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Using Data to Drive Change
Vermont Blueprint for Health
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Data Aggregation & Quality
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Products

Measurement

 Quality

 Utilization

 Expenditures & Unit Costs

 Patient Experience

 Social, Economic, Behavioral

 Variation & Associations

Products

 Practice Profiles

 HSA Profiles

 Learning System Activities

 Performance Payments

 Outcomes & Impact

 Predictive Modeling

Statewide Data Infrastructure Supports Population 

Health Management: Diabetes Case Study

Craig Jones, MD1  Mary Kate Mohlman, PhD1  David Jorgenson, MS2  

Karl Finison, MA2   Katie McGee, MS3   Hans Kastensmith3



Performance Measurement
Vermont Blueprint for Health example
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Performance Profiles



Using Data to Drive Change
Insights and displays: variation in TCOC & RUI



Using Data to Drive Change
Meeting VBP model goals: Quality, Health & TCOC
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Using Data to Drive Change
Meeting VBP model goals: Quality, Health & TCOC

Outreach Criteria

Diabetes + BP ≥ 140/90 mm/Hg

Diabetes + BP ≤ 90/60 mm/Hg

Diabetes + BMI > 35

Diabetes + HbA1c ≤ 6%

Diabetes + HbA1c > 9%

Diabetes + Insulin

Diabetes + Asthma

Diabetes + COPD

Diabetes + CHF

Diabetes + CHD

Diabetes + Renal Failure

Diabetes + Depression

In press, Craig Jones, MD1  Mary Kate Mohlman, PhD1  David Jorgenson, MS2  Karl Finison, MA2   Katie McGee, MS3   Hans Kastensmith3    AJMC
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Performance guided services

TCOC

Diabetes Quality Composite

Display Associations & Performance

Click on 
practice

Diabetes Care Quality Measures
Practice 
Average

Organization 
Average

Region 
Average

Statewide 
Region

Diabetes Care, Eye Exam (age 18-75)

Diabetes Care, HbA1C Test (age 18-75)
Click on result

Diabetes Care, Kidney Disease Test (age 18-75)

Statin Therapy for Patients with Diabetes 

Display Practice Results for Contributing Measures
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Performance guided services

10/31/2017
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Panel  Report  ______ : Diabetes  Care, HbA1C Test (age 18-75)
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Display Practice Panel Included in Measure along with Actionable Information

Click on measure result
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Learning & Transformation Network

 31 Community Health Team Leaders

 19 Blueprint Practice Facilitators

 14 Blueprint Project Managers

 4 ACO Clinical Quality Leaders

 6 ACO Clinical Consultants
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Building a ‘Data Use Culture’

Key Ingredients

 Meaningful stakeholder group that informs reporting & displays

 Provide information that directly supports care management (individuals)

 Provide information that directly supports outreach & prevention (populations)

 Display performance results that are linked with incentives

 Display comparative performance, highlight variation & drivers

 Support practices use of information to drive operations

 Evaluate and report program impact, culture of transparency



Value Based Health System
Systems Based Approach

Key Ingredients

 Advanced primary care freed up by the right incentive model

 Multi-disciplinary team based services working closely with primary care

 Coordination with community providers (medical, non-medical) to organize 
a more complete approach to population health

 Use of health IT and data (medical, non-medical) to support care 
management, prevention, and measure comparative performance

 Support for providers and practices to assist with transformation and data 
guided continuous improvement …. ‘Data use culture’

 Learning network to share best practices and improve variable performance
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Discussion

Questions & Discussion


