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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, June 20, 2016, 1:00-2:30pm, DVHA Large Conference Room, 312 Hurricane Lane, Williston. 
    
Agenda Item Discussion Next Steps 
1. Welcome and 
Introductions; 
Approve Meeting 
Minutes 

Andrew Garland called the meeting to order at 1:02pm. A roll call attendance was taken and a quorum was present.  
  
Susan Aranoff moved to approve the May 2016 meeting minutes by exception. Mike Hall seconded. The minutes were 
approved with one abstention (Ed Paquin).  

 

2. Program 
Updates 

ACH Peer Learning Lab: Sarah Kinsler provided a brief update. The Accountable Communities for Health (ACH) Peer 
Learning Lab is a peer learning opportunity for communities interested in learning more about the ACH model and 
expanding capacity to meet core elements of the model; it is also an opportunity for the State to learn about how we 
can support communities in working toward this aspirational model. Ten Vermont communities are participating. The 
first Peer Learning Lab convening was held of 6/7; the first webinar is this week and will be archived on the VHCIP 
website. There will be a second convening in September, and a final convening in January. Participating communities 
are working with local facilitators (either contractors or volunteer members of community teams) through January.  
 
PMDI Workplan Highlights: Alicia Cooper provided a brief overview of remaining activities planned for the work 
group’s remaining meetings; work group activities wrap up in June. Future meetings topics include the Medicaid 
Pathway and an in-depth ACH Peer Learning Lab update (July); Year 2 Medicaid and commercial SSP results 
(September); SIM Population Health Plan and all-payer model update (October); SIM Sustainability Plan (November); 
closing session (December). 

 

3. Vermont 
Collaborative Care   

Andrew Garland introduced Dr. Josh Plavin and Peter Albert, presenting on Vermont Collaborative Care (Att. 3). 
• Vermont Collaborative Care is a partnership between BCBSVT and Brattleboro retreat. BCBSVT believes this 

partnership is unique nationally. This project began in April 2015.  
• BCBSVT analyses demonstrated that utilization and cost for mental health (MH) and substance abuse (SA) 

were focused within key population segments and diagnosis categories. BCBSVT identified key barriers to 
integration and worked proactively to train staff and otherwise address issues. Integrated Clinical Advisory 
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group has resulted in significant engagement; integrated training model includes practicing clinicians from a 
variety of disciplines. 

• BCBSVT is seeing significant results following increased integration, reduction of barriers to MH/SA care 
(including both inpatient days and regular outpatient care), investment in proactive treatment (rather than 
emergency treatment), increased focus on care transitions and after-care at discharge. 

• Working with Harvard Business School health outcomes measurement group. Worked with Vermont 
providers to identify measures of interest.  

• Engaging community providers to pay for clinicians on call to prevent unnecessary hospital admissions when 
patients present in ED. Supporting community consultation groups that give providers CEUs.  

 
The group discussed the following: 

• BCBSVT has not expanded CPT code office visit length. 
• This project is connected with UVM PCORI grant for improving clinical care integration. UVM has a diagnostic 

for measuring care integration and is doing a great deal of work on patient-reported outcomes, especially 
resiliency and well-being.  

• How did this project increase access to outpatient services, especially for people with comorbidities? VCC 
looked at administrative barriers, especially pre-authorization. It has also worked to connect people with case 
management upon discharge to increase connection to community providers and outpatient care. Outreach 
through primary care has been focused on SBIRT and integrated clinical advisory group. Julie Tessler 
suggested working with primary care providers to increase referrals to MH and SA. This work has focused on 
changing payment methodologies to encourage this.  

• Susan Aranoff suggested reviewing Connecticut Department of Mental Health & Addiction Services projects 
that may be relevant; Sue will follow up with presenters directly.  

4. Frail Elders 
Project 

Dr. Cy Jordan of the Vermont Medical Society Foundation introduced the Frail Elders Project.  
• Frail Elders Project Website: www.vmsfoundation.org/elders  
• Collaboration with Gifford and Little Rivers Health Center.  
• Project team includes practicing clinicians, qualitative (literature review and interviews/focus groups) and 

quantitative researchers, practice facilitators/medical home experts. 
• Target population is high-risk seniors – including “pre-frail” elders.  
• Project team identified key questions and outcomes prior to project launch.  
• Care model: 

o Patient example – patient needed a quick home visit from a trusted person to take vital signs and do a 
brief assessment, rather than long ED visit and significant medical intervention, but medical system 
and payment aren’t flexible enough for this. Strengthening medical home, medical neighborhood, 
patient-centered care planning are key pieces of care model.  

o Providers are constrained by shortening visit times, increased reporting requirements, lack of 
reimbursement for provider home visits, lack of coordination with VNA or HH.  

 

http://www.vmsfoundation.org/elders
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o Patient preference is a key factor – patients may prefer staying in their homes to increased functional 

status. Project team investigated relevant projects of interest – Commonwealth Care Alliance 
(demonstrated improvements), CMS Independence at Home demonstration (demonstrated savings), 
CMMI Comprehensive Primary Care Initiative (did not demonstrate savings in initial years; analysis 
indicates fell short of full transformation – CPC+ is the next step in this program). Evidence indicates 
that shifting payments is not enough, but shifting the way care is delivered is effective and saves 
money. Medicare Advantage plans include significant flexibility to allow for these reforms. 

o Some tools/principles identified through this process, including care planning that includes patient-
specific goals.  

• Additional information on care models and recommendations are available on the project website.  
• Georgia Maheras reminded the group that this project is a first step. This team was not tasked with identifying 

a solution or a pilot project, but the State and others can gather key takeaways from this project.  
o The key takeaway across sectors was a focus on what matters to patients, including factors that are 

not part of their physical health.  
5. Public Comment There was no additional comment.   
6. Next Steps, and 
Action Items 

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