
 
VT Health Care Innovation Project  

Care Models and Care Management Work Group Meeting Minutes 
Pending Work Group Approval 

 
Date of meeting: Tuesday, August 12th, 2014; 9:00 AM to 12:00 PM, Calvin Coolidge Conference Room, 1 National Life Drive, Montpelier, VT. 
 
 

Agenda Item Discussion Next Steps 
1. Welcome and 
Introductions,  
Approval of meeting 
minutes  

Nancy Eldridge called the meeting to order at 9:05 and asked for a motion to approve the July meeting 
minutes. Laural Ruggles moved approval of the July meeting minutes as is, and Dale Hackett seconded the 
motion. There was no discussion, and Georgia Maheras took a role call vote. The motion passed 
unanimously.  

 

 

2. Co-Chairs Update  As part of the co-chair update, Nancy indicated that the problem statement was included as Attachment 2 in 
the meeting handouts. Nancy noted that the group requested that the reference to the Office of Quality and 
Care Management be removed from the definition of Care Management. Staff will make that change and 
ensure that all previous feedback is incorporated. An updated version reflecting this edit and any others will 
be distributed to the work group.   
 

 

3. Response to 
Questions on 
Integrated 
Community Learning 
Collaborative  
 

Nancy reviewed Attachment 3: Memo re Response to Questions on Integrated Community Learning 
Collaborative, and indicated that this memo offers a summary of questions and comments received by work 
group members and others since the learning collaborative planning group presented its proposal at last 
month’s in-person meeting, as well as responses to the questions offered by the planning group. Nancy 
opened up the floor to further questions/comments, and the discussion proceeded as follows:  

• Dale Hackett asked the following series of questions: Can the learning collaborative operate 
effectively within Medicaid as well as ACOs? How will the learning collaborative incorporate best 
practices? How will best practices be embraced at the community level?  Pat Jones responded by 
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saying that this learning collaborative is an effort to break some new ground by looking at the best 
ways to integrate care management services at the community level. The planning group has 
reviewed  the literature around best practices in this area, including team based care, shared plans of 
care, integrated communities, etc. That said we are trying to test models that don’t have a great deal 
of research and application to date. Laural Ruggles also added that she thinks it is good to start with 
something that is proven, but then you have to adapt it to fit the needs of your community. It is 
important to have the freedom to innovate based on the needs of the community.  

• Pat Jones also shared a question that Dale had previously posed to the group, related to what field 
support (if any) will be offered through the learning collaborative to support people and participants 
at the community level. Pat noted that although the planning group explored opportunities to 
participate in national learning collaboratives in this arena, the decision was made to build local 
capacity internally within Vermont so that these resources can be utilized beyond the time frame of 
the learning collaborative. Moreover, additional field support will be offered to the pilot 
communities via the facilitators that will be hired to support the collaborative.  Pat also indicated 
that those who voted on this proposal at the August 6 VHCIP Steering Committee unanimously 
agreed to recommend the funding.  
 

4. Summary of Care 
Management 
Inventory Survey 
Responses 
 
 
 
 

Nancy summarized the number of responses to the care management inventory survey and introduced 
Christine Hughes from Bailit Health Purchasing to review Attachment 4, Care Management Survey 
Responses, Summary Presentation. Christine reviewed the power point presentation, which is focused on the 
first six questions of the survey, and offers information on who the respondents are, where they are 
providing services, and what services are being provided. Additional information on the survey results will be 
presented at the September in-person meeting. Discussion of the presentation ensued, including the 
following comments/questions:  

• Joyce Gallimore noted that regarding respondent categorization, Blueprint community health teams 
often cross over with FQHC activities. She noted that no change is necessary in the categorization, 
but she agrees that there is a certain degree of overlap amongst the respondent categories. 

• Regarding slide 10, Dale asked if there would be confusion regarding the categorization of DVHA 
(VCCI’s) response, as DVHA could be categorized as a state agency or a payer. Pat responded that 
because VCCI operates like a health plan care management program, in this case it should be 
categorized as a payer.  

• Regarding slide 17, Pat noted that there is an error in the figure for the number of organizations that 
responded, and that the correct number should be 3.  

• Dale Hackett asked what is included in the definition of special services management. Pat referenced 
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the definition provided to survey respondents as indicated on slide 12 and noted that we tried to 
define the categories so that the same person wouldn’t end up in multiple categories. For purposes 
of the survey, special services is meant to describe services for people who need ongoing special 
services for an undefined period of time.  

• Pat reminded the group that this particular presentation is focused on the demographics of the 
survey and who responded. Next month we will bring more information, and ultimately a detailed 
analysis of the survey will be incorporated into a report that will be shared with the work group.  

• Steve Dickens asked if the group would be able to access information regarding, for example, how 
individual health plans responded to the questions. Michael Bailit noted that it may also be 
interesting to look at these results from a consumer centric point of view; for example, how do 
consumers view the services they are receiving? Perhaps a qualitative consumer survey could be 
utilized to sample consumers who are served by one or more of these programs to get a sense of 
how many care managers they are interacting with, and for which types of services. Pat noted that 
the learning collaborative may offer an opportunity to better gauge the consumer perspective. 
Georgia Maheras also indicated that the state fields multiple consumer surveys that we could use to 
get a sense of this information. Marge Houy observed that the data shows some interesting 
opportunities for cross-organization collaboration.  
 

5. DLTSS Work Group 
Presentation: 
Proposed DLTSS 
Model of Care 
 
 
 

Nancy introduced Deborah Lisi-Baker, co-chair of the Disability and Long Term Services and Supports (DLTSS) 
work group, and Susan Besio of PHPG, consultant to the DLTSS work group, to present Attachment 5, 
Proposed DLTSS Model of Care Presentation. Deborah began the presentation by noting that it includes “core 
elements” of a care model that can be utilized across diverse settings and populations, and that it 
incorporates best practices on many levels.  It is applicable to all settings and populations, and is not specific 
to just the DLTSS population. Furthermore, the model includes elements of person centered planning, 
decision making tools, consumer involvement, and a collaborative team model. The systems and practices 
should be applicable for people of all backgrounds, institutional and non-institutional settings.  The model 
highlights the importance of working across and collaborating amongst all settings and sectors.  
 
Deborah then turned the presentation over to Susan who reviewed the slides in more detail. Discussion of 
the presentation ensued, and the following comments/questions were raised:  
 

• Laural Ruggles commented that she likes how the presentation focuses on core elements that can be 
broadly applicable, as we don’t want to create more silos by grouping people into models. It’s good 
that the elements can be applied across populations. She then asked how many people might be 
falling through the cracks (e.g., those who could benefit from care management but are not 
connected to a care manager in any way).  Susan responded that when a similar analysis was done in 
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preparation for the duals demonstration, 1/3 of the 22,000 dual eligible population was not receiving 
care management (roughly 7,500 individuals). If we extrapolate that figure to the broader Medicaid 
population receiving DLTSS services, 1/3 could be roughly 12,000 people. This is only a proxy as the 
analysis has not been done. Furthermore, Susan noted that people enrolled in commercial plans and 
Medicare aren’t necessarily receiving the full spectrum of services that they need, because these 
services aren’t always covered.  

• Deborah commented that people’s health is constantly changing and they can move in and out of 
needing particular services. Steve Dickens agreed, and further commented that there are many 
people who have been functioning with disabilities for a long time, but then something happens and 
their needs change. It is important to capture those evolving needs as soon as possible. The PCP’s 
office is a good place to start, but there may be other potential venues. 

• Susan noted that the single point of contact is key so that the needs of the individual can be followed 
over time. She noted that CHTs can be focused on short term interventions, and asked if they could 
be the single point of contact on an ongoing basis. Laural responded that it depends on who is 
involved. They don’t typically function as case managers, but they are able to find the right person. 
There are no eligibility criteria for CHT services, and CHTs know how to access resources that are 
available for people and can direct them to those resources. Laural also noted that the integrated 
care plan is hard given current HIT infrastructure. Although we may not be there electronically, care 
plans could be shared on paper in the interim.  

• Marlys Waller asked about people who want to manage their own services as an individual or family 
but don’t have adequate resources. Deborah noted that the goal is not to give people more 
coordination than they want. The single point of contact could work behind the scenes to avoid the 
need for individuals and families to interact with so many people.  

• Mary Moulton commented that in Washington County the CRT population is slightly over 300 and 
about 130 (1/3) needed a PCP and/or more coordination. About 15% of those served on an 
outpatient basis have not seen a PCP in the last year. They decided to shift care coordination to the 
person that the patient thinks is the best fit. Washington County is trying this model out, and they 
recognize that there are HIT challenges. Whatever approach it is, it needs to be team based. She also 
noted that these services could take more time than a care manager has, and asked how it could be 
funded. Susan responded that the Medicaid health home program could be an option, which offers 
90/10 funding for 8 quarters, and offers funding on an ongoing basis for “health home services”.  
Additional research needs to be done to explore the feasibility of this option moving forward. 
Another funding opportunity was identified via the federal Mental Health Act adopted earlier this 
year, but this will take some time to unfold. It would potentially be a one year planning grant, but full 
funding would not be available until 2017.  

• Jenney Samuelson commented that CHTs have staff embedded in PCPs who are doing long term 
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management, as well as doing assessments to connect patients with specialized services. 
Furthermore, she commented that regarding the joint care plan, if the family is acting as their own 
single point of contact, they need to share their care plan with someone so the providers can be 
aware and help coordinate on their behalf.  

• Dale Hackett commented that we don’t have a sense of how much money we are spending on care 
coordination right now, so it is difficult to know how much more we would spend. He also noted that 
this model may be challenging to people and may cause discomfort, but that doesn’t mean it isn’t 
the right thing.  

 
6. Proposed Process 
for Developing Care 
Management 
Standards 
 

Nancy Eldridge introduced this agenda item by drawing the group’s attention to Attachment 6, Timeline re 
Proposed Process for Developing Care Management Standards. She explained that the staff and co-chairs 
suggest that we bifurcate the development of the aspirational standards with operationalizing and assessing 
compliance with the standards. At the next meeting, staff, co-chairs and consultants will bring broad care 
management principles for work group consideration. A smaller working group would be utilized in the 
future to better understand implementation and compliance needs. 
 
Discussion ensued and the following comments/questions were posed:   
 

• Madeleine Mongan commented that the NCQA standards are a nationally recognized source, but she 
wondered about the source of recognition for the other standards. Erin noted that slide 15 of the 
DLTSS model of care presentation offers sources for those best practice elements contained within. 
Madeleine asked if those sources could be distributed to the work group, and Susan Besio noted that 
she will pull those documents together for distribution.  

• Jenney Samuelson asked how we will reflect updates to the NCQA standards as they are generally 
updated from time to time. Georgia responded that just as with many other elements of the ACO 
programmatic standards, we will have on opportunity to reflect on needed updates on a periodic 
(perhaps annual) basis.  

• Pat reminded the group that in the case of the NCQA standards, we are looking at the ACO Level 
standards, although they do build on elements of the PCMH standards. The intent in not to include 
excessive detail or to require all care management activities to be centralized at the ACO. Rather, the 
approach so far is to indicate that the ACO should ensure that certain are management standards are 
met, either by the ACO or by its participating providers.  
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7. Next Steps, Wrap-
Up and Future 
Meeting Schedule  

 
Next Meeting: Tuesday September 9th, 10:00 am – 12:00 pm, ACCD - Calvin Coolidge Conference Room, 1 
National Life Drive, Montpelier 
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