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Vermont Health Care Innovation Project  

Payment Model Design and Implementation Work Group Meeting Minutes 
 

Pending Work Group Approval 
    
Date of meeting: Monday, March 21, 2016, 1:00-3:00pm, DVHA Large Conference Room, 312 Hurricane Lane, Williston. 
    
Agenda Item Discussion Next Steps 
1. Welcome and 
Introductions; 
Approve Meeting 
Minutes 

Cathy Fulton called the meeting to order at 1:04pm. A roll call attendance was taken and a quorum was present.  
  
Susan Aranoff moved to approve the February 2016 meeting minutes by exception. Rick Dooley seconded. The 
minutes were approved with five abstentions (Abe Berman, Mike Del Trecco, Joe Halco, Laural Ruggles, Julia Shaw).  

 

2. Program 
Updates 

Heidi Klein provided an update on the Accountable Communities for Health Peer Learning Lab initiative.  
• The State put out a call for Vermont communities interested in participating in a peer learning opportunity to 

continue to explore the Accountable Communities for Health model. This builds on earlier work by the 
Prevention Institute to develop this model under the supervision of the Population Health Work Group, as 
well as the Unified Community Collaboratives and other work ongoing in the state. This initiative is not part of 
the CMS Accountable Health Communities initiative announced this winter.  

• 10 communities will participate in the Peer Learning Lab, with varied levels of readiness and existing activity.  
• A contract to design learning activities and support communities is in process, and hopefully will be executed 

by next meeting.  
• Staff are currently working on an analysis of participant applications; when the contractor is hired, they will 

start with a needs assessments. 
 
The group discussed the following: 

• Heidi clarified UCCs are key players in all, though not at the center of all communities’ applications.  
• Heidi noted that dates for learning events are not yet set.  
• Cathy Fulton noted that this is just a starting place for continued ongoing work.  
• Key staff working on this initiative have been working closely with staff for the Integrated Communities Care 

Management Learning Collaborative to ensure coordination and collaboration. The ICCMLC focuses on 
integrating care for individuals, whereas this initiative focuses on integrating health care systems with an eye 

Staff will 
distribute a 
link to the ACH 
Peer Learning 
Lab 
Information 
Webinar 
slides.  
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toward prevention and public health. Laural Ruggles noted that in St. Johnsbury, the same organizations are 
involved in both initiatives, but with different representatives at each – care managers and others who 
directly care for patients are attending the ICCMLC, whereas CEOs and other high level leaders are 
participating in the ACH Peer Learning Lab.  

• There is not currently a payment model change associated with this initiative. This is exploratory work, and 
may produce financing recommendations (contrasted with payment model changes).  

• Does the ACH model include services and providers outside of the medical system? Yes. Vermont is 
significantly ahead of many other states in terms of coordination and integration of health care services – this 
adds community-wide prevention.  

• Participants noted that Community Health Team funding continues to be separate from Unified Community 
Collaborative funds.  

3. OneCare 
Vermont Red Cap  

Miriam Sheehy and Mike DeSarno presented on OneCare Vermont’s REDCap initiative. As part of the SSPs, ACOs are 
required to collect data on a randomized sample of patients. In 2014, initial attempt at data collection did not go 
smoothly. In 2015, OneCare used a combination of Excel spreadsheets and a HIPAA-compliant web-based data 
collection tool, REDCap. Miriam and Mike did a walk through of the REDCap system using example data.  

• Patients are pre-loaded into REDCap, along with basic demographic data and tax ID numbers.  
• REDCap is a responsive form that reacts to measure exclusions as clinical data is entered. This supports ease 

of use, data completeness, and integration of this data with a larger dataset.  
• There is some capacity for transferring XML data from hospitals into the system to avoid manual data entry. 

OneCare is working with VITL and is hoping to draw clinical data from the VHIE into an analytics system where 
it would be married to claims data; not yet clear whether or not it would be able to be moved to this system.  

• Currently, manual data entry is done both by ACO staff and at practices.  
• Data can be exported in a variety of files to support development of a consolidated dataset.  

 
The group discussed the following: 

• UVMMC analytics department built the survey logic in-house. 
• This software is free for members of the REDCap Consortium; OneCare uses UVMMC’s license.  
• OneCare had a good experience using this tool in terms of ease and data completeness. Will likely use it again.  
• OneCare has a meeting with CHAC and Healthfirst to discuss and demonstrate this tool.  
• OneCare also did a significant amount of work to analyze its process for data abstraction this year, as well as 

quality improvement systems checks. Data entry is still an error prone area, but drop-downs support higher 
data quality.  

• New technologies are getting better at pulling data out of patient records notes for projects like this to reduce 
the burden on practices and providers. Miriam noted that this is immature technology. Tests at UVMMC have 
shown this takes as many, if not  more, man hours as manual data abstraction. She also noted that OneCare 
does most data abstraction for practices to ease this burden, but that there is still a burden for OneCare staff 
to get trained on the practice’s EMR.  
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• There are very few exceptions that allow for skipping a patient and pulling them from the randomized sample. 

If there is nothing entered, that counts as a fail. Rick Dooley noted that this is an advantage of practices doing 
their own abstraction – they know where information gets hidden within their EMR.  

• Dale Hackett suggested working with the AHEC, which has some tools and support to offer in this area.  
4. Medicaid 
Pathway 

Michael Costa and Selina Hickman provided an update on the Medicaid Pathway project (Attachment 4).  
• Big Goal: Integrated Health System to achieve the Triple Aim. All-Payer Model is only part of this; Medicaid 

Pathway work is pursuing integrated system for services not subject to financial caps – thinking about what 
the future looks like for services and providers not included in the first phase of the All-Payer Model 
(~Medicare A and B services).  

• All-Payer Model is led by AOA and GMCB. 
o “This is an evolution, not a revolution” – building on existing all-payer reforms (i.e., SSPs, Blueprint).  
o Working to agree on a “term sheet” with CMMI now; if agreement is reached, the State will seek to 

enter into a 5-year agreement later this year. Information on the terms and additional details are 
available on the GMCB website.  

o This work on payment models will tie to continued work to support practice transformation.  
• Medicaid Pathway work is led by AHS Central Office. 

o Ensuring delivery reform doesn’t stop for providers not included under APM cap.  
o Continuous cycle, similar to Plan-Do-Study-Act. Building on SIM stakeholder engagement process.   
o DVHA has a key role as a payer. The equivalent of Medicare A&B services accounts for ~35% of 

Medicaid’s payments; the other 65% outside of the APM cap. DMH, DAIL, and VDH ADAP services are 
a large part of this and will be part of the Medicaid Pathway; in addition, there are some TBD 
programs and services, including DCF Child Development & Family Service programs and VDH 
Maternal and Child Health programs. In addition, Integrating Family Services is a model we’ll continue 
to expand.  

o Mental health and substance abuse services are the starting place for this process – the State is 
working with providers of these services to answer process questions now. A group of DAs, SSAs, 
preferred providers are meeting with State staff regularly. There will be an implementation proposal 
by July 2016, and an operational proposal following that. This will require Legislative action for 
implementation. The VHCIP DLTSS Work Group has also engaged in this same planning process with 
support from SIM contractors. Looking to engage with other community providers. 

o Governance: AHS and DVHA are working closely together on this.  
 
The group discussed the following: 

• Dale Hackett asked how this will impact the Medicare system. Medicare will continue to be administered by 
the Federal government. This will change how Medicare pays the ACO. There is no comingling of Medicare 
and Medicaid funds or population. 

• Mike Hall asked whether services not initially included in the regulated services cap eventually be brought 
under the cap. This is a possibility; Selina noted this is part of the Medicaid Pathway idea. Mike Hall suggested 

Slide deck will 
be distributed.  
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development must happen on a parallel track and eventually merge. Michael Costa added that this is evolving 
over time and will be ongoing. Discussions with the federal government have always focused on eventual 
integration; however, the State has been careful to stay away from committing to timelines so that we can 
ensure readiness before additional services are brought under the cap.  

• Mike Hall asked how the tension between commercial payers, Medicaid, and Medicare – “Medicaid does 
heavy lifting and Medicare Trust Fund reaps the benefits” – impacts this work, noting that both 
service/payment reform paths and funding streams need to converge. Non-included services are generally 
Medicaid-funded and under-resourced, and will need to pull some funds from the regulated services side if 
they are to be sufficiently resourced and contribute to decreasing costs. Selina noted that this has been part 
of discussions and negotiations with federal partners. Regulated services are about 7/8ths of Medicare’s 
spending (all but pharmacy), 2/3 of commercial spending, and 1/3 of Medicaid spending. Aligning across 
payers is a significant lever, especially for services that overlap. Federal partners are very interested in 
improving payment parity overall for Medicaid, and in including more services in regulated revenue over time. 
There is no answer at this point in time.  

• Mark Burke expressed concerns about APM and Medicaid Pathway because it requires a new method of 
evaluation. In a non-fee for service system, it’s challenging to assign value to services since payment is no 
longer linked to each individual service. There is currently no accounting method in hospitals to do this, and 
this is a critical business capacity. High-level thinking is good, but the ground-level is still to be developed. 
Selina pointed out that there is work going on at this level – AHS is working with DAs and other providers to 
streamline measurement to reflect what the State needs to know to pay for services. There is still process 
needed at the provider level to develop this area. Alicia Cooper added that Medicaid is building on SIM 
stakeholder work in the early phases of the SSPs to align measures across payers and beneficiary populations 
– this will be a starting point, though there may be opportunities to collect information in new and different 
ways and build on quality improvement.  

• Andrew Garland expressed admiration for Slide 17, Medicaid Pathway Process. He suggested this should be 
the process for APM as well. One of his concerns with APM as a payer is that we haven’t answered all of these 
questions yet, as we move quickly toward payment reform. 

• Andrew Garland noted that there are some things about today’s system that is working, though there are 
some things that are not. He suggested we take care, move to support transformation, and limit backsliding.  

• Susan Aranoff commented that whether or not the status quo is working, we don’t yet know that the ACO 
model is working. She renewed her request to see the results from Year 1 of the Medicaid SSP.  

• Dale Hackett noted that from a consumer perspective, he is concerned that the APM excludes too many 
categories – how will we ensure things get better for consumers? Selina noted this is a key issue, but 
emphasized that the payment side of reforms should not impact consumers – benefits are not changing.  

5. Public Comment There was no additional comment.   
6. Next Steps, and 
Action Items 

Next Meeting: Monday, April 18, 2016, 1:00-3:00pm, DVHA Large Conference Room, 312 Hurricane Lane, Williston  
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