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Context: Some background on Vermont

Overview of Vermont health care reform
Summary of the major initiatives in Act 191 (2006)
Status and potential enhancements

Current initiatives on controlling medical costs
Chronic illness care
Payment reform for primary care

Cost control recommendations for 2008 session

Discussion: Questions for Rl




|. Context; Vermont Snapshot

600,000 total population

9615 square miles/
24,900 square kilometers

800 primary care providers
in 300 practices in 13
Hospital Service Areas

Joint Legislative Commission on
Health Care Reform

Created 2005

Charter
recommend health care reform legislation
monitor health reform initiatives
Executive branch clearly responsible for
implementation

10 members: 4 representatives, 4
senators, 2 appointees by governor




Three Tiered Approach

Establish and update long term strategy
Developed strategy for Act 191

Assess and update strategy between
sessions

Establish 12-18 mo operating plan
Budget
Major milestones/timetable

Oversight of project management for
major initiatives: exception basis

The players in VT reform

State Government
Executive and Legislative branches
Dept. of Health, Dept. of Insurance
Providers
Front line: MD, NP, PA, RN and office staff
VVermont Association of Hospitals and Health Systems
Vermont Medical Society.
Insurers — publicly and privately funded
UVM College of Medicine
Area Health Education Centers
Vermont Child Health Improvement Program
Local and national QI erganizations
Vermont Program for Quality in' Health Care (VPQHC)
Institute for Healthcare Improvement (IHI)
Vermont Information Technology Leaders (VITL)
Patients and families




Five Years of Preparation

Focus on Chronic lliness Care
Sickest 10% study group (2001)
VPQHC/IHI learning collaboratives (2002-5)
Public/private partnership in Blueprint for
Health (2004)

Health Information Technology
Hospital association study group (2004)
Statewide Regional Health Inf. Org. (VITL)
(2005)

Two early reform efforts
Coalition 21: Guiding principles for reform
(2004-5)
Legislature: Single payer plan vetoed (2005)

Health Reform Legislation

240/0]6
Act 191 ‘Catamount Health’
Begin implementation
2007

Continue implementation of Act 191

Enhance Act 191 (Acts 70, 71)
chronic care pilots and benchmarks
Electronic Medical Record pilot
Commission reassess long term strategy
Five workgroups: 5/07 to 11/07
Recommendations for 2008 session




Framework for Strategy Review

Objectives
Make progress towards six health reform principles
Ensure that the health reform initiatives touch more Vermonters
Prioritize initiatives to ensure best use of limited state resources
Leverage state resources through effective private/public
partnerships

General Questions

Are the major initiatives of Act 191 on track to achieve their
objectives, or are significant modifications necessary?

What new major initiatives should be recommended for
legislative action in the 2008 session

[I. Overview of VT Act 191

Increase insurance affordability-reduce uninsured
(10% to 4% by 2010, $45 million/yr in 2010)
Catamount Health/ Plan
new commercial offering
Premium subsidy:
Employer sponsored insurance: premium subsidy.
Expand Medicaid outreach
“Bend the curve” of medical costs
Blueprint for Health: Chronic lliness Care ($5 million)
Immunizations ($4 million)
Support health information technology ($1
million)
VITL Health Information Exchange Network , pilot
projects and state-wide technology plan




Catamount Health Funding

Tobacco & cigarette taxes ($9 M)

Employer assessment for uninsured
employees ($365/ employee/yr. $12 M)

Individual premiums ($10 M)

Federal Medicaid matching funds for.
premium subsidies for Catamount
Health & ESI ($15 M)

Status: Catamount Health

Major outreach by wide range of advocates and
organizations
New products offered beginning 10/1/07
Publicity campaign started 11/1/07
As of 11/30/07

250calls /day

2700 people eligible for premium assistance

1000 applications for Catamount received
750 enrolled

2010 Projection: enroll 19,000, 7% uninsured




Expanding Affordable Coverage
to More Vermonters: 2008

Uninsured: Make better progress towards the
goal of 4% uninsured
Expanding to the underinsured:

~ 10% of population

Focus on small groups, individuals

Provide new affordable options
Publicly funded reinsurance (HealthyNY)
Wellness/disease management (Healthy Blue Living,
HEALTHpact)

Stabilize the non group (individual) market?

Status: Health I as catalyst for
performance improvement

Statewide health information exchange
network (VITL) operational
Pilot programs implemented
Medication history for ER patients
Chronic Care Information System
Statewide health IT plan completed

Pilot program for PCP MD Electronic
Medical Record




Using IT as a catalyst for reform:
2008

Electronic Health Record: full
implementation of VITL pilot program
($20-25 M over five years)

Design statewide e-prescribing program

lll. Bending the Medical Cost Curve

Every system is perfectly designed to

achieve the results it yields. If you want to

change the results, you have to change

the system.

Drivers of Difference in Level of Expenses
Price: Andersen Health Affairs,

Waste:
McKinsey Global Institute (2007)

Elliott Fisher: Annals of Int Med (2003), Health
Affairs (2007)




Drivers of Difference In Level of
Expenses

Price: Gerard Andersen, It's the Prices,
Stupid: Why the US is so Different From Other
Countries”, Health Affairs (2003)

Waste:
McKinsey Global Institute (2007)

Elliott Fisher: Annals of Int Med (2003), Health
Affairs (2007)

Andersen: Price

International perspective (US vs. OECD)
Per capita expenses: US = 2.3 times median

Per capita capacity: Number of MD’s, hospital
beds, CT scanners similar

Use: MD visits, hospital admissions & days lower

Price:

US Physicians better compensated. Mare than 7 times
average American employee earnings vs. less than 3
times in other industrialized countries

Hospital cost per day: twice OECD average
Prescription; drug prices

Individual states cannot address




Bending the Medical Cost Curve

Drivers of higher trend

Increasing prevalence of treatable illness Ken
Thorpe Health Affairs (2006)

Future: Obesity and other factors continue to
drive increases (CDC 10 year projections)

Most health care Is for
chronic conditions

Care for people with chronic conditions
accounts for:

78% of health care spending

76% of hospital admissions

72% of all physician visits

88% of all prescriptions filled

10



Chronic lliness:
Prevalent, Expensive, Poor Quality

Percent of Vermonter Adults
with Chronic Diseases

cilda.

None 1 or more 2 or more 3 or more 4 or more

IaII ages- 65+

Reducing diabetes deaths
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What Is the Blueprint?

Evidence based: the Chronic Care Model does
Improve process and outcome for people with
chronic disease
Statewide, coordinated experiment in finding the
most powerful tools to improve care at the
community level
Public private partnership of government and private
organizations engaged in fundamental change in:
the delivery of chronic care
prevention of chronic disease to Vermont citizens.

Goal: improve the outcomes for Vermonters with
chronic illness

The Model for Chronic Disease
Care
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Blueprint for Health

Implement Chronic Care Model in open system
Implement all' six components to support best practice
Add public health/prevention element
Build ‘systemness’ at community level

Community pilots based on hospital service area
2005-6: 2 pilot communities
2006-7: added 3 new pilots
2011: statewide (14 communities)
Public/private partnership managed by Executive
Director in Governor’s office
Three major commercial insurers plus Medicaid
Hospital association and medical society.
Business community
Key state agencies

Blueprint Components

Community Activation and Support
Self Management

Primary Care Practices

Information Systems

Health Systems and Payment Reform
Public Health and Disease Prevention
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Funding the Blueprint

Blueprint Infermation Proportion off hotal
Expenditures System VVermont Health
Expenditure Care Expenditures
Proportion

I B

The Blueprint has been nearly exclusively supported through general funds
appropriated by the Vermont Legislature.

What Is going well?

Change is happening in pilot communities
Doctors are changing care patterns
Planned visits
Engaging better with self managing patients (story)
Doctors like using better data to manage patients

Doctors have learned new methods of process
improvement from the Blueprint
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Bennington Pilot Successes

88% of providers are participating

Over 2000 patients with diabetes are entered in the

registry
Registry produces reports for doctors:
Recall lists for patients with abnormal labs
Patient summary sheets for the chart
Teaching sheets for the patient
Population and outcomes reports for the practice
Self management
8 trained facilitators
Community
2006- 1237 people completed a walking program

“We are doing today’s work today, because of the
Clinical Microsystems process”

P.W. — Bennington physician participating in the
Blueprint
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Self Management

Healthier Living Workshops

Evidence-base program developed by Kate Lorig,

RN, DrPH
Successful statewide spread

Office -based coaching pilot
Collaboration - UVM and VDH

Information Systems
Patient portal planned

Information Systems

Vermont Healthi Record

VVermont Diabetes Information
System:“thick vs. thin” registry

Chronic Care Information System

Vermont Information Technology
Leaders health information

exchange
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Next stage of pilots

Payment reform for primary care
Medical home model

Three tiered: base case rate/capitation, care
management fee, pay 4 performance

Uniform model: 3 major commercial payers,
Medicaid

Community based care coordination

17



Financial Restructuring

Work with payers to establish sustainable program
Community Care Teams (supported by payers, cost shi  ft)
Common payment structure that is acceptable to pro viders

Simplified payment methods

Vermont Blueprint for Health

An Evolution to Coordinated Care & Prevention

Integrated Model
*Systems based
*Sustainable
BP_Communities *Generalizable
Routine “Culture change L
healthcare «Clinical microsystems «Scalable :
delivery *Self management -Compre_henswe CCM
*Community *Prevention
*VHR «Health information platform
*Routine analysis & reporting
*Evaluation & improvement
eFinancial restructuring

18



I\VV. Next steps in cost control

Current initiatives are not sufficient to bend the
medical cost curve

Continued increases in medical costs above the
rate of general inflation & revenue growth is the
single greatest threat to health care reform

Recommendations for 2008
Prevention of chronic illness

Expanded payment reform to create stronger
incentives

Challenge: Preventing Chronic
lliness

How could we achieve breakthrough
Improvements in the effectiveness of our
prevention/healthy living initiatives?

What changes in our public health

infrastructure are needed to achieve this?
Chronic illness vs. infectious disease
Analogy with smoking cessation
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Determinants of Health and Their Contribution to Pr emature Death

Schroeder S. N Engl J Med 2007;357:1221-1228

Numbers of U.S. Deaths from Behavioral Causes, 2000

Schroeder S. N Engl J Med 2007;357:1221-1228
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Reduce Chronic lliness by
Reducing Obesity

Achieve breakthrough improvements in

prevention/healthy living initiatives: reverse the
obesity trend

Focus on improving diet and physical activity.
Stable, core funding of state resources

Community centered interventions coordinated
by Dept of Health

Multi-tiered intervention including communities,
schools, employers and providers

Model for Health & Prevention

Hospital

Providers Referrals & CCM Support
-Educators St M SUDDOILL

D Communication «Patient / family contact
" PRGN -Docs
-Transitional care _NPs *Assessment

-Ambulatory center _Staff *Reinforce treatment plan
(wellness programs) «Education

Community Care Team (CCT) :g:;ﬂﬁgﬁ: TG
e.g. NP, RN, MSW, Dietician, 9
Behavior Specialist, " .
i Social / Economic suppor
Community Health Worker, Social / Economic Support

VDH Public Health Specialist CAUEISE o Gl [FrgEnTs
*Enroliment assistance

- Prevention & Self Management
Local, state, and federal policies and laws,

i and cultural i i *Referral to community program
economic and cultural influences, media 'Coordinate COI’T]IT]Unity progran

Physical, social and cultural
environment

Schools, worksites, faith-based
organizations, etc

Support for evidence base
] —_— - public health, prevention,

Family, peers, social networks, associations N

& policy

Knowledge, attitudes,
beliefs

== Referral & care support Education & Improvement Public Health & Prevention



Payment reform: Phase ||

Build on payment reform for primary care

IHI Triple Aim

Objectives: population health, per capita cost,
patient experience

Reward behavior you want to encourage
Restructure hospital and physician

incentives at community level:
Accountable Care Organization

Accountable Care Organization

Large enough population to support
meaningful measures of performance

Cover broad spectrum of care settings:
primary, specialist, hospital, ete.

Have shared savings incentive as first step
to more fundamental payment reform

Goal: design Vermont pilot program for
potential implementation in 2009
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Summary

Vermont health reform: we've made a
good start in implementing a balanced
reform effort, but we have a long way to
go. Controlling medical costs will'be a long
term challenge

Analogy: Into Thin Air

V. Discussion: Questions for RI

Where to start in re-engineering the care
delivery system? Is chronic illness a good fit?

How to build your local knowledge? Is a limited
number of pilot communities an appropriate,
feasible model?

What are vehicles for building true partnerships?
Medical care/public health
Between public agencies
Public/private
How identify/recruit leadership?
Medical: physicians key.
Executive/implementation: Blueprint Exec. Dir
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