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Objective Today
To illustrate how Maine is trying to 
connect / coordinate / integrate various 
public / community health and health 
care programs to meet future 
expectations of Triple Aim
• Improving population health
• Improving experience of care
• Improving cost of care



How Far To Go Together? (4-3-08)
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Maine Landscape
Maine AF4Q:
• Quality Counts
• Maine Health Management Coalition
• Maine Quality Forum
• Others

MaineCDC
Chronic Disease Partners of Maine

MaineCDC
• District Health Coordinating Councils
• Healthy Maine Partnerships



NPP:  Who is responsible?
Key preventive services
• Primary Care practices
Healthy lifestyle behaviors
• Primary Care/Work/School/Community etc.
Community health index
• Community

Primary Care Community
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CMS/AF4Q Goals (for PCMH Practices)
Inpatient admissions:
• - 6% reduction in respiratory admissions (COPD, Community 

Acquired Pneumonia)
• - 7% reduction in cardiovascular admissions (Heart Failure, 

Coronary Artery Disease)
ED visits:
• - 5% reduction in Emergency Dept visits

Specialties
• - 5% reduction in Specialty Consultation visits

Imaging
• - 5% reduction in Standard Imaging
• - 5% reduction in Advanced Imaging

Total projected savings of $10.21 pmpm per Medicare 
beneficiaries in each practice



ACOs: 3 Tests

1. Accountable for what?
• A defined population’s care across continuum  

2. Accountable to whom?
• Patients, families, payers, the public (with payer

contracts to reward better care and lower costs) 
3. Accountable how?

• Measured value reported to the public
Health outcomes
Health care quality
Costs of care

ACO starter sets proposed by
Brookings-TDI** & Premier 

(See handout for Brookings-TDI)



Proposed Core Measures - 3
Measures of care experiences
• Quality of MD-Patient Interaction
• Health promotion
• Shared decision making
• Access to needed care
• Care coordinated (e.g., CTM-3)

Measures of health outcomes
• Disease status
• Functional status (e.g, vr-12)
• Risk status (e.g., ARD)

Could be computed through patient survey

J. Roski

Getting 
to 

Gretzky
Metrics



Health Systems
Working on some sorts of ACO 
development
Most working on community health
• MaineHealth working with UnitedHealth 

indicators
28 Healthy Maine Partnerships often 
sitting within health systems



Upcoming Bridge Function?
Community Health Teams
• Going beyond the limits of practice based care 

management
• Part of Medical Home and Neighborhood

Patterned after VT and NC
? Pay for population health – Jim Hester
Start up funding:
• MeHAF
• AF4Q 3.0
• CMS Medical Home Demo



Questions
Where do health systems and public/ 
community health
• Overlap?
• Complement?
• Compete?

How to fund
• Does public health get “shared savings”?
• If not, does health system build own capacity in 

era of shrinking budgets?


