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

 
Pending Work Group Approval 

 
Date of meeting: Wednesday, February 17, 2016, 9:00am-11:00am, 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 9:03am. A roll call attendance was taken and a quorum was 
present.  
 
Sue Aranoff moved to approve the January minutes by exception. Lou McLaren seconded. The minutes were 
approved, with one abstention (Richard Slusky).  

 

2. Update: 
Blueprint Clinical 
Registry 

Craig Jones and Hans Kastensmith presented on the Blueprint’s work to migrate the DocSite clinical registry to the 
new Blueprint Clinical Registry and to integrate data quality (Attachment 2). 
 
The Blueprint Clinical Registry is intended to create a triad of efforts within a learning health system:  Design (to 
help work with providers across the state to foster primary care, moving toward a continuous improvement model 
health system); Implementation (to implement changes and put in supports to do that); and Research (to support 
health systems research going on around the state and provide the information back to providers to foster 
continuous improvement efforts). 
 
The clinical registry is currently receiving data from EMRs from 127 sites participating in the Blueprint program.  
Craig highlighted the importance of getting the data back to the source to work on data quality; key to the end 
game is the quality work to make the information useful to the end users. 
 
Nancy Marinelli asked if the Patient Experience survey data is coming from more sources than just the GMCB 
survey.  Craig responded that they did look to see if they could combine other surveys from practices, etc., but the 
review revealed that the data (questions) were so varied that combining was too difficult.  Pat Jones added that 
they have combined the surveys where possible to glean the broadest possible survey results.   
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Hans Kastensmith further described the data loading process: every time a clinical encounter occurs, the message 
is sent to VITL and the data is sent to the registry system, which then unwraps the data and puts the information 
into the Blueprint data dictionary to translate it into a consistent format.  This normalizes the data so that all other 
extracts coming out of the system are in the same format.   In the end, what the system needs need is highly 
structured, normalized data – the more complete the information, the better will be the information that end 
users are receiving.   
 
VHCURES – note the number of patients who are able to be linked to the clinical registry based on the full data set 
in the VHCURES database.  Because the data can be tied back to the patient and the provider, this allows the 
linking between claims and clinical data to allow further analysis around quality measures and allows the 
development of models that can be given back to the medical homes for further analysis. 
 
Data extracts to the ACOs will allow ACOs to engage in quality improvement projects and do care management.  
Richard Slusky asked if this is duplicating the data or if it is the same thing that an ACO would see in their own 
systems.  The Blueprint is working closely with the ACOs to avoid duplication.  There also needs to be independent 
evaluation, outside of the work that the ACOs would do on their own.  It is further likely that the ACOs and the 
State will be doing different things with the data.  
 
Lou McLaren asked if the unlinked practices are without EMRs – Craig and Hans clarified that it may also be a 
decision on the part of the practice and also that the number of unlinked practices is steadily going down as more 
and more practices are working on their data quality and working with VITL.  Lou asked about the number of 
practices who will never go to EMR – is that known?  Hans responded that most of them are physicians who will be 
retiring and don’t find the value in converting for a short period of time.  There are a handful of practices whose 
system cannot produce, for various reasons, a CCD (Continuity of Care Document.)  Some are still procuring new 
EMRs; VITL can eventually replay the former messages to produce historical data once the system is in place.   
 
Craig also highlighted the fact that, within the data, we’re beginning to see numbers that appear to be 
representative of the population of that general area – which means we are getting to the point of critical mass 
where data coming through VITL is actually representative of population health within a particular health service 
area.  Note that this is true for many measures, but not for all.  
 
Hans provided a technical migration update:  

 There are several vendors involved in the project.  Capitol Health Associates is managing the overall 
project; VITL is hosting the environment and will maintain the system/backups; MDM is doing 
development and standing up the system; there is also a security vendor.   

 Project status update: Mostly green (meaning on track); there are some delays in non-critical areas, but 
overall, the project is solidly on target. 
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 Go live on schedule for April, with a data extract to be produced on time.  This data extract will be linked to 
the clinical data to produce the next report cards for the health service areas.  This is important because 
the medical home payments will now be partially based on the clinical measures.   

 
A question was posed about the funding for the project.  Funding is partially through the federal SIM funds ($1M 
for acquisition of license) and the rest was State funded through the IT fund.  Covisant still owns the primary 
license but the State owns their own license of the software – we can’t re-sell it but could develop against it.  The 
State would have to ask permission to re-sell.  Derivative works go back to Covisant, while the state maintains a 
perpetual license, one time, fully paid.  Covisant has the right to incorporate our changes into the code, but it will 
likely never happen as they are getting out of this line of work and won’t have the resources to devote to it. 
 
Craig also noted that the ACOs are now asking the Blueprint to re-engineer the data; the key is working together to 
see the use of the different data sets to drive the health system activity.  The culture has changed around data use.  
Brian Otley asked about the real-world stories (non-technical) to relate the successes, the corners being turned, to 
engage more of the larger conversation around the development of the health system data.  It’s powerful and 
helps understand the value in investing in the system.  

3. Updates Georgia Maheras provided several project updates:  
 
Core Team update: DLTSS Gap Remediation; DA/SSA Data Quality Improvement: The Core Team approved the 
DLTSS Gap Remediation project and the DA/SSA Data Quality Improvement projects at its January 29, 2016, 
meeting.   The DLTSS Gap Remediation project is discussed further in the next agenda item. 
 
Terminology Services: An agreement with VITL to provide Terminology Services (focusing on improving data quality 
in the VITL infrastructure) will be up and running by June 30th.  This will impact a large subset of the data to allow it 
to be further utilized across the system.   
 
Georgia also noted that four projects were under discussion recently in the HIT/HIE area.  The summary is that the 
Core Team approved two, discussed above, and two others are still pending.  The ACO Gap Remediation and ACO 
Data Informatics projects may come back to this group for prioritization and further steps.   
 
Telehealth Pilots:  There are two apparent awardees.  For one, contract negotiations are nearly done; the other 
needs federal guidance around payments made to clinicians, as it relates to Medicaid and Medicare payment to 
those same clinicians.  A question was posed whether the delay around federal guidance will impact the timing.  
The response is yes – it could impact one proposal significantly and render it void.  There are also discussions 
ongoing with the CMMI related to the timelines based on the delay. 

 

4. DLTSS Gap 
Remediation 

DLTSS Gap Remediation:  Sue Aranoff (DAIL) and Judith Franz and Christina Choquette (VITL) presented from 
Attachment 4. 
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Background – The project was initially approved by the HDI Work Group to allocate up to $800K for this purpose.  
The focus has been on getting the right information to the right people at the right time.  The focus has been on 
the Home Health Agencies (HHAs) and Areas Agencies on Aging (AAAs) based on the services provided to the DLTSS 
population. 
 
The Core Team approved the recommendation to allocate up to $785,000 for the project over the time period of 
2/15/16-12/31/16. 

 Year 2: $167,000 

 Year 3: $618,000 
  
Judith Franz discussed how VITL will engage with the HHAs – those remaining who need connections.  Some prior 
work has been done in this area.  There are some intricacies around merging the AAAs into the system, as they are 
not quite health care organizations in the common sense of the word; key is the ‘treating provider’ definition under 
HIPAA, as well as how VITL has defined roles within the VHIE.  Legal is working on this.  Nancy Marinelli added that 
there are certain types of providers in the HHAs who are considered providers and that HHAs are ‘covered entities’ 
under HIPAA.  
 
The project will be implemented in phases: HHAs will be implemented in groups – first in a discovery phase to 
gather more understanding around the vendors currently being used by these agencies (including Bayada and VT 
inpatient respite facilities).  There are two phases in VITL ACCESS – to allow the HHA to view the data and use the 
data in delivering clinical care, as well as to send their data into the VHIE. 
 
The three phases used by VITL to implement the project: 

 Profile:  Up front discovery work to fully understand the organization, staffing and roles.  This is critical to 
establishing effective roles-based access to the system.  As well, the consent process occurs in this phase 
as it relates to allowing providers access to patient information in the VHIE. 

 Enroll: User designation and technical set up of the various user profiles. 

 Launch: Customized for the various providers across the organization; this phase also includes training. 
 
Phases:  (reference slide 9)  

 Phase 1: February 15, 2016-June 30, 2016 
4 agencies – 305 users 

 Phase 2: July 1, 2016-December 31, 2016 
3 agencies – 170 users 

 Phase 3: July 1, 2016-December 31, 2016 
5 agencies – 125 users 



5 

Agenda Item Discussion Next Steps 

 
A question was asked whether the agencies are ready for implementation.  Judith responded that readiness work 
can be adjusted based on the individual organizations who may want to pause or be part of the second wave of 
agencies –and vice versa with those agencies who may feel more ready to participate earlier.  The approach is to 
work through the state regionally to bring agencies together for onboarding and training in the most convenient 
manner possible. 
 
Brian Isham asked about the ongoing costs and whether thought been put into ongoing costs once the SIM funding 
is done.  The response is that sustainability planning will be done throughout the year to ensure that IT 
investments are made sustainable. 

5. Shared Care 
Plan and UTP Next 
Steps 

Georgia Maheras presented from Attachment 5: SCÜP Project – Shared Care Plans and Universal Transfer Protocol: 
 
Background: The goal of the project is to create a technical solution to share care plans across a multi-
organizational care team.  Consent plays a large role in this process and there are a wide variety of organizations 
who might receive a shared care plan.  As well, feedback was received (see slide 3) related to the number and 
variety of systems being used across the health system.  There is also feedback from providers related to yet 
another tool being proposed for use, resulting in multiple and potentially duplicate work.  Finally, the project team 
received feedback from the State concerned with not creating many one-off systems for use and rather being more 
strategic in implementing tools.    
 
There are a number of in-flight systems in this area, including MMISCare and a OneCare Vermont care 
management tool.  As well, the State has suspended the MMIS Core and Integrated Eligibility system work.  This 
change in the technology landscape creates the need for additional due diligence to ensure that systems integrate 
across workflows and technology. 
 
Additionally, in Bennington, the community is working on a pilot related to the workflows using the electronic 
system (EHR) that they had in place already at the hospital.  Their pilot work consists of giving additional personnel 
permissions to use the system and working out the work flows. 
 
For these reasons, the project team will be taking additional time to conduct additional discovery before bringing a 
proposal for next steps back to this group. 

 

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

There was no additional public comment.  
 
Next Meeting: Wednesday, March 16, 2016, 9:00-11:00am, Ash Conference Room (2nd floor above main entrance), 
Waterbury State Office Complex, 280 State Drive, Waterbury. 
 

 

  














	Draft VHCIP HDI Work Group Minutes 2 17 2016
	2-17-2016 HDI Roll Call and Attendance

