
 

VT Health Care Innovation Project - Payment Model Design and Implementation Work Group Meeting Agenda 
Monday, July 11, 2016 1:00 PM – 3:00 PM. 

DVHA Large Conference Room, 312 Hurricane Lane, Williston 
Call in option: 1-877-273-4202 Conference Room: 2252454 

           

 

Item # 
 

Time 
Frame Topic Presenter Decision Needed? Relevant Attachments 

1 1:00- 
1:05 

Welcome and Introductions; 
Approve meeting minutes 

Cathy Fulton, 
Andrew Garland 

Y – Approve 
minutes Attachment 1: June Meeting Minutes 

2 1:05-
1:10 

Program Updates  
• New Staff Introduction 
• Performance Period 3 

Approval 

Alicia Cooper, 
Georgia Maheras N  

3 1:10-
2:00 

ACH Peer Learning Lab 
Presentation 

Heidi Klein N Attachment 3:  ACH Presentation 

4 2:00-
2:50 Medicaid Pathway Presentation Selina Hickman, 

Michael Costa N  

5 2:50-
2:55 Public Comment Cathy Fulton,  

Andrew Garland N  

6 2:55-
3:00 Next Steps and Action Items  Cathy Fulton,  

Andrew Garland N  





Attachment 1: June Meeting 
Minutes
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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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Agenda Item Discussion Next Steps 
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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Agenda Item Discussion Next Steps 
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  

 



























Attachment 3:  ACH 
Presentation



Linking Clinical Care and Community Wide 
Prevention to Improve Health Outcomes 
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VT Accountable Community for Health



Building a High-Performing Health System for Vermont
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Big Goal:
Integrated Health 

System able to 
achieve the Triple Aim

All-Payer Model (Next Gen-type ACO):
• Way to pursue goal of integrated 

system for certain services and 
providers.

• Enables Medicare, Medicaid, and 
Commercial payers to align value-based 
payments for health care.

Medicaid Pathway:
• Way to pursue goal of integrated 

system for services and providers 
outside of All-Payer Model.

• Enables Medicaid to align value-based 
payment models with All-Payer and 
ACO design.

Complementary Delivery System Reform 
and Care Delivery Transformation Efforts, 
including…
• Blueprint for Health (multi -payer 

patient-centered medical homes)
• Community Health Teams (CHTs)
• CHT Extensions – Hub & Spoke, 

Support and Services at Home (SASH)
• Regional Governance (Unified 

Community Collaboratives)
• Provider Learning Collaboratives
• Accountable Communities for Health



Vermont: Regional Integration 
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Building Blocks for Population Health Improvement
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Integrated Care 
Management

+ Unified Community
Collaboratives + Accountable Communities for

Health 
How do we enhance team-
based care for high risk 
individuals? 

How do we improve the quality 
of care, integrate services  and 
improve health outcomes?

How do we connect integrated 
services for individuals with 
community-wide prevention 
strategies?

Focus integrated care teams for
at-risk individuals

Focus at regional level  on 
collaborative medical and social 
systems integration

Focus on planning for community-
wide systems and strategies to 
improve population health outcomes 
across a geographic area

Support for design and 
implementation of cross-
organization, team-based care

Support for design and 
implementation of cross-
organization, team-based care 
and coordination of services 

Support for high-level convening, 
planning, and community level 
environmental and policy changes to 
address social determinants

Working with organizational 
leadership and front-line care 
managers from health and 
social service organizations

Working with organizational 
leadership from health and 
social service organizations

Working with organizational
leadership from health and social 
service organizations, and community 
prevention partners



Key Elements for Exploration 
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Accountable Community for Health



What is an Accountable Community for Health?

Accountable for the health and well-being of the entire 
population in its defined geographic area

Supports the integration of high-quality medical care, 
mental and behavioral health services, and social 
services for those in need of care

Supports community-wide prevention efforts to reduce 
disparities in the distribution of health and wellness.
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Systematic Clinical - Community Linkages
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Integrated 
Clinical Care

Community 
Wide 

Prevention

Physical 
health Long-term 

care

Substance 
useMental health 

Employment

Transportation

Built environment

Education

Housing

Family support

Natural Envir

Health 
behaviors



Core Elements of Vermont’s ACH Model
1. Mission
2. Multi-Sectoral Partnership
3. Integrator Organization
4. Governance
5. Data and Indicators
6. Strategy and Implementation
7. Community Member Engagement
8. Communications
9. Sustainable Funding 
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Mission, Multi-Sectoral and Governance 
 Building on the Unified Community Collaboratives in 

most communities

 Expanding to include public health and community 
prevention partners

 Broadening mission and governance 
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Data and Indicators -- DRAFT

7/13/2016 11

Measures of 
Accountability

Measure Sources

Clinical Care NCQA, NQF, HEDIS Clinical and Claims

Accountable Care 
Organizations

Select ACO quality 
measures

Clinical and Claims

Accountable Community 
for Health 

Community-wide health 
outcomes
Social determinants

Healthy Vermonters 2020
Community Health Needs 
Assessments

State Health and Well 
Being

State-level health 
outcomes
Social determinants

State Health 
Improvement Plan (SHIP)
Act 186 --Social Well 
Being of Vermonters



 Traditional Clinical Approaches focus on individual 
health improvement for patients who use provider-
based services

 Innovative Patient Centered Care and/or 
Community Linkages include community services for 
individual patients

 Community-Wide Strategies focus on improving 
health of the overall population or subpopulations

Three Levels of Strategy and Implementation 
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Strategies to Improve Developmental Screening Rates 
 

The following table highlights evidence-based strategies and best practices to improve developmental screening rates in clinical and community settings. 
 

ACO Measure: Core-8 (NCQA HEDIS): Developmental Screening in the First Three Years of Life 
The percentage of children screened for risk of developmental, behavioral and social delays using a standardized screening tool in the first three years of 
life, that includes three, age-specific indicators assessing whether children are screened by 12 months of age, by 24 months of age and by 36 months of age. 

 
Clinical Approaches Innovative Patient-Centered Care and/or 

Community Linkages 
Community Wide Strategies 

Patient education & tools 
• Adopt Bright Futures (i.e. pre-visit 

questionnaires, documentation, education 
handouts) 

• Educate families on developmental 
milestones 

• Establish a multidisciplinary team within 
your practice to implement universal 
developmental screening 

Validated screening tool and protocol 
• Review and identify a primary structured, 

validated developmental screening tool 
• Implement structured developmental 

screening using a validated tool at the 9, 18 
and 30 month well visits 

• Implement developmental screening at 
other visits 

Training and roles 
• Ensure practitioners and staff are trained 

on accurate administration of screening 
tool 

• Identify and assign roles/responsibilities 
across the practice 

Parent/Family resources 
• Increase parental education on early 

child development 
• Provide parents/caregivers with 2-1-1- 

phone number and encourage outreach 
to Help Me Grow (HMG) 

• Provide informational materials 
customized for specific audiences to 
increase knowledge of HMG resources 

• Provide information on community- 
based resources and education in 
support of early childhood development 
(e.g. parenting classes, library services) 

Partnership building/referral resources 
• Promote educational resources and 

materials with providers and partners 
(e.g. Bright Futures, Learn the Signs Act 
Early) 

• Outreach to community stakeholders 
(e.g. early care and education providers, 
CIS, schools) 

• Identify appropriate referral resources 
and capacity 

Help Me Grow 
• Enhance utilization of Help Me Grow (HMG) by 

providers, families, and community resources 
• Collect feedback from HMG community stakeholders 

and families to improve service delivery 
Quality improvement 
• Integrate QI activities in support of universal 

developmental screening (i.e. medical home, early 
care and education, Unified Community 
Collaboratives) 

• Connect providers (medical home and early care and 
education) to VCHIP-supported quality improvement 
activities 

• Spread VCHIP’s early care and education learning 
collaboratives by adding new regions each year 

Improvements to the system of care 
• Strengthen referral and evaluation systems at the 

community-level 
• Build relationships to improve communication and 

collaboration around referrals 
• Conduct a community-level gap analysis and needs 

assessment to identify levers to enhance the system 
of care 

 
 

Revised 12/9/15 



Financing and Sustaining ACHs in Vermont
 Current: ACH Peer Learning Lab is technical assistance to interested 

regions to facilitate visioning, provide an additional framework and 
set of tools, and engage a broader group of partners.

 Future: 
– State Level: All-Payer Model, Medicaid Pathway, and other care 

delivery transformation efforts.

– Regional Level: 
• global budgets  
• non profit hospital community benefit
• community development financial institutions
• engagement with private sector
• social impact bonds/pay for performance
• community wellness fund
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Peer Learning Laboratory
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Accountable Communities for Health 



Participating Communities 
 Bennington 
 Burlington
 Caledonia- Essex ACH (St. Johnsbury)
 Middlebury
 Newport 
 Rutland
 Springfield 
 St Albans
 Upper Valley
 Windsor 
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Peer Learning Lab Principles
SYSTEMS APPROACH FOR ACH PEER TO PEER LEARNING 

 
 
 

LEADERSHIP AT 
SYSTEMIC LEVEL 

 
 
 

STRONG CORE 
TEAMS 

 
 

COMMUNITY ENGAGEMENT 
AT LOCAL LEVEL 

 
 

COMMUNITY OF PRACTICE: 
ACHS ACROSS VERMONT 

 
 
 
 

HEALTHY VERMONT 

cross-cutting approaches 
 

 

upstream thinking 
 

 

root causes 
 

 

leverage points 
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Baseline Assessment
What do you hope to gain by participating in the learning lab? 
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Strategies for addressing population health 79.4% 

Improved understanding of what an ACH is or can do 76.5%

Skills for addressing complex challenges 70.6%

Collaboration with members of my ACH site 73.5%

Improved communication at the statewide level 55.9%

Statewide alignment on ACH priorities 52.9%

Collaboration with members of other ACH sites 44.1%

Statewide alignment on ACH strategies 44.1% 



Peer Learning Lab Design
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ACH PEER TO PEER LEARNING JOURNEY 
 

STEPPING UP 
SHARED INTENT 
Becoming a Peer Learning Community 
JUNE 7 CONVENING 

 
 

STEPPING OUT 
CO-EVOLVING 
Planning Next Steps 
JAN 13 CONVENING 

 
 
 

STEPPING IN 
CO-PROTOTYPING 

Co-creating the Future 
KNOWLEDGE CAMP, DATE TBD 

STEPPING IN 
DEEP IMMERSION  2 
Gaining a Systems Perspective 
KNOWLEDGE CAMP, DATE TBD 

ACH KICK-OFF 
JUNE 1 WEBINAR 

STEPPING IN 
MEANING MAKING  3 
Sharing and Integrating 
SEPT 30 CONVENING 

1 

4 
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Current Team Functioning

The core leadership team is:  (Mark all that apply)
Response
Percent

Response
Count

Still being formed or identified 33.3% 11
Still learning about the ACH 48.5% 16
Struggling to work well together 6.1%

2
Working well together 30.3% 10
Making progress toward achieving its 
goals 24.2% 8
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On-going Support
 ACH Website
 LinkedIn space for participants
 Local facilitation and monthly calls with 

presentations of what is happening on the ground
 Knowledge camps

– ACH in WA and MN
– ACH Financial Sustainability 
– Community Development 101
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Vermont’s ACH Implementation Challenges

 Vermont is on the verge of transformative change
with All-Payer Waiver and Medicaid Pathway.

 Health reform fatigue and competing priorities at 
the community and provider levels.

 Emphasis on local control has resulted in significant 
variation across communities – a strength and a 
challenge!

7/13/2016 22


	PMDI Draft July Agenda
	Attachment 1 - Draft_PMDI_6.20.16_Minutes
	Draft VHCIP Payment Models Work Group Minutes 6 20 2016
	6-20-2016 PMDI Roll Call and Attendance

	Attachment 3 - ACH Slides July 2016
	VT Accountable Community for Health
	Building a High-Performing Health System for Vermont
	Vermont: Regional Integration 
	Building Blocks for Population Health Improvement
	Accountable Community for Health
	What is an Accountable Community for Health?
	Slide Number 7
	Systematic Clinical - Community Linkages
	Core Elements of Vermont’s ACH Model
	Mission, Multi-Sectoral and Governance 
	Data and Indicators -- DRAFT
	���Three Levels of Strategy and Implementation 
	Slide Number 13
	Financing and Sustaining ACHs in Vermont
	Accountable Communities for Health 
	Participating Communities 
	Peer Learning Lab Principles
	Baseline Assessment
	Peer Learning Lab Design
	Current Team Functioning
	��On-going Support
	Vermont’s ACH Implementation Challenges

	Blank Page
	Blank Page
	Blank Page
	Blank Page

