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Health Services Network 

Key Components December, 2014 

PCMHs (active PCMHs)  123 

PCPs (unique providers)  644 

Patients (Onpoint attribution) (12/2013) 347,489 

CHT Staff (core) 218 staff (133 FTEs) 

SASH Staff (extenders) 60 FTEs (48 panels) 

Spoke Staff (extenders) 58 staff (39 FTEs) 
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Expenditures & Investments 

Results for Calendar Year 2013 Medicaid 

Estimated 

Medicaid State 

Portion (GF) 

(44.2%) 

Commercial 

Number of Participating Beneficiaries 83,939 83,939 143,961 

Total Blueprint Medical Home Payments $1,857,916  $821,199  $2,978,110  

Total Blueprint CHT Payments $2,010,348  $888,574  $4,717,136  

Total Blueprint Payments Investment Annual $3,868,264  $1,709,773  $7,695,246  

Total Claims Expenditures per Capita (participants) $7,776  $3,437  $4,954  

Total Claims Expenditures per Capita (comparison) $7,877  $3,482  $5,519  

Claims Differential per Capita (participant vs. comparison) ($101) ($45) ($565) 

Total Claims Differential (participants vs. comparison)   *Includes 

expenditures for special Medicaid services (SMS) 
($8,477,839) ($3,747,205) ($81,337,965) 

Blueprint Actual Costs for Admin, Grants & Contracts for SFY13  $4,890,827  $2,161,745    

Total Investment for Blueprint Program (payments + program costs) $8,759,091  $3,871,518  $7,695,246  

Net Cost for Blueprint Program (Changes in Healthcare Expenditures + 

Payments + Program Costs).   
$281,252  $124,313  ($73,642,719) 
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2.7 Budget Neutrality in Year 1 of the MAPCP Demonstration  
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Expenditures & Investments 

1. In CY 2013, total claims based expenditures were $101 ($45 GF) lower for each 

Medicaid participant vs. a similar comparison group (includes special Medicaid 

services). 

  

2. In CY 2013 this resulted in a total savings of $8,477,839 ($3,747,205 GF) for the 

participant group vs. the comparison group. 

 

3. In 2013, the total state and federal investment in the program was $8,759,091 

($3,871,518 GF).  This includes medical home payments, community health team 

payments, and Blueprint Program costs. 

 

4. In 2013, the net cost to the State of Vermont for the Blueprint Program was 

$281,252 ($124,313 GF).  This is the annual cost to the state of Vermont for the 

Blueprint to help organize and guide statewide reforms (primary care, community 

health system, self management, data systems, dashboards and reporting, 

learning health system activities, etc).      
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Expenditures & Investments 

1. The program has been heavily measured and evaluated.  The Blueprint 

evaluation has demonstrated a growing trend in reduced healthcare expenditures 

for MCAID and Commercial beneficiaries.  The independent CMS evaluation 

conducted by RTI has demonstrated similar savings for MCARE beneficiaries.   

 

2. At an exceptionally low cost, the program has helped to establish the basis for a 

novel statewide community health system structure, advanced primary care, 

better integration of medical and non-medical services, and a foundation to 

operate under novel financial models in 2017.   

 

3. Momentum will be lost and some providers will pull out without more adequate 

support thru an increase in medical home and community health team payments. 

 

4. Although savings have been demonstrated, these savings have not been 

captured.  A mechanism is needed to assure that savings are available for 

targeted use such as re-investment in essential services, reduced premiums, or  

reduced out of pocket costs.                
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Transition to Community Health Systems 

Current 

PCMHs & CHTs 

Community Networks 

BP workgroups 

ACO workgroups 

Increasing measurement 

Multiple priorities 

Transition 

Unified Community Collaboratives 

Balanced Leadership Team 

Coordination & Quality Initiatives 

Focus on Core Metrics 

Increase Capacity 

• PCMHs, CHTs 

• Community Networks 

• Improve quality & outcomes 

Community Health Systems 

Novel financing 

Novel payment system 

Regional Organization 

Advanced Primary Care 

More Complete Service Networks 

Population Health 
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Action Steps 

Unified Community Collaboratives (quality, coordination) 

Unified Performance Reporting & Data Utility 

 Increase support for medical homes and community health teams 

Novel medical home payment model 

Administrative efficiencies (insurer quality requirements) 

Strategy for Building Community Health Systems 
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Overview 

 Leadership Team (up to 11member team) 

o 1 local clinical lead from each ACO (2 to 3) 

o 1 local representative from VNA, DA, SASH, AAA, Peds 

o Additional ad hoc members chosen locally 

 Use measure results and comparative data to guide planning 

 Planning & coordination for quality initiatives & service models 

 Project managers provide support (convening, coordination) 

 PCMHs & CHTs participate in quality initiatives 

Unified Community Collaborative (UCC) 



Practice Profiles Evaluate Care Delivery 
Commercial, Medicaid, & Medicare 
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Recommendations 

1. Increase PCMH payment amounts 

2. Shift to a composite measures based payment for PCMHs 

3. Increase CHT payments and capacity 

4. Adjust insurer portion of CHT costs to reflect market share 

Payment Modifications 
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Proposed Payment Modifications  

Base 
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$
P

P
P

M
 

Payment tied to service area results* 

 Performance payment based on benchmarks 

 Improvement payment based on change 

Payment tied to service area results* 

 Performance payment based on benchmarks 

 Improvement payment based on change 

Payment tied to practice activity 

 Participation in UCC initiatives** 

 Recognition on 2014 NCQA standards*** 

     *Incentive to work with UCC partners to improve service area results. 

  **Organize practice and CHT activity as part of at least one UCC quality initiative per year. 

***Payment tied to recognition on NCQA 2014 standards with any qualifying score.  This emphasizes NCQAs  

       priority ‘must pass’ elements while de-emphasizing the documentation required for highest score.   
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Outcomes Services Coordination Incentives Measures 

 Core measures set priorities and provide a statewide framework 

 Portion of medical home payment model tied to community outcomes 

 Community collaboratives guide quality & coordination initiatives 

 Shared interests stimulate goal oriented health services & networks 

 Health System (Accessible, Equitable, Patient Centered, Preventive, Affordable) 

Community Oriented Health Systems 


