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Vermont Health Care Innovation Project  
HIE/HIT Work Group Meeting Minutes 

 
Pending Work Group Approval 

 
Date of meeting: Wednesday, March 16, 2016, 9:00am-10:30am, Ash Conference Room, Waterbury State Office Complex, 280 State Drive, Waterbury.    

Agenda Item Discussion Next Steps 
1. Welcome and 
Introductions; 
Minutes Approval  

Simone Rueschemeyer called the meeting to order at 9:01am. A roll call attendance was taken and a quorum was 
present.  
 
Nancy Marinelli made a comment on the minutes – on page 4, change HHA to AAA. Lou McLaren noted the Craig 
Jisenski was also in attendance.  
 
Nancy Marinelli moved to approve the February minutes by exception. Lou McLaren seconded. The minutes were 
approved, with one abstention (Heather Skeels).  

 

2. Update: 
PatientPing 

Julia Sanders from PatientPing provided an update on implementation of the Event Notification System and plans 
for launch.  

• PatientPing is making great progress in planning for rollout.  
• A launch event is being planned for early April (date TBD), likely in Montpelier. It will focus not just on 

Patient Ping as the ENS but more broadly on health care reform activities in Vermont.  
• As PatientPing plans for launch, data is flowing from VITL to PatientPing – providers can being signing up 

for “pings” now.  
• PatientPing is working with OneCare and CHAC – a kick-off discussion with OneCare is this afternoon, and 

CHAC is working on a training event for providers. They are also working to connect with post-acute 
facilities and organizations. PatientPing is also planning local forums with providers and community health 
teams.  

 
The group discussed the following:  

• Will rollouts with OneCare and CHAC include all providers who have agreements with those ACOs? CHAC is 
rolling out PatientPing with full roster of attributed lives. CHAC is managing all socialization with their 
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providers about what this system means. OneCare is launching a tiered approach, focusing on top 5,000 ED 
utilizers. They are working to plan a pilot with this highest-risk population.  

• Will MVP lives (and others excluded from the ACO model) be excluded from the model, or will this include 
all patients that these providers are seeing? This model will not be limited to the ACO realm; the ACOs are 
a starting place. Georgia noted that the next step in rollout will be targeting the Blueprint; ACOs/attributed 
lives were an easy starting place but not the end goal. The State’s contract with PatientPing aims to have 
half of Vermonters’ providers receiving pings.  

• Pings include admission/discharge/transfer information.  
• Funding for PatientPing is 70% State/30% provider. After the initial State funding period, responsibility for 

funding this will fall to providers.  
• What is the patient engagement component? There is minimal member involvement; they may not even 

realize it exists.  
• How will ENS connect to home- and community-based services system? Initial targets are facilities like 

nursing homes and SNFs, but HCBS providers are a next step. PatientPing has a marketing plan to target 
these providers. PatientPing has been working with statewide provider groups and networks to connect 
with these providers, and will ensure that these provider types receive information about launch.  

3. Discussion and 
Next Steps: Shared 
Care Plan Solution  

Georgia Maheras provided an update on the Shared Care Plan (SCP) project (Attachment 3).  
• This builds on significant work over the past year. Project team identified business and technical 

requirements through significant research and interviews with three communities around the state. There 
are at least six solutions in some phase of deployment in the state, with major barriers to implementation 
(sign-on fatigue, consent policy and architecture issues), and sustainability as a significant issue.  

• Possible solutions include a policy solution to address consent architecture and policy; or technical 
solutions. Field of technical solutions is crowded, with solutions from the State (MMISCare), ACOs 
(OneCare’s Care Navigator solution), VCHIP at UVM, and individual communities (Windsor, Newport, and 
Bennington).  

• Staff recommendation: Do not pursue technology solution at this time; instead focus on consent and 
remaining HDI initiatives.  

 
The group discussed the following: 

• Are we okay with there being multiple solutions in the state because care plans are likely to be 
regional/local? It may be that in a year or more we decide to consolidate or pursue a single solution, but 
given SIM’s timeline and funding constraints, the HIT Plan is a natural space for this to land in the 
meantime.  

• Who are the owners where local communities are pursuing these solutions? Hospitals. VCHIP is a Robert 
Wood Johnson Foundation-funded grant.  

• Stefani Hartsfield suggested a presentation/demonstration from each of the six solutions in six months. 
The group was receptive to this idea.  
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• Lou McLaren noted that local control and multiple solutions might be appropriate, given the local flexibility 

we’ve historically granted to CHTs/HSAs.  
• Gabe Epstein noted that a technological solution may be able to accommodate multiple forms. Stefani 

cautioned against developing incompatible solutions in regions across the state, and instead seeking a 
flexible unified solution.  

• Simone Rueschemeyer agreed that we should revisit this topic in six months. 
• Georgia thanked the staff who have worked on this, especially Larry Sandage, Erin Flynn, Shashi Kumar, 

Sue Aranoff, and Gabe Epstein. A final report will be released after final edits. Lou McLaren gave credit to 
staff and leadership for making the hard decision not to seek a solution at this time.  

4. Current Policies 
and Proposed 
Changes to 42 CFR 
Part 2 
Requirements 

Rachel Block presented research and analysis on the Substance Abuse and Mental Health Services Administration’s 
(SAMHSA) proposed changes to 42 CFR Part 2 requirements (Attachment 4). Georgia noted that this is informal 
policy guidance and not legal advice. The State will be providing comments to SAMHSA (not yet written).  

• Rachel added two caveats:  
o This is a proposed rule – it is out for comment. Within the body of the document, there are specific 

areas where they have invited comments. Final rulemaking will consider these comments. There 
could be significant changes based on comments. There is no timeline for publishing the final rule.  

o This presentation focuses specifically on key provisions relevant to this group; it is a high-level. 
• Consent form: Examples included many ways patients could denote understanding, and included from 

whom and to whom information will flow, and how much and what kind of information will be shared. 
• Where does Part 2 Apply? The proposed rule makes more explicit the definition of to whom the rule 

applies, an area of confusion and conflicting readings in the past.  
• E-Rx and Prescription Drug Monitoring Program: SAMHSA chose not to address this.  

 
The group discussed the following.  

• Dale Hackett asked: does care setting matter within the rule? Rachel noted that this is a more complicated 
issue than it might appear, and suggested an offline discussion.  

• Do patients get to decide how much information is shared, and with whom? Rachel’s interpretation is that 
this varies, though patients, in choosing to sign the consent, are choosing to share. Mike Gagnon noted 
that a more flexible “check box” approach would be technically complicated to implement.  

• Ken Gingras commented that the proposed change modernizes the rule from on-paper information sharing 
to transactional, ongoing exchange. His interpretation is that the rule is not so granular as to be impossible 
to implement. Rachel suggested that we need three lenses for this: legal (have we met the legal standard 
of what is described, is there a document to demonstrate that the law is being followed); feasibility (for 
providers and others); and patient preference.  

• Lou McLaren provided an example of how insurers have dealt with similar issues for many years. The 
process is unwieldy, but carriers have been managing to deal with specific, discrete data sets for years. A 
simple yes/no is too limiting for patients. MVP audits provider files within mental health and substance 

Follow up on 
VHCURES 
questions raised 
by Lou McLaren.  
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abuse to ensure they have completed MVP’s form related to information sharing with primary care and 
that the patient has declared whether information can be shared. Rachel noted that if a general 
designation is used in consent (Porter Hospital, for example), there must be a policy to ensure only treating 
providers are accessing information.  

• Ken Gingras commented that there are significant tensions between the needs of carriers and the real-time 
needs of technology like VITL’s.  

• Susan Aranoff commented that she believes that technology will catch up to people’s rights to medical 
privacy. Granularity may be technologically challenging, but informed consent is key when waiving rights.  

• Georgia commented that the State’s process for gathering comments is being led by Alan Sullivan. He is 
convening departments of AHS, as well as Assistant Attorney’s General to those departments, Steve Maier, 
and Georgia. This group will also connect back with IT folks, and will gather feedback from others to inform 
this process as we are today. Comments are due April 11th, so any other thoughts that this group would like 
the State to consider should be communicated before that date.  

• Simone Rueschemeyer noted that Vermont Care Partners will submit comment. VITL will as well. 
• Georgia’s understanding is that ONC hoped for additional clarity from SAMHSA, and that one purpose of 

comment is to ask questions and identify areas of conflict or concern. Steve Maier added that “general 
designation” is a new piece of the rule – a designation could be made to an HIE or similar entity. There 
would need to be documentation of disclosure and ensure that only treating providers can access data.  

• Ken Gingras suggested a discussion among stakeholders about how disclosure and other requirements 
could impact the VHIE.  

• Lou McLaren asked how the recent Supreme Court decision in Gobeille v. Liberty Mutual impacts VHCURES 
and possibly these conversations. She asked whether Craig Jones’s presentation from the 2/17 meeting 
could be revisited in the future in this light. Georgia noted that we can get information quickly about how 
much of VHCURES is self-insured, and look to GMCB for a statement or reaction.  

• Richard Slusky asked if this group has submitted official comment on the HIT Plan. Georgia clarified that it 
was discussed iteratively at least three times, but that there were no official comments submitted. Georgia 
offered to provide meeting minutes to GMCB if appropriate, and will connect with GMCB leadership. 

5. Public 
Comment, Next 
Steps, Wrap-Up, 
and Future 
Meeting Schedules 

Susan Aranoff commented that a State Medicaid Director letter was released on February 29th clarifying federal 
match availability for HIT projects for non-Meaningful Use Eligible providers. Georgia replied that Vermont is 
working to set itself up to take advantage of this by submitting two documents (SMHPD and IAPD) which will be 
approved sequentially. Once these are approved, we can start to request draw down of federal match. She also 
noted that Vermont was on the leading edge of pushing for flexibility in federal Medicaid funds, and we need to 
ensure that seeking flexibility in this area doesn’t result in less flexibility in other areas.  Our goal is to maximize 
federal dollars. 
 
Next Meeting: Wednesday, April 20, 2016, 9:00-11:00am, Ash Conference Room (2nd floor above main entrance), 
Waterbury State Office Complex, 280 State Drive, Waterbury. 
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