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Today’s Outline:

1. A bit about the overall project (Adam)

2. A bit about SASH (Liz)

3. How SASH helps members improve cardiovascular health (Casey)

4. The cost effectiveness of the SASH cardiovascular health program (Eline)
5. The value and impact of the research for SASH (Liz / Casey)

6. Discussion (you)



Project Background

Overall Project purpose: Study the Impact of a Global All-Payer Reimbursement Scheme on
System Alignment

Studied alignment within each of the three sectors:
* Public health: Community Health Teams

« Alignment of priorities using focus groups, Discrete Choice Experiments, Choice Models
« Medical Care: Primary Care providers

« Measuring the perceived value, usefulness and easy of use of systems using factor analysis

« Social Services: Support and Services at Home (SASH)

« Measuring value using cost effectiveness with Markov state transition models and lifetime
simulations



Project Conclusion: The APM did not
automatically create system alignment

Atherly et al BMC Health Services Research  (2024) 24:1562
https//doi.org/10.1186/s12913-024-11983-0
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Development of a psychometrically valid 2
and reliable measure of primary care providers’
willingness to engage with value based
payments and innovations in care coordination

Adam Alherly", Eline van den Broek: Altenburgz, Alicia Jacabs®, Josiah Mueller*, Carrie Wulfman® and
Constance van Eeghen®

Abstract

Background Most approaches to healthcare reform envision an enhanced role for primary care providers, sup-
ported by innovative payment methodology and improved resources. However, there are currently no instruments
o measure providers' ability and willingness to work with existing tools provided by payers, such as Accountable
Care Organizations (ACO). In this study, we develop and psychometrically test a new instrument to measure provider
engagement with ACOs

Methodology/ approach The instrument was developed based on a self-efficacy theory of the adoption of innova-
tions. We hypothesized two underlying constructs: Ease of Use ('Ease”) and Perceived Usefulness (*Usefulness’). Con-
structs were tested using confirmatory factor analysis. Reliability was assessed with Cronbach's Alpha and convergent
and divergent validity. Survey subjects were Primary Care Praviders engaged with an ACO.

Results Eigenvalue and scree plots indicated the hypothesized two factor model was appropriate. Four questions
failed to load onto a single factar - three from Ease and one from Usefulness. Bath scales have outstanding reliability,
with an Alpha of 0.951 for Usefulness and 0.831 for Fase. For walidity, the results are consistent with our prior hypoth-
eses for convergent and divergent validity.

Conclusions The new instrument is a valid and reliable measure of providers' ability to work with and gain value
from ACO participation,

Practice implications The success of any health care refarm will be highly dependent on primary care providers’
willingness and ability to engage with payers. This instrument provides a new tacl to measure the value and difficulty
of that engagement by primary care providers.

Keywords ‘alue based care, Accountable care organizations, New instrument, Factor analysis, Provider engagement,
Primary care

DOl: 10.1111/1475.6772.14257
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Abstract

Objective: The state of Vermont has a statewide waiver from the centers for medi-
care and medicaid services to allow all-payer Accountable Care Organizations (ACOs).
The Vermont all-payer model (VAPM) waiver is layered upon previous reforms estab-
lishing regional community health teams (CHTs) and medical homes. The waiver is
intended to incentivize healthcare value and quality and create alignment between
health system payers. providers. and CHTs. The objective of this study was to exam-
ine CHT's trade-offs and preferences for health, equity, and spending and the align-
ment with VAPM priorities.

Data Sources/Study Setting: Data were gathered from a survey and discrete choice
experiment among CHT leadership and CHT team members of the 13 CHTs in
Vermont.

Study Design: We used conditional logit models to model the choice as a function of
its characteristics (attributes) and mixed logit models to analyze whether preferences
for programs varied by persons and roles within CHTs.

Data Collection/Extraction Methods: There were &0 respondents who completed
the survey online with 14 choice tasks, with three program options in each task, for a
total sample size of 2520.

Principal Findings: We found that CHTs prioritized programs in the community
health plan and those with quantitative evidence of effectiveness. They were less
likely to choose either programs targeting racial and ethnic minorities or programs
having a small effect on a large population. Preferences did not vary across individual
or community attributes. Program priorities of the VAPM, especially healthcare

Natkin et al. BMC Health Services Research (2023) 23466
https//doiorg/10.1186/512913-023-09423-6
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Community Health Teams: a qualitative study ==
about the factors influencing the decision-
making process

LisaW. Natkin'*, Eline van den Broek: Altenburg', Jamie 5. Benson' and Adam »f\tr‘.r:'rly'2

Abstract

Background The purpase of this study was ta explore the factors influencing how individual Community Health
Teams (CHTs) make decisions about what services to offer and how 1o allocate their resources.

Methoeds We conducted thirteen semi-structured interviews with all 13 CHTs program managers between January
and March, 2021. We analyzed interviewees descriptions of their service offerings, resources allocation, and decision-
making process to identify themes.

Results Four major themes emerged fram the interview data as factors influencing community health team program
managers'decision-making process: commitment to offering high-quality care coordination, Blueprint's stable and
flexible structure, use of data in priority setting, and leveraging cammunity partnerships and local resources.

Conclusions Community-based CHTs with flexible funding allewed programs to tailor service offerings in respanse
o community needs. It is impartant for teams to have access o community-level data. Teams are cultivating and
leveraging community partners 1o increase their care coordination capacity, which is focus of their work, CHTs are a
model for leveraging community partnerships to increase service capacity and pubic engagement in health services
far other states ta replicate.

Keywords Community health, Decision making, Resource allocation, Cammunity health teams, Healthcare reform,
Value-based care

Background the walls of physician’s offices, the work of the CHTs
Community Health Teams (CHTs) have been widely  bridges the gap between clinical care and daily lifestyles.
touted as a population health approach to improve health  Yet relatively few states have developed and funded
outcomes, health equity, and reduce healthcare spending,  statewide networks of CHTs. Funding CHTs is challeng-
and are particularly effective at reducing health dispari-  ing, and the funding model directly influences the role
ties [1-3]. While traditional patient care happens within ~ CHTs play in the healthcare ecosystem [4]. For exam-
ple, CHTs funded as integrated members of primary
care teams necessarily focus services on covered patient
*Comespondence populations; conversely, CHTs funded as independent,
Lisa W Matkin . )
isawattsnathinmgmail com community-based teams theoretically focus on broader
! population health and health equity issues. Despite the

University of Vermant, The Rabert Larner Callege of Medicing,
Burlington, ¥T 05405, United States natantial advantaosac of commnnitvchacad CHTe nric



Today’s Focus: Cost-Effectiveness of
the SASH Program for Cardiovascular
Risk Factors

Study focus: Incremental QALYs and costs from reduced
cardiovascular risk among SASH participants in Vermont.

What I'd like you to take away:

* That preventive services can be evaluated and shown to be an
effective use of resources

 The huge value to all sides of an effective academic-
practitioner partnership

 The many underappreciated ways universities and
practitioners can collaborate
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ABSTRACT

‘Objective: To estimate the cost effectiveness of the Support and Services at Home (SASH) program for health improvements
associated with cardiovascular risk factors. Located in affordable housing units, SH uses wellness approaches to prevent
illness, manage chronic conditions and coordinate care delivery by connecting older adults and individuals with disabilities with
community-based services.

Study Setting and Design: ulated total quality-adjusted life years (QALYs) gained from cardiovascular risk reduction
and program costs using a Markov model.

Data Sources and Analytic Sample: Data on changes in health status, health outcomes, and programmatic costs were drawn
from SASH (primary) data sources from the statewide enrolled population in the original (Vermont) program. Data were col-
lected from 2017 to 2023.

Principal Finding SH reduced total care cular risk factors including increases in appropriate medication use and
reductions in systolic blood pressure. The cost per Q. ined ranged from $8344 to $4013 depending on gender and diabetes.
Conclusions: SASH is a cost-effective approach to improving the health of older adults and individuals with disabilities through
a housing-based community partnership. SASH is emblematic of the “wrong pocket” problem, so replication and funding of the
model are challenging. For greater system efficiency and equity, finding ways to incorporate programs outside the healthcare
system will be required.

1 | Introduction demand for costly institutional care [2, 3]. It can also lead to sub-

stantial cost reductions for both individuals and health systems,

Agingin place—defined as the ab of older adults to live safely icularly when combined with ne- and communi

and independently in their own homes and communities as they rvices [4]. As demographic shifts increase the proportion of

age—is increasingly recognized as a cornerstone of aging poli older adults, supporting aging in place is increasingly a practical

and practice. 3 older populations show that nearly 90% necessity for sustainable long-term care systems.
f older adults in the United States would prefer to remain in

their current homes for as long as possible [1]. Aging in place Successfully ationalizing programs to increase the abil-

has been linked to better mental health, enhanced quality of life, ity of older persons to age in place is a challenge. Individuals




Improving Health, Saving Money

B ot o A Mission: Coordinate and deliver
Housers Health Team person-centered, evidence-based
& care and support to participants
where they live, helping improve or
maintain health and quality of life so
they may live out their days in the
location of their choosing

* Based in nonprofit affordable housing, public housing
authorities & surrounding communities

e Originally part of Vermont’s All-Payer Model (APM)
health-care improvement and payment-reform initiative

* Focus on evidence-based wellness and prevention to
serve whole population
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Statewide Presence

9 HOME HEALTH AGENCIES

Addison County Home Health & Hospice
Bayada

Caledonia Home Health Care & Hospice
Central Vermont Home Health & Hospice
Lamoille Home Health & Hospice
Orleans/Essex Visiting Nurse

Association & Hospice

University of Vermont Health Network
Home Health & Hospice

Visiting Nurse Association & Hospice of the
Southwest Region

Visiting Nurse & Hospice for Vermont & New
Hampshire

22 HOUSING ORGANIZATIONS
Addison County Community Trust
Barre Housing Authority
Bennington Housing Authority
Brattleboro Housing Partnerships
Burlington Housing Authority
Cathedral Square

Champlain Housing Trust
Cornerstone Housing Partners
Downstreet Housing & Community Development
Housing Trust of Rutland County
Lamoille Housing Partnership
Montpelier Housing Authority
National Church Residences
Randolph Area Community Development
Corporation

RuralEdge

Rutland Housing Authority
Springfield Housing Authority

Twin Pines Housing

Valley Village

Vermont State Housing Authority
Windham & Windsor Housing Trust
Winooski Housing Authority

13 HOSPITALS

Brattleboro Memorial Hospital

Central Vermont Medical Center
Copley Hospital

Gifford Health Care

Mt. Ascutney Hospital & Health Center
North County Hospital

Northeastern Vermont Regional Hospital
Northwestern Medical Center

Porter Medical Center

Rutland Regional Medical Center
Southwestern Vermont Medical Center
Springfield Hospital

University of Vermont Medical Center

10 DEVELOPMENTAL, MENTAL HEALTH

& ADDICTION SERVICES

Clara Martin Center

Counseling Service of Addison County
Health Care & Rehabilitation Services
Howard Center

Lamoille County Mental Health

Northeast Kingdom Human Services
Northwestern Counseling & Support Services
Rutland Mental Health Services

United Counseling Service

Washington County Mental Health Services

13 OTHER PARTNERS

Brattleboro Retreat

Community Health Centers (CHCB)

Community Health Centers of the Rutland Region
Elderly Services Inc.

Lamoille Health Partners

Northeast Kingdom Community Action (NEKCA)
Northern Counties Health Care

Northern Tier Center for Health (NOTCH)
Southeastern Vermont Community Action (SEVCA)
Turning Point of Windham County

United Health Alliance

University of Vermont Center on Aging

Winston Prouty



SASH STRUCTURE

Based within affordable housing organizations
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~5 000 ! Participant Profile:
! I
participants, )
ﬁSI I ’: * 52% Medicare Only
)
SUPPORT AND SERVICES , * 29% Dually enrolled
AT . . .
a caring partnership l’ Medlca re/Medlcald

* 60% Hypertension

* Median Age 74

59 participants I

2009 2025
Pilot Start




SASH Interventions to support healthy blood pressure

Annual comprehensive
geriatric nursing
assessment

Identify education, mental
health, social, physical
health, SDOH, needs.

Communication and
shared BP results with
PCP

Healthy living planning
and goal setting on
health

Medication reconciliation
review

1:1 education in people’s
homes on nutrition,
hypertension, stress

reduction, etc

CHW and Wellness nurse
blood pressure
workflows

Exercise and social
classes in community
rooms

Referrals to PCP,
educators, nutritionists,
self-management classes
(HBPSMP)

On site blood pressure
clinics and in home BP
checks

Food, housing security,
and transportation
support

Long term relationships

BP cuff lending library

On site dental clinics




Can a community based
program show that the
gains in health justify the
spending using standard
economic evaluation
approaches?

Are the gains in Quality
Adjusted Life Years
associated with the SASH
program sufficient to justify

the investment?

)

Research
Question



Executive takeaway

6,154 How far below a common US benchmark?
participants analyzed
Statewide Vermont sample across four Cost per QALY gained (USD)
sex/diabetes strata; average follow-up 5.4 $100K/QALY benchmark
years.
Male No Diabetes - $8,344
+O.6 to +1.0 Male Diabetes - $7,388
discounted QALYs gained
Compared with a modeled non-participation Female No Diabetes - $6,688
counterfactual over 20 years.
Female Diabetes . $4,938
S ) S ) 0 $25k $50k $75k $100k

cost per QALY gained

Using the subgroup values reported in Table 4.



Why this study matters

The program sits where aging policy, chronic disease management, and affordability intersect

of older adults prefer to remainin

. of US adults have hypertension, a of Medicare beneficiaries report cost-
their current homes as long as ) : . -
: leading cardiovascular risk factor related medication nonadherence

possible

o . . . Older adults face major CVD exposure; Financial barriers complicate adherence
Aging in place is both a quality-of-life goal . L

. prevention and blood-pressure control and worsen downstream morbidity and
and a system-design challenge. .
matter. spending.

Why SASH is The intervention is designed to connect affordable housing, preventive care, chronic disease management, and community
relevant: supports so that residents can stay healthier at home for longer.

14



How the SASH model works

A housing-based wellness and care-coordination platform

Housing host

Organization and locations across
affordable housing and community
settings.

Annual assessment
Health and wellness
assessment; required at entry
and repeated yearly.

SASH panel
participant

Older adults and people with
disabilities

Care plan + coaching
Person-centered plans,
individual nurse coaching,
medication support.

Group wellness
Health promotion activities
focused on self-management
and prevention.

Care team + partners
Coordinator, wellness nurse,
primary care, hospitals, home
health, public health, and aging
services.

Care coordination

Coordination with hospitals,
primary care, medical homes,
and community services.

15



Methods: Analytic Approach

® (alculate the gains in life years associated with improved
health due to the program

— Empirical evidence shows improvements in numerous
measures of disease, particularly improved blood pressure

® Cost of the program including overhead
® (Calculate the cost per Quality Adjusted Life year Gained

Incremental Cost-Effectiveness Ratio (ICER)

{C‘I - CD)
ICER= ——M—
(E1 - Eﬁ)

C, = cost in intervention group
C; = cost in control group

E; = effect in intervention group
E; = effect in control group




Methods: Modeling Approach

A Markov model was constructed to calculate All participants begin in normal
costs and outcomes. health state, and then move
®  We used a cost-utility analysis, comparing through the model based on
quality-adjusted life years (QALYs) gained to transition probabilities calculated
. the net costs. from their risk factors.

The Markov model includes seven mutually
exclusive states:

— Normal health, -

Haalty

— Acute myocardial infarction (Ml), / \_

— Post-MI, " ——
— Stroke (ischemic and hemorrhagic),

— Post-stroke, \ l

— Congestive heart failure (CHF), % | o : | Post s.-m.')

— Death \ .



What changed during SASH participation

The strongest effect is improved use of hypertension medication; smoking declines modestly

Hypertension medication use (%) M saseine M et Smoking status (%)
70% 68 30%
27
60
24
40 41 17
15 15
35% 15%
13
22
14
6 I 6
Male Male Female Eemale Male Male Female
No Diabetes Diabetes No Diabetes Diabetes No Diabetes Diabetes No Diabetes

Take Away: Hypertension medication use rose sharply in every subgroup while smoking fell by 1-3 percentage points. Cholesterol changed little.

. Baseline

14

Female
Diabetes

B cit

18



Program costs are modest relative to the modeled gains

Annual SASH cost per panel

Commonity health worker - | -7+

Wellness nurse _ $16,640

Supervisor + admin - $13,049

Fringe I 52489

Operating $10,077

Indirect B 511042

Total annual cost: $121,467 Panel assumption: 100 participants

$1,215

average annual cost per participant

Calculated from total panel cost divided by 100
participants.

Important framing choice

The study adopts a health-system perspective.
Program costs are explicit, while many of the benefits
show up elsewhere through lower utilization and
healthier years of life.

19



Participants gain life years and QALYs

Across all four subgroups, modeled outcomes are better with SASH than without it

Discounted QALYs B with sasH Without SASH Discounted life years B with sasH Without SASH
I . I N <

Male No Male No

Diabetes 6.1 Diabetes 7.5
| k= I o

Male Diabetes 4.0 Male Diabetes 4.9

Female No Female No

Diabetes /3 Diabetes o1
I . |

Female Diabetes 51 Female Diabetes 62
0 43 8.5 0 5.3 10.5

Modeled gains range from +0.6 to +1.0 discounted QALYs and +0.8 to +1.3 discounted life years, depending on subgroup.



Cost-effectiveness by subgroup

All modeled subgroup estimates sit far below common US thresholds

Cost per QALY gained (USD) .
Conclusions
$100k/QALY benchmark
Male No Diabetes - $8,344
* Highest subgroup ICER: males
without diabetes (58,344 per
QALY).
Male Diabetes - $7,388
e Lowest subgroup ICER: females
with diabetes (54,938 per QALY).
 Even the highest estimate is well
Female No Diabetes - 26,688 below the $100k/QALY benchmark

used in many US discussions.

Female Diabetes . $4,938

Implication: the economic case looks
strong if payers are willing to finance a
community-based model.

0 $25k S50k $75k $100k



Why scaling is hard: the wrong-pocket problem

The organization that pays for SASH is not necessarily the one that captures the downstream savings

Housing /
community
sector

Hosts the panel, funds
staff, carries visible
program costs.

Discussion

SASH intervention

Assessment, coaching, group
wellness, care coordination,
medication support.

SASH appears cost-effective, but replication is
difficult because savings accrue elsewhere in the
system. Limited funding for wellness nurses is a
specific barrier to expansion.

Healthcare payers

Potentially benefit through
lower utilization, avoided
events, and healthier years.

System-level value

Healthy aging in place, fewer costly

transitions, and better continuity of care.

22



Limitations and likely understatement of value

The model is intentionally conservative in several ways

Conservative model structure

The counterfactual assumes no
deterioration in health over time. The
model also allows only a single
cardiovascular event, which tends to
understate downstream burden and
therefore understate benefits of risk
reduction.

Single-event model; conservative counterfactual

Not every cost or benefit is
modeled

The analysis excludes broader survival
costs, relies on literature-based healthcare
costs rather than observed expenditures,
and focuses only on CVD because validated
risk-transition models were available for
that domain.

CVD-only focus; literature-based cost inputs

Long-term care may
strengthen the case

Only 16% of SASH participants left for
higher levels of care, versus roughly 22%
expected to enter LTC in this age range.
Omitted LTC savings could materially
improve economics.

Possible omitted LTC savings

23



Bottom line

SASH shows how a housing-based partnership can improve cardiovascular risk profiles and
produce strong value-for-money estimates for older adults aging in place.

Health

1 More appropriate medication use, modest smoking improvement, and modeled gains in life years and QALYs.
outcomes

2 Economics Subgroup ICERs reported in Table 4 are all far below common US cost-effectiveness thresholds.

. Policy challenge Scaling requires financing mechanisms that let the organizations funding SASH share in the savings it creates.

Discussion / Questions?



The value of the analysis to SASH

Even more credibility with funders & healthcare partners

Stronger/increased influence with policymakers

Validation of Prevention (it can be measured) keeping people healthy at home has economic value

Support for scaling and replication

Creates a blueprint for future research — what about our impact on long term care, on mental health,
falls prevention, loneliness...

Helps us to reframe SASH as important infrastructure, (a model, a system) not just a program



o E2
TEAMWORK




Thank you for listening!

Let’s Discuss
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