
Vermont Health Care Innovation Project 
Health Data Infrastructure Meeting Agenda 

June 22, 2016, 9:00-11:00am 
Ash Conference Room (2nd floor above main entrance), Waterbury State Office Complex 

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

 
To access this meeting as a webinar, please pre-register using the above link. After registering you will receive a confirmation email containing information about 

joining the Webinar. 

Item # Time Frame Topic Presenter Relevant Attachments Action Needed? 
1 9:00-9:05am Welcome and Introductions; 

Minutes Approval 
Simone Rueschemeyer & 
Brian Otley 

Attachment 1: Draft May 18, 2016, Meeting 
Minutes 

Approval of 
Minutes 

2 9:05-9:15 Project Updates 
• VHITP Update 
• Home Health Agency Gap 

Remediation Project 
Update 

 
Georgia Maheras 
Larry Sandage and Susan 
Aranoff 

  

3 9:15-9:55 Data Quality Project Update Judith Franz and Mike 
Gagnon 

Attachment 3: Data Quality Project Update  

4 9:55-10:55am OneCare Vermont Care Navigator 
Update 

Sara Barry and Maura 
Crandall (OneCare) 

Attachment 4: Care Navigator Implementation  

5 10:55-11:00am Public Comment Next Steps, 
Wrap-Up and Future Meeting 
Schedule 

Simone Rueschemeyer & 
Brian Otley 

Next Meeting: Wednesday, July 20, 2016, 9:00-
11:00am, Ash Conference Room (2nd floor above 
main entrance), Waterbury State Office Complex 
 
CANCELED: August 17th HDI Work Group Meeting. 

 

Additional Materials: Attachment 5 – Making Comprehensive Shared Care Plans a Reality (Article) 

https://attendee.gotowebinar.com/register/8117044911839980033




Attachment 1: Draft May 18, 
2016, Meeting Minutes
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Vermont Health Care Innovation Project  

HDI Work Group Meeting Minutes 
 

Pending Work Group Approval 
 
Date of meeting: Wednesday, May 18, 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 9:05am. A roll call attendance was taken and a quorum was 
present.  
 
Stefani Hartsfield moved to approve the March minutes by exception. Ken Gingras seconded. The minutes were 
approved, with two abstentions (Eileen Underwood and Brian Isham).  

 

2. Project Updates Georgia Maheras provided an update on the submission of our Year 3 Operational Plan, which was submitted on 
April 28. Our CMMI project officer and other federal partners visited on May 2 and 3 for a very successful site visit. 
The compiled Operational Plan is available on the VHCIP website. Performance Period 3 begins on July 1, 2016. 
Sustainability is a significant focus of the plan, and will be a focus of Performance Period 3 activities. Please contact 
Georgia if you’re interested in participating in a sub-group focused on sustainability.  
 
Legislative Update: Not much to impact this group’s work. The Green Mountain Care Board will be discussing the 
HIT Strategic Plan tomorrow.  

 

3. Event 
Notification 
System Update 
and 
Demonstration 

Jay Desai of PatientPing provided an update on Event Notification System (ENS) rollout and progress. 
 
The group discussed the following:  

• How does the Emergency Department or other providers who receive “pings” (alerts) access PatientPing? 
There is a web portal, and PatientPing is working with a number of EMRs to develop interfaces within the 
EMR. Standards are emerging to allow development of “apps” within EMRs to avoid clinicians having to 
sign in to multiple environments. The need to sign into multiple portals is a significant workflow issue for 
providers; participants noted that connections with EMRs are a critical.  
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Agenda Item Discussion Next Steps 
• Patient Privacy: PatientPing gets a regular feed from VITL of patients who have opted out through the VHIE 

consent process and blacklists those individuals’ information within PatientPing. Mike Gagnon noted that 
data covered by 42 CFR Part 2 is not included in the VHIE. 

• PatientPing has focused on creating a simple tool to support collaboration and data sharing.  
• PatientPing is helping to connect providers with hospitals and post-acute facilities outside of their usual 

service areas. Pings are now occurring across the country and across state lines – providers in Michigan and 
Massachusetts have received pings as patients have been admitted to Vermont hospitals. 

• How can providers get more information to follow-up on pings? Providers need to follow up through EMR 
or VITLAccess to get a fuller medical record.  

• How would pings work for DOC? DOC is a covered entity and could receive and initiate pings. This is 
something VITL will work with DOC to set up.  

• Providers can include standing notes for their patients with instructions, or flag patients as high-risk.  
• Some individuals will appear on multiple rosters if they’re served by multiple organizations. PatientPing 

takes responsibility for merging patient rosters, and pings can show all of the providers/organizations 
touching a patient. Reconciliation occurs monthly.  

• What is PatientPing’s experience with hospitals, especially EDs, actually looking at and using pings? This is 
context dependent. Payment models that incentivize community-based care and dis-incentivize hospital-
based care make PatientPing a very valuable resource for providers; areas with value-based payment 
models have seen much greater uptake. Day-to-day use of pings requires a cultural shift at institutions, but 
once this is part of the workflow, PatientPing sees very high uptake. Note: Pings go out without provider 
action based on VITL feeds. 

• How does PatientPing push adoption and measure change? PatientPing has targeted strategies for 
different provider types and use cases to help providers learn about potential benefits to their 
organization. PatientPing sees very high engagement in receiving pings, but has had more challenges at the 
point of care. PatientPing does track engagement. 

• ROI: In the value-based reimbursement model, ROI is reduced total cost of care along with improved 
quality. Some quality measures (follow-up after ED visit, for example) are dependent on technology. In 
addition, post-acute care costs could be decreased by reducing length of stay and supporting improved 
home- and community-based care. This also supports providers in preventing readmissions and ensuring 
follow-up visits after ED visit. There is a case for patients to encourage providers to sign up for PatientPing 
and actively use pings to support increased coordination. 

• Pharmacy: This isn’t yet part of PatientPing.  
• Does PatientPing cover episodic events within hospitals? PatientPing does cover transfers (ED to 

observation status to admission, for example). Mike Gagnon noted that providers assume that they 
understand patients’ utilization patterns and can catch all interactions by connecting just to the local 
hospital, but this is often not the case.  
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Agenda Item Discussion Next Steps 
• How far back does ADT history go? VITL is sharing all ADT data they have with PatientPing, including

historical data. This sharing is limited by same consent process described earlier for patients who opt out.
4. VCN Data 
Repository Update

Ken Gingras provided an update on the VCN data repository project.  
• The goal of this project is to collect information from VCN member agencies (DAs and SSAs) and compile it,

but not exchange it. In the long-term, ideally this information could be shared within the VHIE. The 
repository is a good interim step and resource for member agencies, as well as an “on-ramp” to increased
health reform participation.

The group discussed the following: 
• VCN has worked with a contractor (NORC, the National Opinion Research Center) to create a “secure

environment within a secure environment” to store and segregate data. 
• Phase I MSR Data: Prototypes are now complete (update from slides). Prototypes are tableau dashboards: 

an interactive reporting system. This allows VCN members to get significant benefit from minimal 
additional effort. This also helps track data quality progress. Member agencies can customize as well.

• Could Work Group members get a list of dashboards? Interested members should reach out to Ken. There
is a sub-group of DAs working on outcomes. VCN has collected a list of outcome measures from various 
State departments and programs as well as the master grant; this list drives the outcomes. 

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

There was no additional comment.  

Next Meeting: Wednesday, June 22, 2016, 9:00-11:00am, Ash Conference Room (2nd floor above main entrance), 
Waterbury State Office Complex, 280 State Drive, Waterbury. 



Attachment 3: Data Quality 
Project Update
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Data Quality Update

VHCIP HDI Work Group

Michael L. Gagnon, CTO
Judith A. Franz, VP Client Services

Data Quality Update – VHCIP HDI Workgroup
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• Today, VITL collects clinical data from 
numerous VT and some NH healthcare 
organizations as part of regular VHIE 
operations

• Over 4M clinical data messages per month 
are now being processed

• Data include patient demographics, 
patient events, labs, transcribed reports, 
medications, immunizations and care 
summaries

Background

2Data Quality Update – VHCIP HDI Workgroup
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• The data collected are used to:
• Identify patients (MPI with 1.7M patients)
• Provide clinical data at the point of care 

(provider portal: VITLAccess)
• Process transactions (lab orders, results 

delivery, immunizations)
• Send Notifications (PatientPing)
• Aggregate population health data (Blueprint 

and VDH)
• Support ACOs’ clinical data needs

Background

3Data Quality Update – VHCIP HDI Workgroup
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• Needs for clinical data are changing
• What worked in the clinical setting is not 

always adequate for performance measures
• Data requirements are expanding (quality 

metrics are not always in a standard interface)
• Need to measure and improve data quality
• Not all data are coded to national standards
• Future claims and clinical data integration

Need for Clinical Data Management, 
Warehousing and Analytics

Data Quality Update – VHCIP HDI Workgroup
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• The goal of data remediation is to improve the data 
quality - complete, accurate and consistent

• For analysis -
o Data must be captured
o Interfaces must exist
o Data in the interface must be complete and accurate
o Data must be formatted correctly
o Data must be coded or normalized

• In data remediation the source organization, VITL and 
the destination organization all play a role
o Data can be remediated at the source, in the 

network (VITL) or at the destination (analytics)

Remediating Data
5

Data Quality Update – VHCIP HDI Workgroup
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Steps to Data Quality

Step Responsible Parties
Data must be captured in the EHR Source Org, ACO

Interface must be developed to the HIE Source Org, Vendor

Data must be included in the interface Source Org, Vendor

Data must be in the right fields VITL, Source Org, Vendor

Inbound interface must be formatted correctly VITL, Vendor

Data must be coded correctly VITL, Source Org

Outbound interface must be formatted for receiving system VITL

Data must be complete, accurate, and consistent Destination Org, ACO

Data Quality Update – VHCIP HDI Workgroup
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• Perform data translations as data are collected 
from sources using standard interfaces

• Collect data from source systems using 
“custom” formats

• Perform data normalization to map terms to 
standard code sets

• Analyze the data for quality and perform 
“cleansing”

• Provide “dashboards” of data quality to source 
organizations

Clinical Data Management Services

Data Quality Update – VHCIP HDI Workgroup





9

Measuring Data Quality
High Level View

Measure Set Data Elements
Percent 

Populated
Percent Useable for 

PHM/Patient Care
Minimum Patient identifier 100.00% 100.00%
Minimum Patient Name 100.00% 99.57%
Minimum Patient DOB 100.00% 100.00%
Minimum Provider identifier 94.78% 94.64%
Minimum Provider Name 94.64% Unknown
Minimum Facility identifier 100.00% 100.00%
Minimum Facility name 100.00% 100.00%
Minimum Place of Service (clinic, practice, ED, etc) 66.78% Unknown

Minimum Problem list (using standard code sets such as 
ICD9, ICD10, SNOMED, etc) 39.89% 66.72%

Minimum Problem active/inactive 75.80% 0.00%
Minimum Date of encounter or observation 49.34% Unknown

Minimum Type of encounter or observation (lab result, 
office visit, medication order, etc) 1.94% Unknown

Minimum
Clinical service provided or procedure done 
(using standard code sets such as CPT, 
SNOMED, LOINC, etc) 49.34% Unknown

Minimum Code set identifier (CPT, SNOMED, LOINC, 
RXNORM, ICD9, ICD10, etc) Unknown Unknown

Minimum Result/observation value (e.g. HbA1C value, BP, 
BMI) 100.00% Unknown

Minimum Units of service (if applicable, such as for 
medication order or procedure) Unknown Unknown

ACO 12
Discharge Date NA Na
Medication Reconciliation NA Na

ACO 13 Screen for Falls 1.96% 1.96%

ACO 14
Allergy List 30.62% 30.62%
Influenza Immunization 42.21% 42.21%

Data Quality Update – VHCIP HDI Workgroup
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DATA QUALITY DASHBOARDS

Data Quality Update – VHCIP HDI Workgroup
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• Each element is evaluated at the patient level 
for an organization.  Multiple messages or 
entries for same patient are counted only once.

• The denominator is the population seen that 
had an ADT or CCD generated in the Month of 
April.

Patient Level Demographic and Provider 
Analysis

Data Quality Update – VHCIP HDI Workgroup
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* Valid patient name evaluates for ‘Test’, numbers, punctuation, inclusion of ‘Zzz’ combinations, 
identifies such as ‘Do not use’, and inclusion of a suffix in the last or first name position. 

Data Quality Update – VHCIP HDI Workgroup
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• Each section of the CCD was evaluated for the 
presence of data.

• The denominator is the population seen that 
had a CCD generated in the Month of April.

Patient Level Sectional Analysis
13

Data Quality Update – VHCIP HDI Workgroup
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14

* Out of the 3,317 patients that had a CCD sent from during April.

Data Quality Update – VHCIP HDI Workgroup
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• Each section of the CCD was evaluated for at 
least one entry.

• A documented value of ‘Unknown’ or ‘No 
Known’ in the CCD are included in the 
evaluation for a code system.

• Uncoded data represents an entry with no 
associated code system.

Patient Level Entry Analysis
15

Data Quality Update – VHCIP HDI Workgroup
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16

*Code types may add up to more than 100%, as each entry may have more than one code system 
associated with it.

Data Quality Update – VHCIP HDI Workgroup
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*Code types may add up to more than 100%, as each entry may have more than one code system 
associated with it.

Data Quality Update – VHCIP HDI Workgroup
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*Code types may add up to more than 100%, as each entry may have more than one code system 
associated with it.

Data Quality Update – VHCIP HDI Workgroup
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*Code types may add up to more than 100%, as each entry may have more than one code system 
associated with it.

Data Quality Update – VHCIP HDI Workgroup



20

20

*Code types may add up to more than 100%, as each entry may have more than one code system 
associated with it.

Data Quality Update – VHCIP HDI Workgroup
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VERMONT CARE PARTNERS 
DATA QUALITY PROJECT

Data Quality Update – VHCIP HDI Workgroup
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Vermont Care Partners Data Quality Project

Data Quality Update – VHCIP HDI Workgroup
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o Current State Analysis
Developmental/Specialized Service Agencies

• They are progressing well with their 
development of MSR-specific templates for 
Intake and Discharge.  They decided to finalize 
their Annual Review process after their June 
13th EHR go-live.

• Generic MSR training materials will be 
presented by VITL at the SSA Consortium 
Retreat at the end of June; date TBD. 

 Rutland Mental Health Service
• First meeting was held on June 2nd.

Vermont Care Partners Data Quality Project

Data Quality Update – VHCIP HDI Workgroup
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o Remediation and Training
 Counseling Service of Addison County

• Waiting for the agency to identify a training date
 Health Care and Rehabilitation Services

• Waiting for the agency to identify a meeting 
date to collaboratively develop training 
materials

 Northeast Kingdom Human Services
• The agency has received their Training Manual 

deliverable with updated MSR definitions. 
• Training was conducted on June 16th in both 

Derby and St. Johnsbury. 
• Other deliverables are in progress

Vermont Care Partners Data Quality Project

Data Quality Update – VHCIP HDI Workgroup
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 Northwestern Counseling & Support Services
• VITL met with the agency on May 5th and May 16th 

to determine their remediation and training plan.
• Training was conducted (4 classes) June 21st and 

June 22nd for managers, and clinical, administrative 
and medical records staff. 

• Deliverables are in progress
Washington County Human Services

• VITL met with the agency on May 18th to determine 
their remediation and training plan.

• Training was conducted on Monday June 20th for 
intake, other clinical, EHR Task Force staff, and 
medical records staff. 

• Deliverables are in progress

Vermont Care Partners Data Quality Project

Data Quality Update – VHCIP HDI Workgroup
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QUESTIONS?

Data Quality Update – VHCIP HDI Workgroup





Attachment 4: Care Navigator 
Implementation



OneCareVT.orgOneCareVT.org

Care Navigator 
Implementation 2016

June 22, 2016

Sara Barry, MPH; Director, Clinical and Quality Improvement
Maura Crandall, RN, BSN, CCM; Sr. Care Coordination Specialist
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Goals of Care Coordination 
Software

 Provide a software solution to support effective care 
coordination for OneCare Vermont attributed patients

 Streamline communication among care team members 
and with patients/caregiver(s)

 Build on the learnings from the Integrated Communities 
Care Management Learning Collaborative (ICCMLC)

 Coordinate tasks among multiple care team members
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Goals of Care Coordination 
Software

 A single software platform for care coordinators across the 
continuum of care (i.e. PCMH, hospitals, community 
agencies)

 Tools that allow for identification of high/rising risk patient 
populations

 Shared care plans using a standard template

 Supports care of complex patients by automating follow-up 
tasks based on patient needs

 Customizable reports

 Complimentary to an EMR (non duplicative)
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Care Coordination Software 
Features

 A central communication hub to coordinate care across 
care teams and with patients/caregivers

 Real-time updates as care team adds to the software

 Secure messaging with patients, families, and other 
providers

 Fed by existing claims & clinical data

 Automated work flows generate tasks for
care team members
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Care Coordination Software 
Features

 A library of assessment tools completed by patients and/or 
care team members

 Ability to add assessments with reportable fields

 Care team members can upload and share documents 
(e.g. labs, discharge plans)

 A customizable dashboard:
 view and manage tasks
 communicate with other care team members
 monitor key indicators for assigned patient panels
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Upcoming Features (Fall/Winter 2016-17)

 Mobile Application: provide remote access for field team 
and patient/caregiver(s)

 Additional clinical data

 Ribbon function for simultaneous viewing of software 
systems

 Patient education material library customized (e.g. 
community-specific resources, cultural and linguistic 
needs)

 Integrated event notification system
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Data Flow for Care Coordination

Data Sources Data Warehouse Care Navigator Care Coordination 
Activities

OneCare Data 
Warehouse 
(Health Catalyst)

Claims
(Dx, utilization 
including ED, IP, 

hospice for 
Medicare, 
Medicaid, & 
Commercial)

Mobile App

Central Hub
future

(e.g. assessments, tasks, secure 
messages) 

future

Clinical* 
(VITL, direct 
EMR feeds)

* Select clinical data will be available in Care Navigator beginning fall/winter 2016‐17
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Data Security

 HIPAA-compliant software system
 supports the “minimum necessary” rule
 secure messaging among care team members

 Care coordination work conducted on behalf of OCV 

 All care team users have contracted relationships with OCV 
that allow for sharing of necessary patient data to support 
OCV’s business operations

 Existing patient consent, given at the participant level (e.g. 
PCP, hospital), allows sharing information among care team 
members

 Additional patient/caregiver consent needed to access the 
mobile app (future)
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Who Will Have Access?

 OCV Participants:
 Primary & specialty care practices
 Hospitals

 OCV Collaborators & Affiliates:
 Area Agencies on Aging
 Home Health Agencies
 Designated Agencies & Recovery Centers
 Skilled Nursing Facilities
 Housing Authorities 
 State of Vermont Agency of Human Services
 Transit Organizations
 School Nurses 
 Family Centers 

 Patients & Designated Caregivers
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Data Protections
OneCare

i.e. OneCare employees
Data Protections:

OHCA, Data Use Agreement, 
Annual Compliance Training

Collaborator  
e.g. SASH, HHA, AAA
Data Protections:

Collaborator Agreement and 
Annual Compliance Attestation

Participant
e.g. PCP, Hospital
Data Protections:

Participant Agreement
Annual Compliance Attestation

Patient
Data Protections:
Opt out Letter
In Office Poster



OneCareVT.org 12

User Access
 System Administrators (OCV technical team)
 Care Coordination Supervisor

 Assign patient panels to care coordinators
 View HSA and/or agency-wide reports

 Care Coordinator
 Manage patient panels
 Assign tasks to care team members

 Support Services
 Receive tasks, view limited patient information related to their 

area of responsibility (i.e. address for a transportation agency)
 Patients

 Access to shared care plans, assessments, tasks, education 
materials, secure messaging

 No access to clinical notes
 Can designate family/caregiver access
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Care Navigator Monitoring & 
Reporting

 Customizable views, reports, dashboards

 Standard reports to:
 Identify tasks & priorities for individual patients
 Identify high and rising risk patients
 Inform panel management
 Manage care coordination across an agency, HSA, OCV
 Capture RWJF Evaluation metrics

 Replace existing OCV reports:
 Beneficiary Detail Report (BDR)
 High Risk Patient Reports
 Quarterly Care Coordination Reports
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Transforming Complex Care Grant

 Robert Wood Johnson Foundation

 May 2016 – May 2018

 Four pilot communities: Bennington, Berlin, Burlington, and 
St. Albans 

 Supports communities to:
 Refine and expand their approaches to providing care 

coordination for patients with complex care needs

 Build upon and expand the work of the ICCMLC

 Serve as the pilot communities for rollout of Care 
Navigator, informing the successful deployment and 
future enhancements 


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Expectations & Funding

 Engage OCV-attributed patients with complex care needs in 
care coordination activities and manage their care through 
Care Navigator
 Participate in monthly user group calls 
 Utilize data and reports from Care Navigator 
 Participate in required grant evaluation activities
 Year 1 target: engage 100 patients in care coordination 

activities by 05/14/17 

 Funds are to set up sustainable structures and work flows 
to support care coordination 
 $40,000 per community over two years
 Funds cannot to be used for care coordination of specific 

patients
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2016 Care Navigator Timeline

April
Set up CN 
software for 
OCV

May
Gather Focus 
Group feedback

June
Incorporate FG 
feedback into  CN

June 30th
CN early 
release to 
pilot 
communities

July
Outreach & 
training site 
visits to pilot 
communities

July 29th
1st user 
group mtg

August 26
2nd user 
group mtg

September
Expand CN to 
additional 
communities 

November 18
5th user group 
mtg

December 16
6th user 
group mtg

September 30
3rd user 
group mtg

October
Enhance 
patient 
engagement

October 28
4th user 
group mtg

December
Network‐wide 
engagement

We are 
here
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Contact Us

Leadership 
Contact

Sara Barry, MPH
Director, Clinical and 
Quality Improvement

(802) 847-
0932

Sara.Barry@onecarevt.org

Clinical 
Contact

Maura Crandall, RN, BSN, 
CCM
Sr. Care Coordination 
Specialist

(802) 847-
8062

Maura.Crandall@onecarevt.org

Technical 
Contact/  
Help Desk

Kelley Beams
Sr. Network Operations 
Specialist

(802) 847-
0837

Kelley.Beams@onecarevt.org
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CN Demo Patient Dashboard-
1. Patient Details and Activities and Notes
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CN Demo Patient Dashboard
2. Care Coordination Status
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CN Demo Patient Dashboard
3. About Me
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CN Demo Patient Dashboard
4. Care Team Members
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CN Demo Patient Dashboard
5. ACO / Insurance Information
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CN Demo Patient Dashboard
6. Key Utilization Metrics
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CN Demo Patient Dashboard
7. Documents / Encounters
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Shared Care Plan
1. Goals- Personal / Treatment / Future
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Shared Care Plan
2. Referrals, Challenges/Barriers, and Appointments
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Shared Care Plan Document
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Assessments
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Care Coordinator Dashboard
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Attachment 5 – Making 
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