Vermont Health Care Innovation Project
Practice Transformation Work Group Meeting Minutes
Pending Work Group Approval
Date of meeting: Tuesday, November 8, 2016, 10:00am-12:00pm, Oak Conference Room, Waterbury State Office Complex

Agenda Item

1. Welcome and
Introductions;
Approve Meeting
Minutes
2. Sustainability
Plan Update
Georgia Maheras

Discussion

Laural Ruggles called the meeting to order at 10:01am. A roll call attendance was taken and a quorum was not
achieved.

Next Steps

Sustainability Plan Update: Georgia J. Maheras, Esq., Deputy Director of Health Care Reform for Payment and
Delivery System Reform and Director, Vermont Health Care Innovation Project
The VHCIP sub-group has been working throughout the month of October to discuss SIM sustainability. A draft
document will go out for review ad public comment early next week, along with the monthly project status reports.
There will be “roadshows” for all of the VHCIP work groups in November, although Practice Transformation will
review the document during its December meeting.
The Sustainability contractor, Meyers & Stauffer, is working on the draft document and inputs to the document
include a sustainability survey that was part of a recent All-Participant email, key informant interviews, focus groups
and meetings of the Sustainability sub-group. Georgia noted that many of the projects within the Practice
Transformation focus area have been highlighted as some of the most well-received projects across the SIM program;
several of these initiatives have been identified as ones that stakeholders would like to continue.
There will be a webinar on 11/17 during which the plan will be reviewed. Comments are welcome!
Dion LaShay asked for clarification of what it was meant to do. Georgia responded that the process and document is
meant to identify activities that have been part of the SIM project that stakeholders feel have been valuable enough
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to continue after the project ends. The process includes identifying lead organizations that be able to support and
help keep those particular activities going in the future.

Next Steps

Sue Aranoff asked about the 20% sustainability set aside, as CMMI had advised Vermont that approximately 20% of
Performance Period 3 spending should target sustainability initiatives. Georgia responded the $1.2 M set aside for
work related to the All-Payer Waiver at the October 31st Core Team meeting is part of sustainability as the Waiver is a
key part of Vermont’s sustainability plan.
Deborah Lisi-Baker asked about ongoing sustainability and engagement. Georgia responded that transition planning
is occurring for the change in administration, so there will be proposals going forward, but there is so much
uncertainty around who will be in various positions it’s hard to nail down a particular structure. She indicated that it
would be a good idea to poll the work groups throughout November to ascertain if there are particular suggestions
that should be included in the transition planning.
Dion LaShay asked about the process to get newly elected people up to speed about the project SIM thus far. Georgia
responded that all of the various departments have been tasked with creating transition materials for the incoming
administration. These documents contain short and long term decisions that need to be made; highlight reports and
other information. The hope is to onboard new decision makers quickly and utilize some of the SIM work and
summary materials for their review. These are fairly standard processes and there are selected staff who are available
to help with this process.
3. Vermont Aging
and Disability
Resource Center:
Care
Transitions and
“No Wrong Door”
System

Vermont Aging and Disability Resource Center: Care Transitions and “No Wrong Door” System
• Nicole Distasio, State of Vermont lead for ADRC Grant and No Wrong Door Initiative
• Sandy Conrad, Executive Director and ADRC Leadership Team Liaison, Southwestern Vermont
•

Council on Aging

Audrey Winograd, Special Projects Coordinator at the Brain Injury Association of Vermont

The group heard a presentation from Attachment 3 of the materials packet:

Nicole Distasio,
Audrey Winograd began the presentation with an overview of the program. The project based at Southwestern
Sandy Conrad,
Audrey Winograd Vermont Medical Center is meant to identify individuals who are at high risk for readmission and to create a huddle

around that person. It is very frustrating for providers to find out that their patients have been hospitalized and they
haven’t been informed, for whatever reasons. The idea for this project is to make sure that there are connections
that can be made around the person.
Nicole Distasio presented from the slides in the materials:
Aging and Disability Resource Connection –
• Funding identified 2003-2005; started in earnest in 2005
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Next Steps

First grant in 2005 to develop a model (1 of 8 states in the model) for No Wrong Door – information referral
and options counseling

The No Wrong Model intends to address the following challenges in the health care system:
•
•
•
•
•
•
•

Increase in demand for services
Reduced service budgets
Fragmented systems
Difficult for consumers to access
Confusing to navigate (for both consumers and service professionals)
Lack of focus on the consumer
Institutional bias

In response to these challenges, the Aging and Disability Resource Centers are meant to:
• serve every community in the nation
• are highly visible and trusted by people of all incomes and ages
• provide information on the full range of long term support options
• act as a single point of entry for streamlined access to services
4 key components to the No Wrong Door System:
• State Governance
• Outreach and Coordination
• Person-Centered Options Counseling
• Streamlined Access
Sandy Conrad added that key to the work has been public outreach and coordination of referrals – most people do
not think about long term services and supports until there is a crisis and services are needed immediately. This often
results in a person choosing the fastest or most immediate option and is often very costly.
By providing awareness of services in advance – people will often choose the most cost effective services when they
know about the services before they are needed.
Dale Hackett asked how do we figure out what kind of services a person really needs? The response was that the
most effective way to do that is to include someone who is unbiased and not a part of the care coordination that will
happen afterwards; Have a conversation about what’s important to the person; Becoming involved in the system
early in the process; try to set up social work appointments to ask individuals questions about what’s going on in the
individual’s life. This is to avoid the request happening during a time of crisis. At the Area Agency on Aging,
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sometimes a call comes in through a Senior Help Line and the options counselling session can happen at the home of
the individual soon after, including a family member or care giver. The current project has staff in the hospital during
a hospitalization so that transitions of care are thought about ahead of time.

Next Steps

Audrey Winograd noted that follow on work and the lead organization in the area of care coordination is meant to be
individualized based on the situation – warm transfers are a key part of the transition to ensure there truly is No
Wrong Door. The ADRC model is meant to get people to where they need to go.
Sometimes there’s a balance of what you want, versus what can be given. Round the clock nursing may not be
available but even if the individual comes to the appointment with a selection already made, it’s still important to
have the conversation about available services to ensure they are aware of the options available, timing issues, etc.
Part of the options counseling is a follow up survey to check in on the status of the plan and whether the individual
has achieved goals and are getting services according to their plan.
Kirsten Murphy asked about those with disabilities who may not qualify for services under the standard definition of
“developmental disability;” shifting from school based services to adult services. The response is that lack of funding
does indeed impact the available types of services, particularly for this population. There are some services out there
for this population of youth in transition in some areas – who can fill these gaps? Questions remain about how we
can get more people trained to provide options counseling for this population.
The best way to do this is to follow the individual on a longer term basis – this helps through the transitions. Very
person centered – what’s important to you? Set no more than 3 goals and follow on according to the individuals pace
and desires. There is also follow up on eligibility requirements – does the person understand the eligibility criteria?
What happens if the person no longer qualifies for supports and how should follow up work be structured.
Dion LaShay asked how do people with IDD get proper services they need. He pointed out that the Priority System of
Care in Vermont limits services to those who are not in crisis. People fall through the gaps if they don’t meet certain
criteria. It is hoped that sustained funding will be found to continue this work.
Kirsten Murphy elaborated that in some service categories such as home and community based, respite and
employment based services, the Vermont System of Care sets up a series of gates that establish priority levels, but
these are narrow in scope and often keep individuals from qualifying to receive services if they do not fall within a
certain level.
Nicole Distasio responded that Ideally, expansion of these kinds of programs would not have any criteria at all and
would only focus on the individual’s preferences and choices.
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Next Steps

The group then discussed the Bennington Care Transitions Project:
In Bennington, a group of providers developed a process and identified characteristics that would trigger referrals to
particular organizations or groups for additional specific supports, as well as referrals to options counseling.
The Results - Readmission rate and financial savings:
• The readmission rate in Bennington dropped from 41.1% to 15.5%
• The monthly median cost of $88,000 per month dropped to $24,000 per month resulting in a savings of about
$64,000. The average cost is around $51,000.
This is what makes a difference in someone’s life.
Jessa Barnard asked about the connection to the Community Health Team (CHT)? In Bennington, a nurse care
manager (usually a Transitional Care Nurse) will follow the person and work in tandem with the options team to
create and help implement the transition plan. The links are made with the member of the CHT who may be part of
the primary care practice and can help the individual follow the plan.
Deborah Lisi-Baker asked about identifying the core elements of training we would want for those who are part of
options counseling, to bring in social determinants of health and to promote counselors who are not connected
directly to a particular part of the system. This would help to build common expectations about skills and behaviors
for these independent options counselors. This could be part of sustainability to enable options counseling in an
ongoing way.
Dale Hackett asked about inclusion of epigenetics (environmental or otherwise). At this time there are none as part of
this program, however UVM may have more information about this topic.
Dale also asked about savings to the hospital – are these tracked and would they show up in the hospital budget? Can
it be part of the sustainability of these services? The response is that discussions are being had about redirecting the
savings back out to the ADRC participant organizations to help sustain some of these counselors from different
organizations to keep providing those services.
Erin Flynn asked about data collection efforts. Nicole Distasio responded that they are currently piloting a tool to see
what the current need of the population is; how many individuals are being serviced, how many are eligible, etc.
There are eight pilot states for this tool and Vermont just reported first round of data.
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Erin also asked about the former Uniform Transfer Protocol project in Bennington. Sandy Conrad responded that they
are currently trying to get connected in Southwestern Vermont to the Care Navigator tool being rolled out by OneCare
Vermont. There has not been any additional work done on the Uniform Transfer Protocol project.

Next Steps

Sue Aranoff asked if enough data was gathered to know any statistics about how many people were represented in
the savings report? Nicole responded that the average savings across the program was about $8 per person.
Feel free to reach out to Nicole for more information.
Nicole DiStasio, MA
Aging and Disability Resource Connection, Vermont State Lead
DAIL-ASD, Quality Improvement Coordinator
Office: 802-241-0292
Cellular: 802-760-9770
Email: Nicole.distasio@vermont.gov
4. Wrap-Up and
Next Steps; Plans
for Next Meeting

Next Meeting: Tuesday, December 6, 2016 10:00 am – 12:00 pm
AHS - WSOC Oak Conference Room
280 State Drive, Waterbury
Call-In Number: 1-877-273-4202
Conference ID: 2252454
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