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Meeting Agenda
1. Recap of prior meeting discussion

2. Services for inclusion (continued)

3. Potential flexibilities needed for non-hospital service 
inclusion

4. Populations for inclusion 
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Recap of February 28th Meeting
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Services to be Included in a Hospital 
Global Budget – Recap (1 of 3)
• Several group members expressed support for a more inclusive (vs. 

less inclusive) approach to service inclusion in the global budget.

• Group members discussed how to define and capture hospital 
inpatient and outpatient services for operationalizing the global 
budget. Members supported identifying services billed via the UB-04.

• Members noted that patients who remain in the hospital after being 
medically discharged while awaiting placement are an important 
category to consider. These could include patients with long-term care 
needs or behavioral health needs or both. The cost of caring for these 
patients exceeds reimbursement and some have very long stays. If 
included, the model should consider costs for these types of patients, 
as well as expected trends in the volume of these patients.
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Services to be Included in a Hospital 
Global Budget – Recap (2 of 3)
• The group did not identify any inpatient or outpatient services for 

exclusion.

• Members discussed how to define professional services for inclusion in 
the global budget. Members shared that billing for professional services 
can occur through the UB-04 and/or the HCFA 1500 form.

• The group supported including both employed and non-employed 
professional services billed under the hospital’s taxpayer identification 
number (TIN).
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Services to be Included in a Hospital 
Global Budget – Recap (3 of 3)

• The group agreed that non-employed professionals not billed under the 
hospital’s TIN should be excluded given the challenge of holding 
hospitals accountable for the budgets of independent professionals. 
However, the group supported monitoring those expenses and/or 
considering creating a complementary payment model to align 
incentives given the significant spending associated with these services.
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Services for Inclusion 
(continued discussion from 2/28)
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Other Services Owned by Hospitals 
or Corporate Parents

Corporate 
Parent

Hospital A Hospital B

Specialty 
Practice

Primary 
Care 

Practice

Dialysis 
Center

SNF Physician 
Group
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Other Services Owned by Hospitals
Corporate 

Parent

Hospital A Hospital B

Specialty 
Practice

Primary 
Care 

Practice

Dialysis 
Center

SNF Physician 
Group
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Hospital Ownership of Non-Hospital 
Services
Hospitals may own other non-hospital services.  These 
include home health agencies, imaging centers, urgent care 
centers, SNFs, outpatient clinics, etc.

• These may be located within or outside of the hospital’s campus.
• They may or may not be part of the hospital’s license.
• They may be owned by a health system (or other corporate entity), 

rather than by a specific hospital.

We need to consider how to define and identify these hospital 
assets, and make a recommendation about whether the services 
should be included in a global budget.
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Rationale for Considering Inclusion 
of Other Hospital-Owned Services
• Provides expanded revenue predictability to the 

hospital/hospital system
• Protects against shifting care to other hospital-owned services 

that do not have any budget controls
• Incentivizes better coordination across hospital-owned care 

settings

BUT
• Increases complexity of budget development
• Could create different incentives for hospital-owned versus 

non-hospital-owned services.
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Should Global Budgets Include All, Some, or 
None of These Hospital-owned Services?
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Primary Care 
Clinics

Urgent Care 
Clinics

Specialty 
Care Clinics

Mental 
Health or 

Substance 
Use Clinics

Home Health
& Hospice

Skilled 
Nursing 
Facilities

Nursing 
Homes Dialysis Ambulance

If “some” or “all”, should they be phased in over 
time, and if so, based on what prioritization?

Other?



Corporate Parent-Owned Entities
Corporate 

Parent

Hospital A Hospital B

Specialty 
Practice

Primary 
Care 

Practice

Dialysis 
Center

SNF Physician 
Group
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Corporate Parent-Owned Entities
We will now specifically consider questions related to whether 
services are provided by an entity that is owned by a corporate 
parent, rather than by a hospital

1. Should services provided by entities owned by a corporate 
entity that sits above the hospital be included within a global 
budget?

2. Should this vary for different types of services?
3. If they are not included, how should the program address 

"leakage" of patients/services outside of the global budget?
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Blueprint Community Health Teams
As part of Vermont's Blueprint for Health, Community Health 
Teams are employed by hospitals (in most service areas) and 
support primary care practices within a health service area.

Community Health Teams are funded by all insurers through 
capacity payments, scaled by the number of attributed patients 
to the participating primary care practices within the health 
service area.

Discussion: Should Community Health Team payments be 
incorporated within the hospital global budget?
• What are the advantages to doing so? Disadvantages?
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Summary and Next Steps
We have discussed the following for services inclusion:

• Hospital inpatient and outpatient services
• Professional services
• Services provided at other hospital-owned facilities
• Services owned by a corporate parent versus services owned 

by a hospital
• Community Health Teams

We will next move on to additional design questions, but 
may revisit preliminary service inclusion recommendations if the 
group so desires.
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Potential Flexibilities Needed for 
Non-Hospital Service Inclusion



Process for Considering Potential 
Waivers and Flexibilities

• As the Technical Advisory Group works through the hospital 
global budget design and implementation topics, we recognize 
that some components of the model may require changes to or 
waivers of existing state and federal laws and/or regulations.

• Throughout this process, we will ask for your help identifying 
state and federal regulatory and/or statutory barriers that could 
limit or inhibit global budget implementation, and the needed 
state and federal waivers or other flexibilities to address these 
barriers. 

18



Background and Examples of 
Flexibilities
• The CHART model was designed to allow certain Medicare 

waivers and other flexibilities for services inclusion and other 
components of the hospital global model (see Appendix).

• The current VT All-Payer Model contains several Medicare 
waiver flexibilities, some of which could be relevant to a 
hospital global budget (e.g., participation waivers relating to 
physician self-referral law and MIPS).

• Vermont submitted a request to CMMI last fall for ten priority 
flexibilities for the design of the hospital global budget 
component of its new All-Payer Model (see Appendix).
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Barriers and Flexibilities for Services 
Inclusion
Discussion questions:

• What state and federal regulatory and/or statutory barriers may 
need to be addressed to support the inclusion of professional 
services and other non-hospital facility services in the global 
budget?

• What potential waivers or other flexibilities are needed to 
address these barriers? 
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Populations for Inclusion
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Overview of Discussion Topics
We will now seek your input on the following topics related to 
populations for inclusion:

1. Conceptual approach to defining the populations included 
within a hospital global budget

2. Trade-offs involved in choosing a broader or narrower set of 
populations for inclusion

3. Recommendations for inclusion of Medicaid members, 
Medicare FFS beneficiaries and commercially-insured 
members

4. Size thresholds for which commercial payers to include in the 
global budget
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Overall Approach to Population-
Inclusion
A budget can be developed starting with a population or with a 
hospital.
Population-based approach:

• CHART: Was to start with a particular population of beneficiaries residing in a particular 
community, then calculate the population's spending, then calculate a specific hospital's 
share of that spending

Hospital-based approach:
• Maryland's Hospital Payment Program: Calculates one all-payer budget for each hospital that 

applies to (almost) all the patients seen by that hospital (~95% of hospital revenues). The 
budget applies to both MD residents and non-MD residents (with some exemptions).

• Pennsylvania's Rural Hospital Model: Calculates budgets for each hospital, by payer, based on 
the amount of historical revenue for each payer. Budget also applies to non-PA residents.

• Aligns with current GMCB hospital budget review.

We propose to model budgets with a hospital-based approach.
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Carrier A:

What Population Should be Covered 
by a Hospital’s Global Budget?
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Carrier B:

Carrier C:

VT resident Non-resident

A hospital receives revenue from caring 
for patients whose care is paid for by 
different payers/carriers, and who may 
be residents or non-residents. 
• How much of this population (and its 

associated revenue) should we try to 
capture within the global budget?

Hospital 
Revenue:

Commercial

Medicaid

Medicare

Other



Defining the Population: 
General Considerations

Narrower definition:
◦ Implementation may 

be easier
◦ But…risks not having 

enough critical mass to 
drive transformation

◦ Retains multiple 
payment systems
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Broader definition:
◦ More opportunity to 

align on 
transformation goals 
and simplify 
administration

◦ Requires coordinating 
with, and obtaining 
participation of, 
multiple payer entities



Total Hospital Spending for VT 
Residents by Payer Type

26Source: Expenditure Analysis - Resident Perspective | Green Mountain Care Board (vermont.gov)

Data reported are a blend of FY and CY 2019



Five hospitals have more than 10% of charges
from non-VT residents, across all payers
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71% 74%
81% 81% 82%

90% 91% 93% 96% 96% 97% 98% 98% 99%

29% 26%
19% 19% 18%

10% 9% 7%

4% 4% 3% 2% 2% 1%

VT resident vs non-VT resident charges

Non-VT resident

VT resident

Source: Vermont Uniform Hospital Discharge Data System (VUHDDS)

Data reported are for CY 2020.



Medicaid Population: 
VT and Non-VT Resident Charges 
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Medicaid charges as a 
percent of all hospitals 

total payer mix 
charges

Medicaid charges for 
care provided to 

Vermont Medicaid 
members

Medicaid charges for 
care provided to 

Medicaid members 
from other states

17%
(8% of payments)

94% 6%

CY 2020 data
Source: VUHDDS

19%

12% 10%
8%

6%
2% 1% 1% 1% 1% 1% 1% 0.2% 0.2%

% non-resident Medicaid of total hospital Medicaid



Defining the Population: Medicaid
Recommendations for Discussion:
1. We propose inclusion of Vermont Medicaid members (i.e., not 

members of other state programs).
2. We propose to include in our modeling all Vermont Medicaid 

members, regardless of whether they are currently attributed 
to an ACO. Doing so will increase the percentage of revenue 
covered in the global budget.

◦ We recognize that we will need a future discussion of how a 
global budget should intersect with the ACO model.

Are there concerns with this approach?
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Medicare Population: 
VT and Non-VT Resident Charges 
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Medicare FFS charges 
as a percent of 

all hospitals total payer 
mix charges

Medicare FFS charges 
for care provided to 

Vermont Medicare FFS 
members

Medicare FFS charges 
for care provided to 

Medicare FFS 
members from other 

states

48%
(30 % of Payments)

87% 13%

CY 2020
Source: VUHDDS

28% 27%

17% 17% 14%
7% 6% 4% 3% 2% 2% 2% 1% 1%

% non-resident Medicare of total hospital Medicare 



Defining the Population: 
Medicare FFS
Recommendations for Discussion

1. Both the MD and PA models include all Medicare FFS 
beneficiaries. We similarly propose to include all Medicare 
FFS beneficiaries (VT residents and non-VT residents) in the 
model. We also propose to include these beneficiaries 
regardless of whether they are attributed to an ACO or 
another program.

Are there concerns with this approach?
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Commercial Population: 
VT and Non-VT Resident Charges
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Commercial charges 
as a percent of all 

hospital total charges

Commercial charges 
for care provided to 
Vermont members

Commercial charges 
for care provided to 

Commercial members 
from other states

21%

(62 % of payments*)

84% 16%

CY 2020 data
*Includes patient share of payments
Source: VUHDDS

36%

25% 23% 23% 22% 19%
12% 9% 6% 5% 4% 3% 2% 1%

% non-resident Commercial of total hospital Commercial



Enrollment of VT Residents by 
Payer by Line of Business (2020)

Self-insured enrollment 
(VT residents)

Payer % of 
members

Total 
members

BCBS of VT 52% 63,913 

Cigna 46% 56,042 

QCC Insurance 
Company 1% 1,084 

MVP Select Care 1% 947

Other* 1% 751

Total 100% 122,737 
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Fully insured enrollment 
(VT residents)

Payer % of 
members

Total 
members

BCBS of VT 45% 38,784 

MVP Health Plan 41% 34,859 

Cigna 6% 5,156 

MVP Health Services 4% 3,618 

Other 2% 1,339 

UnitedHealthcare 1% 1,158 

The Vermont Health 
Plan 1% 1,074

Total 100% 85,988 

Medicare Advantage enrollment 
(VT residents)

Payer % of 
members

Total 
members

UnitedHealthcare of 
New England 49% 7,658 

UnitedHealthcare 
Insurance Company 40% 6,237 

Sierra Health and 
Life Insurance 
Company

10% 1,519 

Other* 2% 248

Total 100% 15,662 

55% of total commercial lives 38% of total commercial lives 7% of total commercial lives

Source: VT Annual Market Share Report

Data reported are from December 31, 2020
*Refers to payers with less than 500 lives. TRICARE and FEHBP are excluded from commercial 
counts (27K).

Note: since 2020, MA enrollment has increased to 23,375 and two 
additional plans (MVP/UVMHN and BCBSVT) have entered the 
market.



Self-insured Commercial Payments 
Account for Majority of Total Commercial 
Payments for Most Hospitals
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Fully-insured paid 
amount as a percent 
of total commercial

36%

Medicare Advantage 
paid amount as a 
percent of total 

commercial

9%

Self-insured paid 
amount as a percent 
of total commercial

55%*

Source: Vermont Health Care Uniform Reporting and Evaluation System (VHCURES)

Data reported are from CY 2021.
The total represents all payments from insurers and beneficiaries/members.
*The percentage of self-insured reported in VHCURES estimated to be 63% of SI payments in VT, so SI 
payments are inflated to total 100%. 



Defining the Population: 
Commercial

Recommendations for Discussion
1. We propose that for modeling purposes, the commercial 

market should include self-insured, fully-insured, and 
Medicare Advantage.

2. We propose that the model should include all commercially-
insured members (Vermont and non-Vermont residents).

Are there concerns with this approach?

35



Context for Considering Size Thresholds 
for Commercial Insurer Inclusion
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Data reported are from CY 2021
*VHCURES includes all fully-insured and 63% of self-insured 
**Includes BCBS of VT and The Vermont Health Plan
***Includes Harvard Pilgrim, Tufts, and Health Plans, Inc.

Source: Vermont Health Care Uniform Reporting 
and Evaluation System (VHCURES)

Total insurer paid amounts by carrier
(VT residents, VT hospitals), 2021

Carrier Name
Insurer Paid reported to 

VHCURES total*
BCBS of VT** $400,703,763
MVP Health Plan $126,372,138
UnitedHealthcare $78,516,532
Cigna $28,340,772
Aetna $5,898,735
Point 32*** $5,838,935
Blue Cross Blue Shield of FL $5,582,737
Wellpoint $2,985,529
Blue Shield of California $2,163,347
USAble Mutual Insurance Co $1,428,259
Excellus Health Plan $906,263
Humana Insurance Co $172,954

Grand Total $658,909,964

Commercial enrollment (VT residents), 2020

Carrier Name
Fully-

insured
Self-

insured MA Total
BCBS of VT 38,784 63,913 102,697

Cigna 5,156 56,042 61,198

MVP Health Plan 34,859 34,859
UnitedHealthcare of New 
England 7,658 7,658

UnitedHealthcare Insurance 
Company 1,158 6,237 7,395

MVP Health Plan 3,618 3,618

Other 1,339 751 248 2,338

Sierra Health and Life 
Insurance Company 1,519 1,519

QCC Insurance Company 1,084 1,084
The Vermont Health Plan, 
LLC 1,074 1,074

MVP Select Care 947 947

Total 85,988 122,737 15,662 224,387

Source: VT Annual Market Share Report

Data reported are as of December 31, 2020



Insurer and Beneficiary Payments by 
Commercial Carrier and Top Five Insurer 
Payments Historical Three-year Trend
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Commercial carriers total paid reported to VHCURES* (VT 
residents)

Commercial carriers Beneficiary 
paid Insurer paid

BCBS of VT* $41,445,109 $400,703,763
MVP Health Plan $20,764,976 $126,372,138
UnitedHealthcare $9,519,674 $78,516,532
Cigna $4,247,168 $28,340,772
Aetna $768,972 $5,898,735
Point 32 Health** $1,595,162 $5,838,935
Blue Cross Blue Shield of FL $787,615 $5,582,737
Wellpoint $110,054 $2,985,529
Blue Shield of California $162,793 $2,163,347
USAble Mutual Insurance Co $538,802 $1,428,259
Excellus Health Plan $218,550 $906,263
Humana Insurance Co $21,526 $172,954
Total $80,180,400 $658,909,964
Data reported are from CY 2021
*VHCURES includes all fully-insured and 63% of self-insured
**Includes BCBS of VT and The Vermont Health Plan
***Includes Harvard Pilgrim, Tufts, and Health Plans, Inc.

Source: Vermont Health Care Uniform Reporting and Evaluation System (VHCURES)

$5,898,735

$28,340,772

$78,516,532

$126,372,138

$400,703,763

$4,681,989

$23,789,683

$54,929,503

$99,821,655

$355,474,034

$3,648,185

$19,081,674

$50,688,619

$74,570,128

$404,366,579

$0 $100,000,000 $200,000,000 $300,000,000 $400,000,000 $500,000,000

Aetna

Cigna

United
Healthcare

MVP
Health Plan

BCBS of VT

Top five commercial carriers by insurer paid 
amount only* (VT residents)

2019

2020

2021

In 2021, Aetna replaces 
Point 32 Health as #5 when 

considering insurer paid 
amount only

*



Defining the Population: 
Commercial

Discussion Questions to Inform Modeling
1. Should the global budget modeling include all insurers, or the top 3, 5 or 6 

commercial payers (at the state level)?
2. How should the budget address circumstances in which an individual 

hospital's revenue from a given payer is small?
a) Should the model omit revenue from payers for a given hospital if those 

revenues are below $200K? Or should there be a different threshold?
◦ A lower threshold captures more of a hospital's revenue under a global 

budget, but there are likely diminishing returns.

b) Should the threshold be calculated separately by each payer's line of 
business, or applied to all of the payer's lives/revenue at a given hospital?
◦ If applied separately, less of a hospital's revenue would be captured under 

a global budget.  However, there may be administrative and other barriers 
for each payer to have a single budget across its lines of business.
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Wrap-up and Next Meeting
• The next Hospital Global Budget TAG meeting is scheduled for 

Tuesday, March 28th from 10 am – 12 pm.
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Appendix

40



Physician net 
patient revenue 
comprises 16% 
of total hospital 
revenue in 2021

We estimate 60% of 
physicians are affiliated 
with hospitals in Vermont.

Preliminary estimate of 
hospital-owned physician 
net patient revenue is 30-
40% of total physician 
payments for VT residents 
and VT providers**
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2021 Net Patient Revenue by Hospital*

Hospital name Net Patient Hospital 
Revenue

Net Patient 
Physician 
Revenue

Net Patient revenue 
(Hospital and 
Physician)

% Net 
Patient 
Physician 
Revenue

Brattleboro $74,435,331 $0 $74,435,331 0%
Central Vermont $159,631,002 $20,494,765 $180,125,768 11%
Copley $64,386,560 $15,334,107 $79,720,667 19%
Gifford $45,845,287 $9,687,635 $55,532,922 17%
Grace Cottage $16,379,157 $4,207,038 $20,586,195 20%
Mt. Ascutney $43,971,694 $15,942,579 $59,914,273 27%
North Country $77,587,757 $0 $77,587,757 0%
Northeastern $68,160,840 $15,632,754 $83,793,594 19%
Northwestern $75,587,207 $18,631,426 $94,218,633 20%
Porter $60,183,350 $10,831,061 $71,014,410 15%
Rutland $241,736,096 $33,815,753 $275,551,849 12%
Southwestern $120,272,796 $25,046,732 $145,319,528 17%
Springfield $50,588,691 $0 $50,588,691 0%
UVMMC $914,925,663 $218,652,700 $1,133,578,363 19%
Totals $2,013,691,431 $388,276,550 $2,401,967,982 16%

Source: *Hospital Financial Data – Payer Revenue Sheet. Data is as reported , NOT validated.

**Estimated using various data sources: Hospital Financial Data, Expenditure Analysis, 
VHCURES combined.

Estimate of Physician Revenue Billed by Hospitals



Providers located in NH Upper Valley Region 
constitute 13% of total hospital and physician 
spend for Vermont residents in 2021
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50.0%
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Hospital Professional Hospital Professional Hospital Professional

Vermont Providers NH Upper Valley Region
Providers

Other, Outside Vermont

2019 vs 2021 Percent spend by claim type and 
location of care (VT residents)

CY 2019 CY 2021

Medical spend by location and claim type 
(VT residents)

Where care 
was 

received
Claim type 2021 $ 2021 %

Vermont 
Providers
76%

Hospital* $1,650,300,126 48.8%

Professional $910,714,145 26.9%

NH Upper 
Valley 
Region 
Providers
13%

Hospital $358,777,815 10.6%

Professional $83,274,489 2.5%

Other, 
Outside 
Vermont
11%

Hospital $174,853,210 5.2%

Professional $202,934,163 6.0%

Total $3,380,853,948 100%

Data reported is CY 2021
*Hospital includes IP and OP facility 

Source: Patient Migration | Green Mountain Care Board (vermont.gov)



Form 990: Identified Entities, By Hospital 

43

1º Care Urgent 
Care

Specialty HD SNF/ 
NH

Ret. 
Comm.

Home 
Health

Other

Brattleboro Memorial

Copley Hospital (CAH) X

Gifford Medical Center (CAH) X X FQHC

Grace Cottage Hospital (CAH) X Pharmacy

Mt. Ascutney Hospital & Health Center (CAH) X X

North Country Hospital (CAH) X X

Northeastern VT Regional Hospital (CAH) X X

Northwestern Medical Center X X X

Rutland Regional Medical Center X X X

Southwestern VT Medical Center X X X

Springfield Hospital (CAH) X Adult Day, Inpatient 
Psych

Central VT Medical Center X

Porter Medical Center (CAH) X X X

UVMC (AMC) X X UVMHN, 
Ambulance

From Hospital Form 990 Filings of Non-Hospital Facilities (Schedule H) and Related Organizations (Schedule R) only. Related 
organizations can include organizations owned by/related to either the hospital or a corporate parent. 



# Hospitals Owning Each Entity 
Type
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Other: Pharmacy, Inpatient 
Psych, FQHC, Adult Day, 
Ambulance, Medical Group



# Owned Entities by Type
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Other: Pharmacy, Inpatient 
Psych, FQHC, Adult Day, 
Ambulance, Medical Group



CHART Waiver Flexibilities
• The CHART model was to allow Medicare waivers as necessary to allow participant 

hospitals to waive cost sharing for Part B services, provide transportation, and offer 
gift card incentives for chronic disease management programs.

• Additional waiver flexibilities were to include:
• Waiver of certain Medicare Hospital and/or CAH Conditions of Participation (CoPs) – allows a 

rural outpatient department and ER to be paid as if they were classified as a hospital
• SNF 3-Day Rule – waiver of requirement for a 3-day inpatient stay prior to admission to a SNF
• Telehealth expansion (continued post-COVID-19) – allows Medicare providers to engage with 

non-established patients by telehealth
• Care management home visits – allows hospitals to offer home visits in advance of any 

potential hospitalization, and waives homebound requirement for these services
• CAH 96-Hour Certification Rule – waives condition of payment for inpatient CAH services  that 

a physician must certify that a patient is expected to be discharged or transferred to another 
hospital within 96 hours of admission.
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VT’s Requested Flexibilities for New 
CMMI Model (1 of 2)

AHS and GMCB jointly convened the Global Budget Subgroup during the fall 
2022 in order to discuss potential requests for CMMI in the design of the 
hospital global budget component of its new All-Payer Model. The Subgroup 
supported the following ten flexibilities, some of which could entail Medicare 
waiver flexibilities: 

1. Permit flexibility for states to design and implement global budgets for 
other provider and service types. 

2. Permit inclusion of services beyond hospital inpatient and outpatient facility 
services within the global budget. 

3. Permit use of prospective hospital global budget payments that are not 
reconciled to fee-for-service payments. 

4. Permit flexibility for states to create shared incentives for hospitals 
operating under global budgets with other provider types operating under 
separate payment. 
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VT’s Requested Flexibilities for New 
CMMI Model (2 of 2)

5. Permit the use of flexible budgets that adjust for variable costs based on 
utilization fluctuations.

6. Permit flexibility to mandate hospital participation.
7. Permit flexibility in the global budget methodology used with CAHs in 

comparison to PPS hospitals.
8. Require or incentivize Medicare Advantage plans to adopt the State-

adopted global budget model.

9. Permit states flexibility for their global budget designs to be aligned with 
the Medicare global budget design on key parameters, but not identical for 
Medicaid and commercial markets.

10. Permit flexibility in CMS’ role in calculating global budgets for Medicare.
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Using Data to Calculate Global 
Budgets
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• According to most recent publicly available data, 60% of 
Vermont of Vermont providers are affiliated/employed by 
health systems including a single hospital in 2018.*

• There is not one data source that can identify every provider in 
a health system, their related entities, nor the legal 
relationships among those entities.

• To include providers owned by hospitals, we need the 
following information to support modeling:

• A hospital’s/system’s TINs and NPI reference file
• A data source for commercial payer payments that can link to 

TINs/NPIs
• Capitated fees and non-claims-based compensation

Source: Numerator: Agency for Health Care Research and Quality Compendium of Health Systems, 2018; Denominator Vermont Physician Survey 2018



Potential Data Sources to Identify 
Ownership
Data Source Advantages Disadvantages

Medicare Provider 
Enrollment, Chain, and 
Ownership System 
(PECOS)

Based on Tax-Identifiers 
(TINs)

CMS is the single largest health care 
payer in the U.S., and most providers 
participate in Medicare.

Concerns about incomplete and 
inaccurate data

Medicare providers must register with 
the federal government and swear to 
the accuracy of the information during 
the application.

Difficulty identifying for-profit 
health systems and private equity 
ownership

AHRQ Compendium of 
Health Systems

Publicly available list of providers and 
their legal/referral relationships that 
incorporates data from PECOS, IQVIA, 
IRS 990 Forms, and the American 
Hospital Association Annual Survey 
Database.

Reporting period may cause time 
and administrative lag, as well as 
lack of other payer data. Next 
update expected fall 2023.

50The Perils Of PECOS: Using Medicare Administrative Data To Answer Important Policy Questions About Health Care Markets (Health Affairs); Comparative 
Health System Performance Initiative: Compendium of U.S. Health Systems, 2018, Technical Documentation (ahrq.gov)

https://www.healthaffairs.org/do/10.1377/forefront.20201222.615286/
https://www.ahrq.gov/sites/default/files/wysiwyg/chsp/compendium/2018-Compendium-TechDoc-update.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/chsp/compendium/2018-Compendium-TechDoc-update.pdf


Potential Data Sources (continued)
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Data Source Advantages Disadvantages

Commercial payer 
provider network 
information

Captures legal relationships 
between providers for networks and 
contracting

Unsure how to regularly update 
lists and how accurate it is linking 
with payment data

Data may not align across different 
payers, leading to administrative 
burden of collecting and merging 
different data sets for consistent use.

Hospital provider lists
Hospitals will have the best information 
regarding whose claims are billed under 
their TINs.

Variation in payer submission 
requirements may not be accurate.

The Perils Of PECOS: Using Medicare Administrative Data To Answer Important Policy Questions About Health Care Markets (Health Affairs); 
Comparative Health System Performance Initiative: Compendium of U.S. Health Systems, 2018, Technical Documentation (ahrq.gov)
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https://www.ahrq.gov/sites/default/files/wysiwyg/chsp/compendium/2018-Compendium-TechDoc-update.pdf
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