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VT Health Care Innovation Project  

Population Health Work Group Meeting Agenda 
 

Date: Tuesday December 8, 2015 Time: 2:30-4:00 pm 
Location ACCD - Calvin Coolidge Conference Room, 1 National Life Drive, Montpelier 

Call-In Number: 1-877-273-4202;   Passcode:  420-323-867 
 

All Participants: Please ensure that you sign in on the attendance sheet the will be circularized at the beginning of the meeting, Thank you. 

 

 

 

  

A   AGENDA 

Item # 
 

Time Topic Presenter Relevant Attachments Action 
# 

1 2:30 
Welcome, roll call and agenda review 

Tracy 
Dolan  

Attachment 1:  Agenda  

2 2:35 
Approval of Minutes 

Karen Hein Attachment 2: Minutes 
 

 

3 2:40 
Accountable Communities for Health: Phase II 

 Share design 

 Identify desired outcomes  

 Discuss questions, concerns, necessary support to 
communities that are part of the peer learning  

 

 
Attachment 3: ACCOUNTABLE 
COMMUNITIES FOR HEALTH 
LEARNING SYSTEM PROPOSAL 

 

4 3:00 
Report From Small Groups  
 

Heidi Klein  
  

4 3:45 
Population Health Plan RFP 
 

Tracy 
Dolan  
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OPEN ACTION ITEM LOG 

Date 
Added     

Action 
Number 

Assigned 
to: 

Action /Status Due  
Date 

Date  
Closed 

    .   

       

       

       

 



Attachment 2: Minutes
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Vermont Health Care Innovation Project  
Population Health Work Group Meeting Minutes 

Pending Work Group Approval 

Date of meeting: September 15, 2015; 2:30 PM – 4:00 PM; Calvin Coolidge Conference Room, National Life Building, Montpelier 

Agenda Item Discussion Next Steps 
1. Welcome, Roll
Call, & Agenda 
Review  

Tracy Dolan called the meeting to order at 2:32pm.  
A roll call attendance was taken and a quorum was not present. 

2. Project Changes
and Work Group 
Continuity 

Tracy Dolan introduced Georgia Maheras, VHCIP Project Director who discussed the upcoming project 
reorganization from the information included in the materials packet. 

Project Reorganization: 
There are five main components of the VHCIP: 

• Project/Program Management
• Evaluation
• Care Delivery and Practice Transformation
• Health Data Infrastructure
• Payment Model Design and Implementation

The reorganization plan merges several groups and their respective work plans. 
• The new Payment Model Design and Implementation Work Group will incorporate the QPM, Population

Health and DLTSS Work Groups’ work plans, activities, and members. 
• The new Care Delivery and Practice Transformation Work Group will encompass the CMCM and DLTSS

Work Groups’ work plans, activities, and members, as well as the provider sub-grant program. 
• The new Health Data Infrastructure Work Group will replace the HIE/HIT Work Group.
• The current Workforce Work Group, established via executive order, will not change.
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Agenda Item Discussion Next Steps 
 
 
Memberships are being reviewed and established now.  Participants are invited to self-select membership and 
one or two alternates, and provide us with feedback.  We are requesting this by the end of this week (9/18/15) 
 
New meetings will begin in October and will continue through 2016. 
 
Workplan coordination is underway to ensure that milestones are appropriately allocated to work groups and that 
no milestones are missing.   
 
Website redesign and organization is underway. 
Monthly status reports are being restructured to be more logical and easier to find and read. 
 
Tracy Dolan added that the Population Health Work Group will join the new Payment reform group to ensure that 
the lens of population health is applied to the conversations that will now be happening in the same room.  The 
group does, however, have some unique work to do on its own, such as the Population Health Plan.  As well there 
are conversations to be had around sustainability.  For example, looking beyond payment models to potential 
other sources of financing to help foster population health improvement initiatives in a sustainable manner.  How 
do we pay for population health and prevention in an ongoing way?  Jim Hester is working on a short white paper 
on this topic. 
 
Miriam Sheehy commented that merging the groups is a great idea.  The overlap and synergy between some of 
the groups is evident so having everyone together is going to be a good move.   
 

3. Approval of 
Minutes  

A quorum was not achieved.  

4. Accountable 
Communities for 
Health  

Accountable Communities for Health: A discussion about next steps 
 
Heidi Klein reviewed the 9 core elements of the Accountable Community for Health (ACH). 
 
At the last work group meeting, participants reviewed the recommendations from the Prevention Institute and 
the key strategic questions from the Center for Health Care Strategies.  Heidi has now put together a proposal 
that outlines potential next steps and topics for further discussion as the group continues to consider the creation 
of an ACH. 
 
The high level vision of an ACH would be to ‘align and mutually reinforce evidence based strategies in a 
geographic area to improve specific health outcomes.’ 
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Agenda Item Discussion Next Steps 
Goals – two tiers 

1) State level -- Pulled from state health improvement plan – focus on chronic disease, mental health and 
substance abuse, and immunization  

2) Regional level -- combined the goals of the emerging UCCs and the Community Health Needs (CHN) 
assessments in which hospitals engage as a mechanism for providing a foundation to determine regional 
goals for population health improvement. 

 
Josh Plavin commented that the federal requirements for CHN plans at the hospitals can be leveraged for 
activities and initiatives that we’re talking about.   
 
What do we need:  Core indicators at the regional level as well as the statewide goals. 
There might be a few different places from which to draw these. 
 
Next steps: 
Bring together the people who are already working towards the goals of an Accountable Community for Health 
from different communities around the state.  Consider how to build on existing efforts to  integrate  services for 
individuals and expanding it to the next circle out to the community wide population health improvement.  These 
innovators will be brought together to : 

• Learn with and from one another 
• Identify the practical steps and developmental stages in creating an Accountable Community for Health 
• Inform the development of necessary state level policy and guidance to support regional efforts. 

 
Ex: housing for a couple of high needs patients versus addressing housing for the larger community need. 
 
Laural Ruggles offered her thoughts on what she views as missing from the overall proposal: 

• Health in all Policies 
• Community Development people 

 
What do we mean when we say health in all policies?  Getting the SOV more involved and bringing non-health 
partners and more teeth to the table in terms of making regulations and policies that include health 
improvement. 
 
Sue Aranoff commented that in her review of the hospital budget approval process that it is hard to find concrete 
data on the amount of funding spent on the social and economic contributors to health outomes.  In her review, 
there are a couple of line items in the hospital budgets that appear to be aligned with this work.  She suggested 
that it would be helpful  to collect the data and analyze it to help determine how hospital funds are allocated and 
consider shift towards integration of care and community wide strategies to improve population health.   
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Agenda Item Discussion Next Steps 
 
Laural Ruggles pointed out that hospitals are not allowed to make as much money as is needed to get the work 
done – which is why we need to bring in more stakeholders to help with these efforts. 
 
Jim Hester – the guidance from the state could also include structured guidance toward those policy levers. 
 
Tracy added that it would also be beneficial to be more specific about the kinds of things that are working in the 
regional groups and around the state.  The proposal for the next step for ACHs is to bring together existing leaders 
to learn from and with one another. 
 
Mark Companion from the Vermont Housing Development Board introduced himself and indicated that he’s been 
working on bringing his organization’s services to a broader set of recipients and that housing services can play an 
essential part of the ACH structure.  He suggested that social impact bonds, such as those as being pursued by 
AHS are a good vehicle for funding – and the driver is housing – and not healthcare. 
 
The groups discussed the notion of breaking down the barriers between various work areas, and that it is a mighty 
task to “learn our world” of healthcare.  The ACH is a great way to bring those barriers down because in that 
model all the players are coming together. 
 
How do we engage those who are already on the ground doing this work, but not overwhelm them? 
 
Jenney Samuelson offered a comment that so many of the people involved in this effort are already convening in 
some forum or another –and some of these groups just cannot take another group to convene.  So maybe the 
opportunity is to fund and support the initiatives they are already contemplating. 
 
Laural Ruggles added that we should be meeting the community where they’re at. 
 
Heidi then spoke of how the Population Health Work Group has some funding to help create the space for 
bringing together groups to think about what the next steps might be for moving toward an ACH model. 
 
Jim Hester questioned if we want to put some of our resources toward starting the next wave of these kinds of 
initiatives.  
 
Kim McClellan asked if there is one place to know where the various communities or regional efforts are at in 
terms of these 9 core elements or other similar initiatives.  We do know what’s happening at the UCC level thanks 
to Miriam Sheehy capturing that on an on-going basis.  We have not yet created an assessment or inventory of 
activities beyond the UCC. 
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Agenda Item Discussion Next Steps 
Jesse de la Rosa noted the need to share what we have learned already with others who have not been engaged 
in the VHCIP project.  He suggested that perhaps there’s a way to film/record the initial summit of these 
conversations that could then be used as an outreach to those kinds of communities who are feeling 
disenfranchised.  Now is the time for awareness-raising. 

4. Next Steps Karen Hein closed the meeting with a look ahead.   
The Population Health Work Group has morphed  and will become part of the payment models new larger group.   
And the group will continue to meet quarterly  to review progress on the Population Health Plan– perhaps the 
next date in December.   
 
Please watch your inbox in the coming weeks for new VHCIP meeting invitations! 

 

  















Attachment 3: ACCOUNTABLE 
COMMUNITIES FOR 

HEALTH LEARNING SYSTEM 
PROPOSAL



ACCOUNTABLE COMMUNITIES FOR 
HEALTH LEARNING SYSTEM PROPOSAL

December, 2015



Background
 VHCIP contracted with the Prevention Institute, a 
nationally recognized non‐profit based in Oakland, to 
explore the ACH concept, identify communities in 
Vermont and nationwide that are early leaders in this 
field, and develop recommendations to support 
Vermont in moving toward this model. 
– Report, “Accountable Communities for Health: 
Opportunities and Recommendations” (July 2015)

– Prevention Institute also presented findings and 
recommendations to the Population Health Work Group; 
Tracy Dolan presented them to the Steering Committee in 
August.
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Key Concepts
 Engages a broad set of partners outside of healthcare to 

improve overall population health; 
 Brings together major medical care, mental and 

behavioral and social services, across a geographic area, 
and requires them to operate as partners rather than 
competitors while also connecting systems set up to 
integrate/coordinate services for individuals with 
community‐wide prevention efforts; 

 Focuses on the health of all residents in a geographic 
area rather than just a patient panel; and  

 Identifies multiple strands of resources that can be 
applied to ACH‐defined objectives that explore the 
potential for redirecting savings from healthcare costs 
in order to sustain collaborative efforts.
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Core Elements of the ACH Model

1. Mission
2. Multi‐Sectoral Partnership
3. Integrator Organization
4. Governance
5. Data and Indicators
6. Strategy and Implementation
7. Community Member Engagement
8. Communications
9. Sustainable Funding 
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Accountable Communities for Health Learning System

 Goal: Explore this concept with interested 
communities to support them in building 
Accountable Communities for Health from the 
ground up. 
– Communities will learn with and from one another and 
from national innovators;

– Identify the practical steps and developmental stages in 
creating an Accountable Community for Health; and

– Inform the development of necessary state‐level policy 
and guidance to support regional efforts.
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 Modeled after the Integrated Communities Care 
Management Learning Collaborative, which has had 
high community interest and engagement.
– 12‐month project, with 3‐month planning/design phase
– Combination of full‐day in‐person learning sessions; 
webinars to reinforce concepts and discuss progress and 
challenges; and local facilitation to support ongoing 
community‐level work.

• Quarterly learning sessions and webinars would 
engage national experts as faculty.

• Ongoing facilitative support will help communities pull 
together local leadership; identify potential integrators; 
review existing data and systems; and determine 
opportunities for increased coordination/connection.
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 Community interest is high
– Six community efforts in Vermont were profiled for the 

Prevention Institute’s report: 
• Rise VT (Franklin and Grand Isle Counties)
• St. Johnsbury Collective Impact (Caledonia and Southern 
Essex Counties)

• Environment Community Opportunity Sustainability 
(Chittenden County)

• Windsor Health Service Area Accountable Care Community 
for Health (Windsor County)

• ReThink Health Upper Connecticut River Valley (Upper 
Valley)

• Accountable Community (Windham County)
– Additional communities have expressed interest in continued 

engagement and support
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Proposed Budget
Proposed budget draws from Integrated Communities Care 
Management Learning Collaborative budget estimates and 
actual Cohort 1 costs.

 Planning and Curriculum Design (Contractual): $50,000
 Faculty for Learning Sessions/Webinars (Other): $40,000 
 Facility Fees for Learning Sessions (Other): $16,000
 Logistical Support (Contractual): $25,000
 Supplies: $1,000
 Community Facilitators: $100,000
 Estimated Total: $232,000
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QUESTIONS?



Phase II Implementation

Who:
Who should be invited to participate?

What are some basic eligibility criteria for participation?

How: 
What  existing resources/guidance  related to the nine 
core elements can be shared with emerging ACHs?

What must we develop before we convene the 
participants?
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