
VT Health Care Innovation Project 
Practice Transformation Work Group Meeting Agenda 

April 5th, 2016; 10:00 AM to 12:00 PM 
AHS - WSOC Oak Conference Room, 280 State Drive, Waterbury, VT 

Call-In Number:  1-877-273-4202; Passcode 2252454 
  

Item # Time Frame Topic Relevant Attachments Vote To Be 
Taken 

1 10:00 – 10:10 

Welcome & Introductions; Approval of Minutes  
 

Deborah Lisi-Baker and Laural Ruggles 

Attachment 1:  March meeting 
minutes 

 

Yes 
(approval of 

minutes) 

2 10:10 – 10:30 

 
Accountable Community for Health, Peer Learning Lab 
Update 
 

Heidi Klein  

 
  

3 10:30  – 11:30 

Integrated Health System Update – All Payer Model and 
Medicaid Pathway 
 
Michael Costa and Selina Hickman 

Attachment 3: All Payer Model and 
Medicaid Pathway Presentation  

 

4 11:30 - 11:50 

Updates:  
• Integrated Communities Care Management 

Learning Collaborative  
• Core Competency Training  

 
Erin Flynn and Pat Jones 

Attachment 4: Core Competency 
Training Update 

 

5 11:50 – 12:00 
Wrap-Up and Next Steps; Plans for Next Meeting  
   





Attachment 1:  March 
meeting minutes
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Vermont Health Care Innovation Project  

Practice Transformation Work Group Meeting Minutes 
 

Pending Work Group Approval 
  
Date of meeting: March 8 2, 2016; 10:00 AM to 12:00 PM; Red Oak Room, State Office Complex, 280 State Drive, Waterbury, VT 

Agenda Item Discussion Next Steps 
1. Welcome, 

Introductions 
 
Approval of 
minutes 
  

Deborah Lisi-Baker opened the meeting at 10:03.   
Laural Ruggles was introduced as the new co-chair of the work group!   
 
Roll call was postponed and taken up later in the meeting and a quorum was present.  Sue Aranoff made a motion 
to approve the minutes of the last meeting by exception; Molly Dugan seconded the motion.  The minutes were 
approved with 1 abstention: Patty Launer.   
 

 

2. Windsor 
Integrated 
Communities 
Care 
Management 
Learning 
Collaborative 
Team 
Presentation 

Care Coordination Presentation 
Jill Lord, RN, MS, Director of Community Health Services, Project Manager Blueprint for Health 
Nancy McCullough, RN, MS, CDE, Care Coordinator Mt. Ascutney Physicians Practice 
 
Jill Lord presented from the materials in the meeting packet and introduced the members of the Windsor 
Community Health Team. 
 
She began with the observation that ‘care coordination’ sounds simple and should be simple, but they’re learning 
much work remains to be done.  At the center of the care is the Patient – the goal is to improve the quality of care 
the patient is provided and engage them in the process. This is a transformation in the way that they have 
traditionally approached the process. 
 
Using the judgement and expertise of the team, they identified people that they thought could benefit from 
improved care coordination and recruited them to participate in the Integrated Communities Care Management 
Learning Collaborative (ICCMLC). The ICCMLC has provided tools and techniques based on best practices from 
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Agenda Item Discussion Next Steps 
national experts, and communities have taken these tools and techniques back to the community and tried them 
out.  They started with 6 patients, and will expand over time. 
 
They described how the use of these tools has changed the way they approach care coordination – formerly, care 
coordinators ‘in white coats’ would have sat across the table from the patient and essentially decided for the 
patient what is important.  Now, using tools like the Camden Cards and Eco-mapping, the patient selects their 
primary goals and categorizes them in order of importance.   
 
They further described the interagency shared care planning process, and gave examples of how tools such as 
Camden Cards, Eco-Mapping and inter-agency care conferencing assist in gathering information that ultimately is 
populated in the shared care plan. Examples of these are described on page 32 of the materials packet.  
Ultimately, these goals represent what the patient feels are important.  This process has resulted in a review of 
items that may have previously not been included in a patient’s plan of care, such as financial and insurance goals, 
which can be significant barriers to obtaining adequate or on-going care.  As well, the eco-mapping process allows 
the patient to explore more deeply a network of supports to include more individuals or agencies that may not 
have been included before.  As well, the Camden Cards have also allowed patients to more clearly define things 
that are important to them.  The group then reviewed two case studies included in the materials packet. 
 
The Windsor team has also identified opportunities for measurement and are working with OneCare to obtain a 
baseline of the patient panel and then measure again after one year of this kind of care coordination and 
improved self-management.  The relationships that are built within the care team are invaluable, and notably, the 
sharing of resources across the multiple agencies has resulted in new resources that they previously may not have 
been aware of.  As well, the patient, in having an active role in their care coordination is seeing the value in the 
process.   
 
Dion LaShay conveyed his appreciation of the work.  Molly Dugan asked about patients who are not so attached 
and don’t already have a set of care givers around them, how would you choose a lead care coordinator in that 
case?  The answer is that they’d look for any agencies involved with the patient and see who is the person who is 
able to make the most connections (for example, in the medical home) and often the lead care coordinator 
becomes very clear.  That said, it is typical that the person who does the original outreach may not be best suited 
as the lead care coordinator, and in that case it can and has changed. For example, they’ve had a patient chose to 
change their lead care coordinator to someone at SASH because they have a stronger relationship with them.  In 
both of the examples cited, the patient chose the lead care coordinator themselves.   
 
Kirsten Murphy commented on how important it is to highlight a person’s strengths and reflect them in the care 
plans; in one case, the patient was very smart and technology-savvy; in another case, the patient was able to use 
his phone and did not hesitate to use it – despite being illiterate, he was able to use his phone to call for help if 
mail came that he could not read, so he was able to communicate and ask for help when needed. 
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Agenda Item Discussion Next Steps 
3. Regional 

Blueprint/ACO 
Committee 
Presentation:  

Morrisville HSA 
Medication 
Reconciliation 
Initiative 

Morrisville HSA Medication Reconciliation Initiative 
Elise McKenna, Blueprint Project Manager, Morrisville HSA 
Corey Perpall, CHSLV QI Director/CHT Lead 
 
Elise McKenna – Blue Print Project manager from Morrisville, presented.  The Medication Reconciliation project 
began in November 2015, building on a prior project done a few years earlier on a smaller scale.  The new project 
idea was to utilize home health home visits and target those patients 65 or older who are being discharged home 
from Copley Hospital and live in Lamoille County.  Once consent is received, the home health agency is provided 
with a list of medications from the primary care office, the discharge summary and during a home visit, the lists 
are compared and medications are reconciled. 
 
The project is conducting evaluation based on the following data:  

• Monthly data report by Home Health at UCC meeting 
• Six month review to determine if any patients that received this service had a 30-day readmission 

 
Further, Home Health is collecting the following data: 

• Number of patients discharged from Copley Hospital that meet criteria 
• Number of patients refusing the service 
• Number of patients already connected to Home Health 
• Number medication reconciliations with discrepancies 
• Number of patients who receive the medication reconciliation service that are readmitted to the hospital 

 
Results 

• 58% of patients offered the service have accepted it and have received an in-home medication 
reconciliation 

• Out of those patients, 40% have had inconsistencies in their medication lists which needed to be clarified 
with the Primary Care Practitioner 

• Zero patients who have received this service have been readmitted to Copley Hospital 
 
 
Jackie Majoros asked how they worked through the medication reconciliations and how they were funded; the 
response was that they also looped back with the primary care physician to make sure the medications were right.  
The project was funded by CHSLV (the federally qualified health center in Lamoille County) directly from their 
general fund; if the person was referred to home health, it could also be funded by Medicare or Medicaid, if they 
qualify.   
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Agenda Item Discussion Next Steps 
Do you have a sense of the people who accepted the service, what their primary diagnoses were?  (CHF, Diabetes, 
etc…?)  Not presently, but the home health agency may have that data.   
 
Deborah Lisi-Baker asked whether data about the family support situations for those people who accepted the 
services is being captured.  Not that they know of, but perhaps the Home Health agencies may track that as part 
of their documentation during the home visit.   
 
Erin Flynn asked whether the information being gathered as part of the med reconciliation project is being 
connected back to the shared care plan.  Not yet, but it’s a good suggestion – it’s still in the infancy of the project 
so this kind of feedback is very helpful to build into the process going forward.   
 
Jill Lord commented that medications are always confusing as part of the discharge phone call, and the systematic 
approach to this is so valuable.  Additionally, Sue Aranoff commented that med reconciliation is at the top of the 
list in falls prevention strategies, and also hospital readmissions.  This is an opportunity to improve on a number 
of health outcomes via one project.  It was also part of the Dually Eligible project as a primary goal.   
 

4. Core 
Competency 
Training for 
Front Line Staff 
Providing Care 
Coordination 

Erin Flynn - DVHA 
 

Core Competency Training Update 
 
Erin Flynn provided an update on the Core Competency Training Series.The response has been strong and the 
training sites have been chosen to try to cover the state as widely as possible.  The interest has been so high that 
an additional session has been scheduled for the Burlington area.  The materials packet contains a listing of the 
whole training schedule and the materials have all be posted to a new page on the VHCIP website, linked here.   
 
240 people signed up already; with a waitlist for all locations. Staff is doing everything possible to meet the 
training needs of all those interested.  
 
 

 

5. Integrated 
Communities 
Care 
Management 
Learning 
Collaborative 

Pat Jones – GMCB 

Update on Learning Collaboratives 
 
Pat Jones provided an update on the Integrated Communities Care Management Learning Collaborative 
First, she observed how inspiring it is to hear about how communities are learning from one another, and the 
difference it’s making in people’s lives. 
 
In February, there was a webinar presented by Gabe Epstein.  It was very popular (100+ registrants, with 66 
participants – the highest yet!)  The webinar reviewed issues around consent that have been on the agenda in the 
past. 
 

 

http://healthcareinnovation.vermont.gov/node/884
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Agenda Item Discussion Next Steps 
The next in person learning sessions are coming up on March 16th and 17th featuring expert faculty Jeanne 
McAllister, Dr. Jill Rinehart a pediatrician from Burlington, Kristy Trask her care coordination, and Shelly 
Waterman a parent partner from Hagan, Rinehart and Connolly pediatricians. The focus of the session will be on 
creating shared plans of care and conducting care conferences. Additional learning sessions are planned for later 
in the year as well, and the team is currently working to finalize the details for the 4th in person learning sessions 
on May 24th and 25th.   The first cohort will be invited to participate in the webinars and learning sessions; as we’ll 
be developing new content for the end of the collaborative.  Pat commended Jenney Samuelson and Erin Flynn 
for their leadership in the project, as well as the overall team that involves so many folks in the planning process.  
 
Laural Ruggles commented that it’s been so consistent to hear about the lessons learned and the opportunities, as 
well as the outcomes.   
 
Sue Aranoff asked there is a sense of how similar (or not) the shared care plans are to the one in this materials 
packet?  Laural commented that they generally seem to be very similar in that they contain the same broad 
categories of information.    Pat also commented that the communities have access to the same sets of materials 
in the Tool-Kit and the fact that communities are all talking together and sharing so the similarities occur 
inherently.  The sharing is occurring organically within the communities.   
 

6. Next Steps The next meeting is Tuesday, April 5, 2016, from 10:00 am – 12:00 pm 
 
Red Oak Conference Room, 280 State Drive, Waterbury  
This is in the new State Office Complex 
 
(New Building - the meeting space is located on the 2nd floor above the main entrance) 
Call-In Number: 1-877-273-4202 
Conference ID: 2252454 
 
 
 
 

 

  



















Attachment 3: All 
Payer Model and 

Medicaid Pathway 
Presentation 
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INTEGRATED HEALTH SYSTEM UPDATE
ALL PAYER MODEL & MEDICAID PATHWAY

VHCIP PRACTICE TRANSFORMATION WORK GROUP
APRIL 5, 2016



Medicaid Pathway: Payment and Delivery System Reform 
Continuous Cycle

Key questions for today?
1. What is the all payer model?
2. What is the Medicaid Pathway?
3. How does the State pivot from idea to action?

a) Project plan
b) Stakeholder engagement

4. How do we know if this is working for SOV?  
Providers?

5. What are we missing?
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One Goal, Two Projects

3

Big Goal: 
Integrated health system 
able to achieve the triple 

aim

Implementing Next Generation ACO Type 
Capitated Payment Model: 

Way to pursue goal of integrated system 
for certain services and providers.

Implementation led by DVHA with support 
from others.  

Medicaid Pathway: 
Task of pursuing goal of integrated system 
for services not subject to financial caps of 

all-payer model.

AHS led project that interacts with ongoing 
AHS reform efforts and SIM.

 Improve patient experience of care 
 Improving the health of populations
 Reduce per capita cost

CRITICAL TAKE-AWAY: Implementation of a Medicaid Next-Gen ACO that provides a sub-set of Medicaid services and is 
subject to financial caps is only one piece of the all-payer model and envisioned delivery system reforms. 



All-Payer Model
• An all-payer model is an agreement between the State and 

the Center for Medicare and Medicaid Services (CMS) that 
allows Vermont to explore new ways of financing and 
delivering health care. 

• The all-payer model enables the three main payers of health 
care in Vermont – Medicaid, Medicare, and commercial 
insurance, to pay for health care differently than through 
fee-for-service reimbursement. 
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Why Pay Differently Than Fee-for-Service?
• Health care cost growth is not sustainable. 

• Health care needs have evolved since the fee-for-service 
system was established more than fifty years ago.

• More people are living today with multiple chronic 
conditions.

• CDC reports that treating chronic conditions accounts 
for 86% of our health care costs.

• Fee-for-service reimbursement is a barrier for providers 
trying to coordinate patient care and to promote health.

• Care coordination and health promotion activities 
are not rewarded by fee-for-service compensation 
structure.
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How Do We Pay Differently in APM?
• The federal government has created programs that encourage 

the use of Accountable Care Organizations (ACOs). 

• The federal Next Generation ACO program allows ACOs to be 
paid an all-inclusive population-based payment for each 
Medicare beneficiary attributed to the ACO. CMS will allow 
ACOs some flexibility in certain payment rules in exchange for 
accepting this new type of payment. 

• Health care providers’ participation in ACOs is voluntary; the 
ACO must be attractive to providers and offer an alternative 
health care delivery model that is appealing enough to join.
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Goals of a Transformative All-Payer Model

• Improve experience of care for patients
• Improve access to primary, preventive services
• Reward high value care
• Construct a highly integrated system
• Empower provider-led health care delivery change
• Control the rate of growth in total health care expenditures
• Align measures of health care quality and efficiency across 

health care system

7



Can We Get There?
• Vermont has all-payer reforms in place today

– Shared Savings Program (SSP) for Accountable Care 
Organizations (ACOs) 

• Medicare offers a SSP for ACOs
• Commercial SSP Standards
• Medicaid SSP Standards

– The Blueprint for Health
• Medicare participates through a demonstration waiver
• Commercial participation 
• Medicaid participation

• Fee-For-Service is still the underlying payment mechanism in 
these models
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Vermont’s Proposed Term Sheet

• The term sheet includes all of 
the basic legal, policy, and 
enforcement provisions that 
would be in a Model 
Agreement.

• In some cases, terms refer to 
appendices which will have 
greater technical detail or to 
processes that will occur 
during 2016.

Term 
1. Legal Authority
2. Performance Period 
3. Medicare Beneficiary Protections
4. Medicare Basic Payment Waivers 
5. Medicare Innovation Waivers 
6. Infrastructure Payment Waivers 
7. Fraud and Abuse Waivers
8. Request for Additional Waivers
9. Revocation of Waivers
10. All-Payer Rate Setting System 
11. Provider Participation in Alternative Payment
12. Regulated Services 
13. Financial Targets 
14. Quality Monitoring and Reporting  
15. Data Sharing 
16. All Payer Model Evaluation 
17. Modification 
18. Termination and Corrective Action Triggers
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Steps Toward an APM

Develop All-Payer Model and 
Financial Targets

Create Standards for Accountable 
Care Organization Program

Exercise GMCB Rate and 
Regulatory Authority

Attain Quality Improvement and 
Cost Control 

1
0



Next Steps
• Assess and Evaluate All-Payer Model Proposal

– Taking all points of view into consideration, the Green Mountain 
Care Board and the Agency of Administration must 
independently assess the potential of the all-payer model to 
build a system that offers the right incentives and rewards 
providers for delivering on the promise of integrated, 
coordinated, high quality care. 

• Based on evaluation of term sheet,
– Continue negotiations with CMS on All-Payer Model
– If Vermont decides the final agreement is not better than 

today’s system, it can end the negotiation with CMS. 
– Similarly, if CMS is not satisfied that the overall proposal meets 

its policy and financial goals, it can decline to enter into the 
agreement. 

1
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Medicaid Pathway

What is it?
• It refers to several critical ideas:

• There is payment and delivery system reform that must happen alongside 
the all-payer model (APM) regulated revenue/cap conversation.

• There is a process for Medicaid providers to engage in with the State 
alongside the APM regulated revenue/cap conversation.

• This process is led by AHS-Central Office in partnership with the Agency 
of Administration and includes Medicaid service providers who provide 
services that are not included in the initial APM implementation, such as 
LTSS, Mental Health, substance abuse services and others.

• The Medicaid Pathway advances payment and delivery system reform for 
services not subject to the additional caps and regulation required by the 
APM. The goal is alignment of payment and delivery principles that 
support a more integrated system of care.

12
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SOV Task: What do we 
want out of payment 
and delivery  system 

reform given the facts 
as we know them 

today?

Provider(s) Task: What 
do we want out of 

payment and delivery 
system reform given the 
facts as we know them 

today?

Assessing provider 
readiness for new 
payment models:
Provider readiness 

review and evaluation

Develop new payment 
models for  providers:

Version 1: Paid by 
Medicaid               
Version 2: Paid by ACO 
Version 3: Paid by both

Implement  new 
payment models

Evaluate payment 
models

Medicaid Pathway: Payment and Delivery System Reform Continuous Cycle
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Current Medicaid APM payment 
reform efforts

DVHA
• Traditional 

Medicaid-
Medicare Part 
A & B 
equivalent 
services

• ACO attributed 
providers

DMH
• Specialized MH 

services and 
providers

DAIL
• Specialized 

Disability and 
LTSS and 
providers

VDH- ADAP
• Specialized SA 

services and 
providers

Other Dept’s
• DCF: Child 

Development 
& Family 
Service 
Programs

• VDH: Maternal 
and Child 
Health 
Programs

ACO Medicaid 
Pathway

Medicaid 
Pathway

Medicaid 
Pathway TBD

Integrating Family Services
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DVHA and the Medicaid Pathway
DVHA is implementing a new payment model that impacts some, but not all, 

providers, services and members.

Prospective 
Capitated 

Rate

Payment 
same as 
current

Payment 
same as 
current

Payment 
same as 
current

Payment 
same as 
current

Payment 
same as 
current

ACO 
Providers

Regulated 
Services

Attributed 
Members

ACO 
Providers

Non-
Regulated 
Services

Attributed 
Members

ACO 
Providers

Regulated 
Services

Non-
Attributed 
Members

Non-ACO 
Providers

Regulated 
Services

Attributed 
Members

Non-ACO 
Providers

Non-
Regulated 
Services

Attributed 
Members

Non-ACO 
Providers

Non-
Regulated 
Services

Non-
Attributed 
Members

Payment 
same as 
current

Non-ACO 
Providers

Regulated 
Services

Non-
Attributed 
Members

Payment 
same as 
current

ACO 
Providers

Non-
Regulated 
Services

Non-
Attributed 
Members



Medicaid Pathway Principles and Goals
Ensure Access to Care for Consumers with Special Health Needs 
• Access to Care includes availability of high quality services as well as the sustainability of 

specialized providers
• Ensure the State’s most vulnerable populations have access to comprehensive care
Promote Person and/or Family Centered Care
• Person and/or Family Centered includes supporting a full continuum of traditional and non-

traditional Medicaid services based on individual and/or family treatment needs and choices
• Service delivery should be coordinated across all systems of care (physical, behavioral and mental 

health and long term services and supports)
Ensure Quality and Promote Positive Health Outcomes
• Quality Indicators should utilize a broad measures that include structure, process and experience 

of care measures
• Positive Health Outcomes include measures of independence (e.g., employment and living 

situation) as well as traditional health scores (e.g., assessment of functioning and condition 
specific indicators)

Ensure the Appropriate Allocation of Resources and Manage Costs
• Financial responsibility, provider oversight and policy need to be aligned to mitigate the potential 

for unintended consequences of decisions in one area made in isolation of other factors
Create a Structural Framework to Support the Integration of Services
• Any proposed change should be goal directed and promote meaningful improvement
• Departmental structures must support accountability and efficiency of operations at both the 

State and provider level
• Short and long term goals aligned with current Health Care Reform effort

16



Medicaid Pathway Process
Delivery System Transformation (Model of Care)
• What will providers be doing differently?
• What is the scope of the transformation?
• How will transformation support integration?
Payment Model Reform (Reimbursement Method, Rate Setting)
• What is the best reimbursement method to support the Model of Care (e.g. fee for 

service, case rate, episode of care, capitated, global payment)?
• Rate setting to support the model of care, control State cost and support 

beneficiary access to care
• Incentives to support the practice transformation
Quality Framework (including Data Collection, Storage and Reporting)
• What quality measures will mitigate any risk inherent in preferred reimbursement 

model (e.g. support accountability and program integrity); allow the State to 
assess provider transformation (e.g. structure and process); and assure 
beneficiaries needs are met?

Outcomes
• Is anyone better off?
Readiness, Resources and Technical Assistance

17



Who is on the Medicaid Pathway? 
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ENTER

EXIT

SIM: MH, SA, DS, 
DLTSS

Group 1: Under the SIM demonstration Providers 
of MH and SA are working with State reps to 
answer the MP process questions. This group 
started meeting 11/2015 and aims to have an 
implementation proposal by 7/2016.

Group 2: The DLTSS Work Group under SIM has also 
started to engage in a similar planning process.

Group 3: AHS needs to engage with other community 
providers in a planning process to determine how and 
when other services and providers will enter the 
Medicaid Pathway process.



Medicaid Pathway DRAFT Governance
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Community Partner 
Meetings

APM 
Governance

SIM work groups

AHS: Integrated 
Operations & Policy 

Team

AHS: Global 
Commitment Policy 

Committee

AHS: G8 (Secretary and 
Commissioners)

Medicaid Pathway 
Lead: Selina Hickman

DVHA 
Implementation 
Lead: Lori Collins

Procurement

Payment Systems

PolicyContract 
Monitoring



Resource Slide: Key Terms and Concepts

– All-payer model: catch all term to describe (1) an agreement with CMS that waives federal laws so 
that (2) Medicare will pay a capitated payment to an ACO for hospital and physician services in 
exchange for (3) a State commitment to meet financial targets and quality goals.   The State would 
then (4) align commercial insurers and Medicaid to pay the ACO the same way as Medicare.  

– Next Generation: a Medicare ACO program that offers several waivers and four payment models, 
including a capitated payment. Next Generation provides the programmatic base for the all-payer 
model.  

– Regulated revenue: the covered services and revenue within the all-payer model and subject to the 
financial and quality targets. 

– Medicare infrastructure waivers: a fancy way of  saying that we are asking Medicare to (1) keep 
making Blueprint payments, (2) expand SASH, and (3) invest in Hub and Spoke. 

– All-payer financial targets: Limitation on spending for services and spending inside the all-payer 
model.  The target is 3.5% and ceiling 4.3%. These numbers are limits, not guaranteed annual 
revenue increases to providers participating in the model.   The State proposed a floor as well, a 
minimum rate of Medicare growth.  This protects the State against unexpectedly low Medicare 
growth. 

– Medicaid Pathway:a process  through which AHS advances payment and delivery system reform 
outside of the additional caps and regulation required by the APM. The goal is alignment of 
payment and delivery principles that support a more integrated system of care
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Attachment 4: Core 
Competency Training Update



Core Competency Training for Front Line Care 
Coordination Staff 

Practice Transformation Work Group Update
April 5th, 2016



Background:
• Participants in the Integrated Communities Care Management 

Learning Collaborative (ICCMLC) expressed the need for training on 
key core competencies related to delivering person-directed care 
coordination as part of an integrated care team. 

• DLTSS work group members identified the need for training on key 
core competencies highlighted in the “Disability Awareness Briefs” 
http://healthcareinnovation.vermont.gov/node/863

• Care Models and Care Management Work Group Members, DLTSS 
Work Group Members, and ICCMLC participants provided input on 
desired training curriculum, which was incorporated into a Training 
RFP. 

2
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Background (cont’d):
• After a competitive bidding process, two apparently successful awardees 

have been selected and contract negotiation is nearing completion. 

• Two organizations will deliver a comprehensive training series: 
– Primary Care Development Corporation (http://www.pcdc.org/), is a 

nonprofit organization dedicated to expanding and transforming primary 
care in underserved communities. PCDC will provide training on core 
competencies related to care coordination and care management. 

– The Vermont Developmental Disabilities Council 
(http://www.ddc.vermont.gov/) is a state-wide board that works to 
increase public awareness about critical issues affecting people with 
developmental disabilities and their families. VTDDC and its partners, 
including Green Mountain Self Advocates, Vermont Family Network, and 
Vermont Federation of Families for Children’s Mental Health, will 
provide training on core competencies related to working with 
individuals with DLTSS needs. 

3
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Overview of Training Opportunities: 
• 34 separate training events to be offered between March and 

December 2016 as part of a robust training curriculum.
• 240 training spots available for a 6 day core training series on 

care coordination and disability awareness offered in three 
training locations (Burlington, Waterbury/Montpelier, and 
Brattleboro) beginning on March 29th – 31st. 

• Additional training opportunities for a smaller subset of 
participants include:  Advanced Care Coordination Training, 
Care Coordination for Managers and Supervisors Training, and 
Train-the-Trainer Training.

• Interest has been strong! All training sites are currently at 
maximum capacity, including the addition of a second training 
section in Burlington.
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5Care Coordination Fundamentals Training for Front-Line Care Managers
In-Person Training #1

AGENDA
8:30 AM - 9:00 AM Registration 

9:00 AM - 9:15 AM Welcome and Opening Remarks

9:15 AM - 10:30 AM Roles and responsibilities of staff who provide care coordination

10:30 AM - 10:45 AM Mid-Morning Break

10:45 AM - 11:45 PM How care coordination is related to patient navigation

11:45 PM - 1:00 PM Lunch

1:00 PM – 2:30 PM Typical care coordination services

2:30 PM – 2:45 PM Mid-Afternoon Break  

2:45 PM – 4:00 PM Qualities and skills needed by staff members providing care 
coordination

4:00 PM – 4:15 PM Closing Remarks and Preview of Next Session



Vermont Health Care Innovation Project Core Competency Training Series
2016 Schedule of Training Events

Training Event Tentative Date & Location Tentative Curriculum Modules

6 Day “Core” Training Series 
(Participants are strongly encouraged to attend all 6 days of core training) 

Day 1: Introductory Care 
Coordination Training, Part 1

3/29/2016: Burlington, Main Street Landing

3/30/2016: Waterbury, State Office Complex 

3/31/2016: Brattleboro, Elks Lodge

• Roles and responsibilities of staff who 
provide care coordination

• How care coordination is related to 
patient navigation

• Typical care coordination services
• Qualities and skills needed by staff 

members providing care coordination

Day 2: Disability Awareness Training, 
Part 1

4/22/2016: Brattleboro, TBD

4/25/2016: Montpelier, Capitol Plaza Hotel 

4/26/2016: Burlington, Main Street Landing

• Introduction to disability awareness
• Disability and wellness
• Person Centered Care 

Day 3: Introductory Care 
Coordination Training, Part 2

5/17/2016:  Montpelier, Capitol Plaza Hotel 

5/18/2016: Burlington, Main Street Landing

5/19/2016: Brattleboro, TBD

• Communication skills
• Bias, culture and values
• Accessing community and social supports
• Transitions of care, home visits, and 

supporting care givers

Day 4: Disability Awareness Training, 
Part 2

6/17/2016: Burlington, Main Street Landing 

6/22/2016: Waterbury, State Office Complex 

6/23/2016: Brattleboro, TBD 

• Universal design/accessibility
• Communication and interaction
• Tools for improved communication
• Cultural competence
• Facilitating inclusive and accessible training

Training Event
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Vermont Health Care Innovation Project Core Competency Training Series
2016 Schedule of Training Events (cont’d)

Day 5: Introductory Care Coordination 
Training, Part 3

7/19/2016: Burlington, Main Street Landing

7/20/2016: Montpelier, Capitol Plaza Hotel

7/21/2016: Brattleboro, TBD

• Development and implementation of care plans 
• Motivational Interviewing
• Health coaching
• Professional boundaries 

Day 6: Disability Awareness Training, 
Part 3

9/14/2016: Montpelier, Capitol Plaza Hotel

9/16/2016: Burlington, Main Street Landing 

9/28/2016: Brattleboro, TBD

• Transition from pediatric to adult care
• Sexuality and reproductive health
• Trauma-informed care

Webinar Series (5 one-hour webinars 
will offer supplemental content to 
6-day core training series)

Webinar 1: April, date TBD
Webinar 2: June, date TBD
Webinar 3: August, date TBD
Webinar 4: October, date TBD
Webinar 5: December, date TBD 

• Using data to identify people needing services 
• Principles of person centeredness 
• Care coordination by phone
• Coordinating care for patients with specific 

chronic conditions such as DM, HTN, heart 
disease, asthma, and HIV and mental illnesses 

• Navigating the insurance system
• Risk stratifying patient panels

Burlington “Section 2”  
(In response to a greater than 
anticipated level of interest at the 
Burlington training site, a second 
section of 60 participants was added.) 

Day 1: April 27th , 2016
Day 2: June 16th , 2016
Day 3: August 17th, 2016
Day 4: August 18th , 2016
Day 5: August 19th , 2016
Day 6: September 27th , 2016

A note about the Burlington Training Section 2 
schedule: Due to trainer availability, Section 2 training 
content is not offered in the same order as the Section 
1 content. Training days 3, 4 and 5 correspond with 
Introductory Care Coordination training and will be 
offered on three consecutive days in August. Training 
days 1, 2 and 6 correspond with Disability Awareness 
training and will be offered in April, June, and 
September. 
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Vermont Health Care Innovation Project Core Competency Training Series
2016 Schedule of Training Events (cont’d)

Supplemental Training Opportunities
Advanced Care Coordination 
Training

9/20-9/21/2016: Montpelier, Capitol
Plaza Hotel

• Impact of adverse childhood events, mental illness, an 
addiction disorders on health status 

• Screening for substance abuse and domestic violence
• Crisis management and suicide prevention 
• Coordinating care for patients with mental health 

conditions
• Coordinating care for homeless patients
• Care management for elderly patients
• Palliative care and end of life care

Care Coordination for Managers 
& Supervisors

10/27/2016: Montpelier, Capitol Plaza
Hotel

• Handling large case loads
• Risk stratification
• Supervision of staff
• Setting up training systems
• Working effectively with leadership and physicians
• Identifying and serving as a lead care coordinator 

Train the Trainer Training 
Workshop

11/15-11/16/2016: Montpelier, Capitol
Plaza Hotel

• Preparing to facilitate group care 
management/coordination training

• Framing topics to clarify roles of front line care managers 
• Best practices for facilitating group discussions and 

activities
• Facilitating discussions about controversial or challenging 

topics
• Managing conflict and multiple opinions among 

participants
• Facilitating role play activities for motivational interviewing, 

health coaching, and communication skills
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Questions? 

• Please contact Holly Stone at 
holly.stone@partner.Vermont.gov with any 
follow up questions, and be sure to check out 
the VHCIP Core Competency Training Website 
for evolving information on this series 
including agendas, trainer bios, and schedules: 
http://healthcareinnovation.vermont.gov/nod
e/884
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