Information Platform (VITL)

Hospital
-Educators
-Transitional care
-Ambulatory center
(wellness programs)

Referral & care support Education & Improvement Public Health & Prevention

Policies and Systems
Local, state, and federal policies and laws,

economic and cultural influences, media

Community
Physical, social and cultural 

environment

Organizations
Schools, worksites, faith-based 

organizations, etc

Relationships
Family, peers, social networks, associations 

Individual
Knowledge, attitudes, 

beliefs 
Adapted from: McElroy KR, Bibeau D, Steckler A, Glanz K. An ecological perspective on health promotion programs. Health Education 
Quarterly 15:351-377, 1988.

Support for evidence based
public health, prevention, 
& policy

Model for Health & Prevention



Community Activation & 
Prevention

Community Inventory
•Resources
•Key health issues
•Meet with key leaders & stakeholders
•Public health designee

Community Snapshot
•Demographic risk factors for chronic disease
•Survey answer risk factors for chronic disease
•Relationship to hospitalizations / costs
•VDH data sources
•VDH health statistics team

Plan Targeted Assessment
•In depth qualitative assessment
•Key stakeholders & community members
•District public health prevention specialists
•VDH health surveillance team
•VDH HPDP team
•Blueprint team

Qualitative Assessment
•Focus groups
•Formal key leader interviews
•Continue interviews until no new themes
•Analyze data
•Test themes in new interviews
•Test ideas / findings in community forums 
•Health surveillance team (data collection)
•District public health prevention specialists
•Blueprint team

Plan Intervention
•Key stakeholders & community members
•District public health prevention specialists
•District Director
•Blueprint team

Community Profile Community Assessment Community Intervention



DocSite
Web Based Health 
Information System

Visit Planners
Individual Patient Care

Reporting Function
Population Management

Electronic Rx

Evaluation
- health process
- health outcomes
- prevention
- epidemiology
- Payment

Plot Site # 2

Plot Site # 1

Model for Health & Prevention

Health Information Environment – Data Transmission

NVRH EMR
System

NCHCs EMR
System

Fletcher Allen
Data Warehouse

VITL / GE
Health Information

Exchange
Infrastructure



Model for Health & Prevention

1. Providers & Community Care Teams can adapt the use of health 
information technology that meets their needs

2. Sites with updated EMR likely to use their system for individual 
patient care

3. Sites with EMR can use DocSite for report generation and 
population management if reporting functions are superior and 
easier to use than those in their EMR

4. Sites without an EMR will be able to use DocSite to support 
individual patient care as well as population management

5. DocSite supports evaluation of clinical process & health status 
measures (common data elements from all sites)

Health Information Environment – Clinical Operations



The purpose of this project is to determine whether providing practices 
with the infrastructure and financial incentives to operate a PCMH, 
thru a public-private partnership, leads to:

1. A sustained increase in practice adherence with nationally 
recognized standards for a PCMH.

2. An increase in the proportion of patients that receive guideline
based care for prevalent chronic conditions and health maintenance. 

3. An increase in the proportion of patients that achieve improved 
control of their chronic health condition

4. A shift from episodic to preventive patterns of care

5. A beneficial shift in the total and / or marginal costs of care

Pilot Objectives



07 / 08 10 / 08 07 / 09 10 / 09 07 / 2010

Pilot # 1

Pilot # 2

Pilot # 3

01 / 09 01 / 2010

•Pilot practices vs practices delivering routine care
•Controlled comparison

•VHCURES – multipayer databaseCost of care & admin measures

•Pilot practices
•Practices in BP communities delivering routine care
•Change from baseline & comparison

•DocSite data base
•VCHIP Chart Review

Health status measures

•Pilot practices 
•Practices in BP communities delivering routine care
•Change from baseline & comparison

•DocSite data base
•VCHIP Chart Review

Clinical process measures

•Pilot practices
•Change from baseline

•NCQA PCMH Score
•VCHIP practice review
•NCQA recognition

PCMH healthcare process quality

Evaluation OutlineData SourceCategory

Blueprint Pilot Timeline & Evaluation 



Contact Information

Craig Jones, MD 
craig.jones@state.vt.us

(802) 828-1354

Lisa Dulsky Watkins, MD
lwatkin@vdh.state.vt.us

(802) 652-2095


