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Meeting Minutes

Vermont Health Care Innovation Project
Practice Transformation Work Group Meeting Minutes
Pending Work Group Approval
Date of meeting: June 7, 2016; 10:00 AM to 12:00 PM; Red Oak Room, State Office Complex, 280 State Drive, Waterbury, VT
Agenda Item
1. Welcome,
Introductions

Discussion
Deborah Lisi-Baker opened the meeting at 10:05.
Roll call attendance was taken and a quorum was not achieved.

Next Steps

Approval of
minutes
2. Program
Updates:
• Operational
Plan Submission
• CMMI Site Visit
• Core
Competency
Training

Georgia Maheras provided the following programmatic updates:
• Operational Plan Submission: The VHCIP Performance Period 3 Operational Plan was submitted to CMMI on
April 28, 2016. Thanks to many staff and stakeholders for their contributions to the over 150 page report!
• CMMI Site Visit – May 2 and 3, 2016: CMMI sent three representatives to Vermont in early May for two days
of meetings to discuss the status of the VHCIP project and plans for the final year of the Grant.
Erin Flynn provided the following update on the Core Competency Training Series
• June 16 and 17, 22nd and 23rd: the next round of trainings will be occurring. The focus will be on cultural
competency and universal accessibility. There are still some openings for these next trainings – please
visit the website for more information and contact Holly Stone at Holly.Stone@partner.vermont.gov to
sign up!
• There are 240 spots available for the series and a rough estimate is that approximately 85-90 different
organizations are participating in this statewide training series.
Joelle Judge provided an update on the upcoming Provider Subgrant Symposium: On June 16th, the VHCIP will
convene all of the Provider Sub-grantees at the Capitol Plaza in Montpelier. The event starts at 8 am and runs
through 12:30 pm. Sub-grantees will be making short presentations to highlight case studies and best practices
and lessons learned throughout their projects. Many projects will also feature poster or table displays with more
information, papers and other materials available for review.
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Agenda Item
3. Update on
ICCMLC
program

Discussion
Erin Flynn, Jenney Samuelson and Pat Jones
Integrated Communities Care Management Learning Collaborative (ICCMLC)

Next Steps

Erin Flynn began by providing a recap of progress to date, highlighting the work group’s goals and how the
ICCMLC was envisioned to help achieve these goals. For example, although Vermont’s delivery system reforms
have strengthened coordination of care and services, people with complex care needs sometimes still experience
fragmentation, duplication, and gaps in care and services. The learning collaborative was envisioned as a way to
address these concerns. She described the near and long-term goals of the project, with the overall intent to
mirror the Triple Aim of improving the experience of care, improving the health of the population and reducing
the cost of health care.
Sam Liss asked noted that a risk of decreasing health care costs could be decrease quality, or even rationing of
services. Pat Jones indicated that the quality measurement component is key to the State’s value based
purchasing payment reform initiatives. Dale Hackett also commented that it is hard to measure certain impacts,
particularly around medicine and pharmacy, where the delivery of actual medicine is critical to peoples’ health.
Jenney and Erin noted that one of the outcomes that is beginning to emerge through the ICCMLC is improved
communication across an integrated care team so that providers aren’t prescribing conflicting medications, as an
example.
Ben Watts noted that the Department of Corrections is currently exploring opportunities to improve outcomes for
people being discharged from corrections facilities by connecting them to community services and supports
immediately upon discharge. He also noted that it may be important to consider the ‘Quadruple’ Aim, rather than
Triple Aim, with the 4th leg being staffing.
Pat Jones also noted that there is always the option of referring folks to their local community health team.
Erin next discussed the framework of the ICCMCLC. The learning model leverages the Plan, Do, Study, Act (PDSA)
quality improvement model to facilitate rapid-cycle learning and implementation. The Learning Collaborative has
utilized both in-person meetings and webinars to engage participants on a monthly basis.
Jenney Samuelson discussed the workflow that is being used by the Learning Collaborative, and referred to the
colorful “box diagram” included in the handout (noting that the order of interventions may vary). The local
community teams are using data to identify patients with complex needs who might benefit from team-based
care. Once identified, they then reach out to begin the process of engaging the individual such that the care is
person-directed. Next providers use tools to document a person’s story, goals and care team. These tools include
things like Camden Cards to identify and individual’s goals, and eco-mapping to determine who is on an
individual’s care team. Next a record review tool is used to do a 10-year look back into a person’s medical record.
A root cause analysis is done to help categorized that information in four quadrants (medical, psych, social and
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Discussion
systems) that are contributing to a person’s health. Then an initial “care team huddle” or organizational meeting
is convened followed by the identification of a lead care coordinator, a cross organizational care team conference,
and finally the development, implementation and ultimately updating of shared care plan over time.

Next Steps

Jenney also offered an overview of how the “community collaboratives” and the ICCMLC interface:
•
•
•
•

Community Collaboratives (CCs - often known as UCC, RCPC) have been established in each HSA and include
health care, social service, and community based organizations.
CCs set community health priorities based on core measures and priorities for each area.
CCs have selected the Learning Collaborative as a performance improvement project to address priorities and
support cross-organization integrated care management.
CCs are poised to sustain the work at the end of VHCIP with support from the Vermont Blueprint for Health
and the ACOs.

The group next discussed the tools that are being used to support the ICCMLC model and workflow described
above, and noted that examples of these tools can be found in the materials packet.
Dale asked if the tools will ultimately allow for someone to be able to ‘read’ the person’s story based on the
completion of the tools. Jenney and Pat both echoed that this is one of the most important pieces of the concept
of team based care and person directed care that is coming out of the Learning Collaborative – learning and telling
the story of the person, in their own words. Bev Boget also asked how providers would know whether and where
to look to view a shared care plan and where it ultimately resides. Jenney offered one example in which a
community have embedded the shared care plan in the EMR in the local hospital’s emergency room. She also
noted how in the absence of common accessible electronic systems for all providers across a community
currently, learning collaborative teams have been sharing documents in less high tech ways including secure
email, fax and hard copy. Jen also noted that we are often seeing the lead care coordinator take responsibility for
ensuring that the shared care plan is up to date and accessible to all members of the care team.
Next, Pat Jones presented on the program evaluation strategy for the ICCMLC. The first component of the
evaluation strategy includes process measures, starting with the number of people enrolled in these pilot projects
(over 200 families are currently involved!) and also recording metrics around the number of individuals who have
a lead care coordinator identified, root cause analysis completed, care team identified and a share care plan
completed. These measures are being reported by the participated communities on a bi-monthly basis.
The project is also fielding two surveys to assess 1) the patient experience of care and 2) the provider experience
within the team-based care construct.
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The following outcome measures are being explored for potential measurement of the outcomes of the project:

Next Steps

Emergency Department Utilization:
• Potentially Avoidable ED Utilization
• Outpatient ED Visits (HEDIS®)
Inpatient Utilization:
• Inpatient Discharges (HEDIS®)
•All-Cause Readmission (HEDIS®)
• Rate of Hospitalization for Ambulatory Care Sensitive Conditions (AHRQ PQI Chronic Composite)
Cost/Resource Utilization
• Total Expenditures Per Capita
• Total Resource Use Index
Primary Care Encounters
The claims based outcomes measurement strategy is still being finalized, however as the number of individuals
involved increases, the likelihood of reaching statistically significant results also increases.
Bev Boget asked if it has been difficult to engage people in the collaborative. Pat indicated that almost all of the
people who have been invited to participate are participating and staying engaged. She also noted that Lauran
Hardin, who is one of the key faculty members, follows people for like and uses the term “relationship for life” to
describe the work of the lead care coordinator. Jenney added that the goal of the ICCMLC was not to create a new
case management program to enroll people into and to graduate people from, but rather to improve care delivery
and outcomes by enhancing the “teamness” of interagency care teams through an integrated care delivery model.
Jenney then provided an overview of the next in person learning session: Keeping a person’s shared plan of care
alive under dynamic and challenging situations.
Miriam Sheehy from OneCare Vermont added that there is a great deal of synergy across the state and this work
is having impact on the outcomes that the ACOs are seeing, including the inclusion of these tools into the Care
Management Tool kit that OneCare Vermont uses for their provider network.
Jenney noted that many of the participating organizations are using these tools in a much broader context. As a
notion of sustainability, this is encouraging to see how the local teams are including this learning systematically
into their work on an ongoing basis.
Bev Boget asked if providers are getting paid for the various interventions being implemented under this work.
Jenney noted that it’s actually saving time and increasing both efficiency and satisfaction for those who were
already trying to do care coordination. As well, it is being considered for inclusion in the all-payer model and
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payment models as well. In the meantime, providers have found ways to make this model work for the time
being, for example the are certain billing codes that can be used to attend a care conference, and conferences can
be held on site for Doctors or specialists who are very strapped for time, or providers can call in for just a short
portion of the conference if needed. This is allowing the communities to come up with innovative ways to work
with the system in the present time while also planning for the kinds of changes that need to be made to the
system overall.

Next Steps

Bev asked about sustainability and the participation of state agencies like DVHA. Georgia Maheras responded
that DVHA has been included all along, as well as GMCB and others. The makeup of the VHCIP Core Team
includes representatives from DVHA, GMCB, DAIL, AHS and AOA. We will be convening a smaller group to work
on more sustainability in detail.
4. Review &
Discuss 2016
Practice
Transformation
Workgroup
Work Plan

5. Next Steps

Deborah Lisi-Baker reviewed the Practice Transformation Work Group 2016 Work Plan. She noted that the group
had expressed interest in periodically reviewing the work plan and receiving updates on tasks as the projects
move forward.
Bev Boget suggested adding the names of lead people across the activities in the work plan. Georgia Maheras
noted that the Year 3 Operational Plan does have this information in section J, as well as in the monthly status
reports that are posted to the website here.
Deborah noted that with respect to Home and Community based rules, AHS is seeking input to helping to design
the conflict free case management rules. Legal aid is also watching for further development of these standards
and Deborah highlighted the need to ensure that these are worked into the system as things like the All-Payer
waiver and the Medicaid Pathway are defined and implemented. Dale also noted that there is importance to the
way that these models are communicated and also worked into the planning around sustainability.
The next meeting is Tuesday, August 2, 2016 from 10:00 am – 12:00 pm
Please note: The July meeting canceled.
Red Oak Conference Room, 280 State Drive, Waterbury
This is in the new State Office Complex
(New Building - the meeting space is located on the 2nd floor above the main entrance)
Call-In Number: 1-877-273-4202
Conference ID: 2252454
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Attachment 2 - Medicaid
Pathway Integrated Designs

Payment and Delivery System Reform:
Mental Health, Substance Abuse Treatment, Developmental
Disabilities Services
Medicaid Pathway to an Integrated Health Care System
Funding for this report was provided by the State of Vermont, Vermont Health Care Innovation Project, under Vermont's
State Innovation Model (SIM) grant, awarded by the Center for Medicare and Medicaid Services (CMS) Innovation Center
(CFDA Number 93.624) Federal Grant #1G1CMS331181-03-01.

Discussion Topics
Overview

Medicaid Pathway Context
Organized Delivery System Objectives
Medicaid Pathway Process
Continuum of Integration Models
Delivery and Payment Reform
Quality Oversight and Outcomes
Resources

Discussion
Next Steps
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Medicaid Pathway Context

• Older people and those with disabilities or multiple chronic
conditions (substance use disorder, mental health challenges and
other medical conditions) are the most complex and expensive
populations that Medicaid supports.

• In VT approximately 25% of Medicaid beneficiaries are enrolled in
Specialized Programs; however, they account for 72% of Medicaid
Expenditures (55% in specialized programs and 17% in physical
health care).

• Evidence suggests that the integration of care (primary care, acute
care, chronic care, mental health, substance abuse services and
disability and long term services and supports) is an effective
approach to pursuing the triple aim: improved health quality, better
experience of care and lower costs.
• Community based supports help prevent the need for care in more
expensive, acute care settings, thus improving well-being, quality
and controlling costs.
• Research has shown that environmental and socio-economic factors
are crucial to overall health.
• Integration is a fundamental component of comprehensive, personcentered care.
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Objective for Reform Planning

Develop an organized delivery system for serving individuals
and promote integration across services for:
• Mental Health
• Substance Abuse Treatment
• Long-Term Services and Supports for individuals with
developmental service needs
• Physical Health
• Long-Term Services and Supports for individuals with
physical disabilities and older Vermonters
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Medicaid Pathway Process

Delivery System Transformation (VT Integrated Model of Care)
• What will providers be doing differently?
• What is the scope of the transformation?
• How will transformation support integration?
Payment Model Reform (Reimbursement Method, Rate Setting)
• What is the best reimbursement method to support the Model of Care
(e.g. fee for service, case rate, episode of care, capitated, global
payment)?
• Rate setting to support the model of care, control State cost and support
beneficiary access to care
• Incentives to support the practice transformation
Quality Framework (including Data Collection, Storage and Reporting)
• What quality measures will mitigate any risk inherent in preferred
reimbursement model (e.g. support accountability and program integrity);
allow the State to assess provider transformation (e.g. structure and
process); and assure beneficiaries needs are met?
Outcomes
• Is anyone better off?
Readiness, Resources and Technical Assistance
• What resources are necessary to support the desired change and/or fund
the delivery system?
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Long Term Goal – Discussion Draft

To support the creation of an organized, provider-led
delivery system, such as an Accountable Care Organization
or other structure, that can support the full continuum of
AHS Medicaid funded services from pre-natal through end
of life care, seamlessly integrated with physical health care.
Provider staff view work together as one of a single team
and the principle of treating the whole person is applied to
total population, not just identified target groups.
6

Long Term Delivery System Transformation
Delivery System Transformation

What will providers be doing differently?

Adopting the Vermont Integrated Model of Care

Shared governance to support, at a minimum:
• Achieving the Model of Care
• Assessing community needs and gaps
• Using community profile and quality data to make
decisions about community services, gaps, assets
• Creating consensus regarding community investments to
support population health and the integrated model of
care
Promoting Population Health (Population-Based Health,
Adoption of Best Practices; Address social determinates of
health and early intervention)
Ensuring Efficient Operations and Oversight, including nonduplication of services and supports

How will Transformation Elements Support Integration
with Physical and Mental Health, Substance Abuse
Treatments and LTSSS

Through Consumer Experience of Integrated Care such as:
• Person-centered planning
• Bi-directionality of referrals between PCP and Community
Service Providers
• Standardized and comprehensive assessments
• Active involvement of PCP in service planning
• Single/Lead case manager
• Interdisciplinary Teaming
• Use of IT to support information sharing & outcomes
Through integration of delivery systems across physical and
mental health, substance abuse treatment and long term
services and supports shared:
• Governance of community goals & progress
• Assessments of community assets & gaps
• Decision-making regarding resources and priorities
• Accountability
• Quality monitoring , improvement goals and outcomes
Through coordination and accountability at the community
level to promote innovation and monitor quality and outcome
measures that “everyone can get behind” (i.e., all providers can
impact)
Through consolidation of functions at provider and state level
such as care coordination, data reporting and IT platforms
across AHS programs
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Continuum of Payment Models to
Support Objectives

5

Comparative Ranking of Payment Models Relative to
Integration, Early Intervention, Prevention and Provider Risk

4

3

2

1

0
Fee-for Service
Cost Based
Person Centered Budget
Integration

Episode of Care

Case Rate

Early Intervention

Sub-Capitated

Prevention

Capitated
Global
Provider Risk
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Quality & Outcome Framework

Overall quality and outcome framework is related to, but
broader than, quality metrics that may be used to determine
incentive payments
Quality and outcome framework becomes the foundation for
program oversight, provider monitoring, provider reporting,
corrective action and quality improvement planning
o Accountability: Confirm that contracted services were delivered. Did
you get what you paid for? At minimum, requires submission of
encounter data:
o Service type, location, provider, duration, date

o Appropriateness: Were the services delivered based on best practice
and State standards (e.g., process and clinical, Model of Care, HCBS,
Trauma, Recovery, Reliance, etc.)? Requires submission of data and
medical records audits:
o Core Data Elements – Build from HSE/SPP Task 5 Report

o Outcomes: Did the services delivered produce the expected results?
o Build from current AHS Dashboard and Comprehensive GC/Medicaid
Quality Strategy work
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Continuum of Integration Models

Based on Discussions to Date Several Integration Models
are Emerging:
• Coordinated Model
• Specialized Delivery System Integration (Minimum
Service Array)
• Integrated Community Delivery System (Minimum
Service Array plus Additional Health Care Partners)
• ACO Affiliated or Similar Model (Fully Integrated
Statewide or Regional)
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Delivery System Integration Continuum

Level of Delivery
System
Integration
Coordinated
Model

Specialized
Delivery System
Integration/Mini
mum Service
Array (current
Scope CCBHC-like
model)

Integrated
Community
Delivery System Minimum Service
Array plus
additional health
care partners
ACO Affiliated or
Similar Model
(statewide or
regional)

Characteristics

Delivery System Models: DRAFT for Discussion
Support for
Governance
Shared Functions
Objectives
Model Elements

Flow of Funds

Provider & contract Provider Specific
specific work and
(incentives could
populations
be created for
adoption of some
aspects)
Provider Led. State Allows for adoption
standards and
of model of care
oversight ;
within targeted
integrated care for programs, limited
target population
early intervention,
limited to no
impact on
population health
and prevention

Provider Specific

None

Provider Specific

Optional based on
scope of services
and local decisions
regarding shared
functions

Same as above ;
integrated care for
whole or subset of
population ; some
streaming of
Medicaid fund
sources ; shared
investments
Same as above ;
streamlining of
Medicaid fund
sources

Same as above
with more
flexibility for early
intervention,
population health
and prevention
based on partners

Required if shared
investments are
part of local
agreements

Optional and could
include: IT; data
analysis and
reporting; quality
and outcome
monitoring;
assessment of
community assets
and gaps; claims
processing ; etc.
Same as above

Provider Specific .
At discretion of
local partnerships
some funds could
flow to defined
local entity for
shared
administrative and
quality incentive
payments
Same as above

Supports all
objectives

Required for
resource decisions,
priority setting and
shared quality and
outcome tracking

All of the above
Single Entity with
plus budget
shared investments
monitoring, priority
setting and
resource planning
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Payment Models Based on Level of
Integration - DRAFT for Discussion

Payment Model Reform (Reimbursement Method, Incentives and Rates) Based on Level of Integration
Level of Delivery
Target Population
Potential
Potential Incentives
Potential Rate Base
System Integration
Reimbursement
and Annual
Approach
Adjustments
Coordinated Model
Provider Specific
No change
Could have incentive
Rates Determined
payments for certain
Annually
aspects of care
Rates based on 3 year
Provider Specific
Provider Specific Case Quality Incentive
Specialized Delivery
Bonus for Achieving
average, allocation and
System
Rate Payment
caseload, increased
Pre-Defined Targets
Integration/Minimum
(Monthly per active
annually by defined
Service Array (current
member; e.g., persons and/or Integration
percentage; consistent
needs to engage in
Scope CCBHC-like
rate setting approach
services within the
model)
month for provider to
across all Medicaid
fund sources
receive payment);
Child and Adult Rate
Integrated Community Whole or Target
Provider Specific
Shared Savings AND
Rates based on 3 year
th
Delivery System Group in Region
Global Budget (1/12
Quality Incentive
average allocation,
Minimum Service
annual allocation paid Bonus
increased annually
Array plus additional
monthly; not based on for Achieving Prebased on % of savings
health care partners
client accessing
Defined Targets and/or achieved; consistent
services in a given
Integration
rate setting approach
month)
across all Medicaid
fund sources
Shared Savings AND
Same as above
ACO Affiliated or
Whole or Target
Regional Capitation
Similar Model
Group in Region
Payment PMPM; not
Quality Incentive
(statewide or
based on client
Bonus
accessing services in a for Achieving Preregional)
given month)
Defined Targets
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Quality & Outcomes Framework Draft
Quality
Outcomes

Level of Delivery System
Integration

Accountability

Coordinated Model

Provider specific

Specialized Delivery System
Integration/Minimum
Service Array (current Scope
CCBHC-like model)

Provider specific; there could Provider specific; there could Could be shared reporting
be shared community targets be shared community targets

Integrated Community
Delivery System - Minimum
Service Array plus additional
health care partners

Provider specific , there
could be shared community
targets

Provider specific ; there
could be shared community
targets

Could be shared reporting

ACO Affiliated or Similar
Model (statewide or
regional)

Required Targets

Required Targets

Unified Reporting required

Provider specific

Reporting

Provider specific
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Resources (Identified to Date)
Resource Needs Identified to Date
Budget
Staff

Level of Delivery
System Integration
Coordinated Model

IT & Data
Infrastructure
Provider Specific

Specialized Delivery
System
Integration/Minimum
Service Array (current
Scope CCBHC-like
model)

Data collection and
reporting system that
allows for consistent
measurement of
quality and outcome
standards

Integrated Community
Delivery System Minimum Service
Array plus additional
health care partners
ACO Affiliated or
Similar Model
(statewide or
regional)

Incentives to support
adoption of model of
care
• Funding to support
workforce salaries
and predictable
COLA
• Funding for quality
incentives bonuses
• Increased
availability of
options counseling
• Independent
evaluation of
effectiveness of
delivery system and
outcomes
• Funding for IT gaps
at State and local
level

No Unique
Considerations

Data Analytics State
and Local
TBD

TA and Workforce
Development
Workforce Training
• Model of Care
• DLTSS core
competencies
• Learning
Collaborative for
best practice
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Next Steps

 Information Gathering and Feedback

• Solicit input from local regions through a formal information
gathering process

• State staff and workgroup to develop a request for feedback with key
questions and solicit formal input from each region
• Expected Date of Release: TBD

• Use formal feedback responses to inform planning

• What model options are most viable over short term and long term?
• What are the operational considerations of moving to a regional (or
statewide) governance and decision making model?
• Implementation Planning: What is necessary for year one?

• Implementation Timeline and Steps
• Coordinated Medicaid Pathway discussions between provider work
groups
• Continue work on rate development methodology that can be used
regardless of final payment model approach (e.g., capitated, case
rate or global budget)
• Additional Consumer/Stakeholder Outreach – TBD
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Attachment 3:
Opportunities/Challenges/
Barriers Table

Identifying and Addressing Practice Transformation Challenges and Barriers
Opportunities Identified in Care Management Presentations
and Inventory Survey Responses

Responses from VHCIP and Others

Increased process standardization, including increased use of common care
management tools

•
•
•
•

Learning Collaborative
Vermont Model of Care
Core Competency Training
Care Management Toolkit

Creation of an organizational mechanism to coordinate the “family of care
coordinators”

•
•

Learning Collaborative
Vermont Model of Care

Increased development and use of IT resources to coordinate care management
activities; improved communication and relationships across an integrated care team
supported by health data infrastructure and exchange; increased use of a shared data
set to coordinate care and measure effectiveness

•
•
•
•
•
•

EQHealthworks (State of Vermont)
Patient Ping (event notification)
Care Navigator (OneCare)
Accessing Care Through Technology (ACTT)
ACO Gateways
Telehealth Initiatives

Increased opportunities for care managers to build their skills through initiatives to
share best practices and learn new skills

•
•
•

Core Competency Training
Learning Collaborative
Care Management Toolkit

Improved identification of and outreach to people with complex needs, increased
engagement of individuals in their care

•
•
•

Learning Collaborative
Vermont Model of Care
Core Competency Training

Insufficient funding or lack of reimbursement mechanisms to support care
coordination functions, leading to challenges in recruiting and retaining qualified staff

•
•
•

ACO Shared Savings Programs
Medicaid Pathway
Potential All Payer Model

Overcoming privacy barrier to sharing information across an integrated care team

•

DAIL and Designated Agency Templates
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Identifying and Addressing Practice Transformation Challenges and Barriers
Opportunities Identified in Care Management Presentations
and Inventory Survey Responses

Responses from VHCIP and Others

Challenges engaging providers across the continuum of care in an integrated care team

•
•
•
•

Learning Collaborative
Selected Provider Sub-grants
Unified Community Collaboratives
Accountable Communities for Health

…improve the rate of implementing CMMI’s key care management
functions…educational opportunity to train care managers…on these key care
management functions.

•

Core Competency Training

…establish more formal and structured relationships to create stronger ties for
providing care management services across care settings and community service
organizations, and provide opportunities to develop truly integrated delivery systems
that include organizations traditionally on the periphery of traditional health care
delivery.

•
•
•
•
•

Learning Collaborative
Unified Community Collaboratives
Accountable Communities for Health
Potential All Payer Model
Medicaid Pathway

…opportunity to provide additional training on implementing Team Based Care.

•
•

Learning Collaborative
Core Competency Training

Ensuring the provision of…[certain care management] services, when appropriate, for
people being discharged from skilled nursing facilities could result in fewer
readmissions, which is a very important focus for cost containment

•
•

ACTT UTP Project
Learning Collaborative (upcoming session on
transitions in care)

Examining the roles that…[certain] disciplines could play in improving care
management, and recruiting additional FTEs if warranted, could impact resource
allocation.

•

Workforce Work Group Demand Modeling
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