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Introduction 

Background on Integrated Care Management model 
Persons with complex health conditions and psycho-social needs may benefit from a wide variety of 
medical and social services from many different providers. It is essential that the care provided to these 
persons is not “fragmented,” with different agencies providing care in multiple locations without 
communicating adequately with each other. Fragmentation of care can cause confusion and challenges 
following care plans; over-treatment and uncontrolled costs through unnecessary tests or duplication of 
services; or under-treatment and poor outcomes based on incomplete information or misidentification 
of the person’s primary health determinants. 

In many communities throughout the country an Integrated Care Management (ICM) model has been 
implemented to make health care more person-directed, progressive, and non-episodic. The ICM model 
supports joint care planning with the person and his or her diverse providers across multiple 
organizations, with the goal of identifying and preventing the underlying reasons for poor health 
outcomes. These goals are detailed in a shared care plan, which is developed jointly with the participant 
and his/her diverse providers. Integral to the ICM is the recognition that, in the majority of cases, a 
person’s primary health determinants are related to social, environmental, and behavioral factors. In 
fact recent data suggest that only 20% of health outcomes are determined by clinical health care. 

Once a person’s underlying reasons for poor health outcomes have been identified, a Lead Care 
Coordinator (LCC) guides joint care planning and helps the person define and work towards personal, 
social, emotional, and health-related goals. In addition to clinical support, the LCC helps coordinate 
essential community services based on identified needs, which may include housing, food insecurity, 
substance abuse, mental health, violence, economic issues, and/or transportation, among others. 

The ICM model should produce these positive effects: 

- Care is less fragmented 
- Persons can access timely, appropriate, high-quality care 
- Persons can engage more fully in their own care 
- Communication between providers is better coordinated, improving continuity of care and 

lowering cost 
- Systems and tools efficiently share and apply information about a person’s care among their 

providers 

Implementing the ICM model in Vermont 
In 2014, the Integrated Communities Care Management Learning Collaborative (ICCMLC) began helping 
communities implement ICM in Vermont. The work was funded through a $45 million State Innovation 
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Models (SIM) Testing grant from the federal Center for Medicare and Medicaid Innovation and 
implemented through a collaborative effort of Vermont Program for Quality in Health Care, the Green 
Mountain Care Board, and the Department of Vermont Health Access including the Vermont Blueprint 
for Health. Since the inception of the ICCMLC, the program has increased from 3 initial volunteer 
communities to 11 communities across the state. Significant connections have been established among 
a broad group of stakeholders including, but not limited to, hospitals, primary care practices, ACOs, 
community health teams, social services, mental health services, home health services, housing 
agencies, peer and advocacy organizations, and agencies on aging, with the goal of better coordinating 
care for identified persons with complex health conditions. 

VPQHC’s Role in the ICCMLC 
Between March 2015 and December 2016, the Vermont Program for Quality in Health Care, Inc. 
(VPQHC) supported the work of the ICCMLC through a contract with the State of Vermont, Department 
of Vermont Health Access.  

A VPQHC staff member was one of two Quality Improvement (QI) facilitators who provided support to 
“integrated care teams” in three pilot communities (Burlington, Rutland and St. Johnsbury) as they 
began participation in the ICCMLC in January 2015.  After June 15, 2015, the QI facilitators began to 
provide support to eight additional Round 2 pilot communities (Brattleboro, Central Vermont, 
Middlebury, Morrisville, Randolph, Springfield, St. Albans and Windsor).  The QI facilitators worked with 
the integrated care teams in each community to build capacity for effective team-based care, to 
coordinate learning opportunities related to integration of services on behalf of people who need the 
services, to implement promising interventions to enhance integration, and to measure the results of 
those interventions. The QI facilitators focused on providing support in implementing quality 
improvement methods, team facilitation, group dynamics, understanding and using data, and project 
management. The VPQHC facilitator worked closely with the ICCMLC Planning Team and community 
leaders on developing tools for statewide use, including shared care plans, educational materials, and 
reporting templates. The VPQHC facilitator also specialized in providing support to all pilot communities 
for data collection, presentation and interpretation. 

A VPQHC staff member also supported the ongoing and final evaluation of the ICCMLC, which included 
advising on the design of data collection tools and surveys, data analysis, and presentation of final 
results of the evaluation. 

Purpose of this report 
This report will describe the work VPQHC was a part of through 2015-2016, with an emphasis on key 
measures that can be used to evaluate the success of the ICCMLC and recommendations to support the 
ongoing success of this program. 
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Community participation in the Vermont ICCMLC 

Participating communities 
Community name Contact(s) Contact email address 
Burlington Robyn Skiff Robyn.Skiff@uvmhealth.org        
Brattleboro Wendy Cornwell 

Jodi Dodge 
WCornwell@bmhvt.org 
jdodge@bmhvt.org 

Central Vermont Heather Colangelo HeatherC@WCMHS.ORG 
Middlebury Alexandra Jasinowski ajasinowski@portermedical.org 
Morrisville Elise McKenna emckenna@hpdpconsulting.com 
Randolph Lisa Delegato 

Patrick Clark 
LDelegato@GIFFORDMED.org 
ptclark@GiffordMed.org 

Rutland  Sarah Narkewicz snarkewicz@rrmc.org 
Springfield Maureen Shattuck 

Tom Dougherty 
mshattuck@springfieldmed.org 
TDougherty@springfieldmed.org 

St. Albans Leslie Hendry lhendry@nmcinc.org 
St. Johnsbury Laural Ruggles 

Pam Smart 
L.Ruggles@nvrh.org 
P.Smart@nvrh.org 

Windsor Jill Lord  jill.m.lord@mahhc.org 
 

Organizations participating in each community 
The following lists provide a snapshot of the organizations and members participating in each 
community coalition1. The number of organizations ranged from 7 to 20 across each community, 
highlighting the excellent community engagement present in each ICCMLC team. 

Brattleboro 
A total of 16 organizations participated in the Brattleboro ICCMLC. 

Agency Contacts Contact email 
Brattleboro Housing Authority Chris Hart chart@brattleborohousing.org 
Brattleboro Memorial Hospital Joan Bowman 

Peg Canal-Wittler 
Katherine Cummings 
Katherine Gouin 
Denise Paasche 
Eilidh Pederson 

jbowman@bmhvt.org 
pwittler@bmhvt.org 
kcummings@bmhvt.org 
kgouin@bmhvt.org 
dpaasche@bmhvt.org 
epederson@bmhvt.org 

                                                           
1 Lists were most recently obtained in January 2016. 

mailto:mail@vpqhc.org
mailto:Robyn.Skiff@uvmhealth.org
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mailto:jdodge@bmhvt.org
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mailto:ajasinowski@portermedical.org
mailto:emckenna@hpdpconsulting.com
mailto:LDelegato@GIFFORDMED.org
mailto:ptclark@GiffordMed.org
mailto:snarkewicz@rrmc.org
mailto:mshattuck@springfieldmed.org
mailto:TDougherty@springfieldmed.org
mailto:lhendry@nmcinc.org
mailto:L.Ruggles@nvrh.org
mailto:P.Smart@nvrh.org
mailto:jill.m.lord@mahhc.org
mailto:chart@brattleborohousing.org
mailto:jbowman@bmhvt.org
mailto:pwittler@bmhvt.org
mailto:kcummings@bmhvt.org
mailto:kgouin@bmhvt.org
mailto:dpaasche@bmhvt.org
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Agency Contacts Contact email 
Brian Richardson 
Michele Rowland 
Pernille Stage 

brichardson@bmhvt.org 
mrowland@bmhvt.org 
pstage@bmhvt.org 

Brattleboro Memorial Hospital 
Community Health Team 

Richard Davis 
Jennifer Fitzgerald 

rbdav@comcast.net 
jfitzgeral@bmhvt.org 

Brattleboro Primary Care Charly Darius 
Pam Harding 
Kristan Outwater 

cdarius@pchpmd.com 
pharding@pchpmd.com 
koutwater@pchpmd.com 

Brattleboro Retreat Sara Kocz 
Kurt White 

skocz@brattlebororetreat.org 
kwhite@brattlebororetreat.org 

Groundworks Lucy Fortier 
Rhianna Kendrick 
Cindy Walier 

lfortier@groundworksvt.org 
rkendrick@groundworksvt.org 
cwalier@morningsideshelter.org 

Health Care and Rehabilitation 
Services 

Katherine Cook 
George Karabakakis 

kcook@hcrs.org 
gkarabak@hcrs.org 

One Care Vermont Rona McColl 
Elisabeth Perin 

rona.mccoll@onecarevt.org 
Elisabeth.perin@onecarevt.org 

Pine  Heights Mike Rivers jmrivers@nathealthcare.com 
Private Practice  Jesse de la Rosa 

Janice Malin 
jesse@drjessedelarosa.com 
janice.malin@gmail.com 

Senior Solutions Gary Hilliard 
Carol Stamatakis 

ghilliard@seniorsolutionsvt.org 
Cstamatakis@seniorsolutionsvt.org 

Support and Services at Home Christine Hazzard chazzard@brattleborohousing.org 
Turning Point Suzie Walker tpwc.1@hotmail.com 
Vermont Chronic Care 
Initiative 

Susan Read-Smith susan.readsmith@vermont.gov 

Vermont Department of 
Health 

Prudence MacKinney prudence.mackinney@vermont.gov 

VT Blueprint for Health Laura D'Angelo* ldeangelo97@gmail.com 
* Has since left her position. 

Burlington 
A total of 16 organizations participated in the Burlington ICCMLC. 
Agency Contacts Contact email 
Agency of Human Services Jane Helmstetter Jane.Helmstetter@vermont.gov 
Blueprint Practice Theresa Fortner theresa.fornter@uvmhealth.org 

mailto:mail@vpqhc.org
mailto:brichardson@bmhvt.org
mailto:mrowland@bmhvt.org
mailto:pstage@bmhvt.org
mailto:rbdav@comcast.net
mailto:jfitzgeral@bmhvt.org
mailto:cdarius@pchpmd.com
mailto:pharding@pchpmd.com
mailto:koutwater@pchpmd.com
mailto:kwhite@brattlebororetreat.org
mailto:kwhite@brattlebororetreat.org
mailto:lfortier@groundworksvt.org
mailto:rkendrick@groundworksvt.org
mailto:cwalier@morningsideshelter.org
mailto:kcook@hcrs.org
mailto:gkarabak@hcrs.org
mailto:rona.mccoll@onecarevt.org
mailto:Elisabeth.perin@onecarevt.org
mailto:jmrivers@nathealthcare.com
mailto:jesse@drjessedelarosa.com
mailto:janice.malin@gmail.com
mailto:ghilliard@seniorsolutionsvt.org
mailto:Cstamatakis@seniorsolutionsvt.org
mailto:chazzard@brattleborohousing.org
mailto:tpwc.1@hotmail.com
mailto:susan.readsmith@vermont.gov
mailto:prudence.mackinney@vermont.gov
mailto:ldeangelo97@gmail.com
mailto:Jane.Helmstetter@vermont.gov
mailto:theresa.fornter@uvmhealth.org
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Agency Contacts Contact email 
Facilitator Barbara Groff bjgroff_stc@yahoo.com 
Champlain Housing Trust-
Support and Services at 
Home 

Kathleen Audy kathleen.audy@champlainhousingtrust.org 

Champlain Valley Agency 
on Aging 

Cath Collins 
Wendy Marton 

cath@cvaa.org 
wendy@cvaa.org 

Community Health Center Deb Alsoform  
Cybelle Joy 

Deb@chcb.org 
cybjoy@chcb.org 

Community Health Team  Pam Farnham 
Katie Guion 

pam.farnham@uvmhealth.org 
katherine.guion@uvmhealth.org 

Howard Center Lisa Martiny 
Elaine Soto 

lisamar@howardcenter.org 
Elaines@howardcenter.org 

Lund Center Leslie Schwartz leslies@lundvt.org 
One Care Vermont Karen Ploof karen.ploof@onecarevt.org 
Planned Parenthood of 
New England 

Maura Graff maura.graff@ppnne.org 

Support and Services at 
Home 

Molly Dugan 
Stefani Hartsfield 
Jen Hunter 
Cheryl Rose 

dugan@cathedralsquare.org 
hartsfield@cathedralsquare.org 
hunter@cathedralsquare.org 
rose@cathedralsquare.org 

Thomas Chittenden Health 
Center 

Cheryl McCaffrey Cheryl.Mccaffrey@tchconline.com 

University of Vermont 
Medical Center Emergency 
Department 

Susan Boedy 
Emily Reed 

susan.boedy@uvmhealth.org 
emily.reed@uvmhealth.org 

University of Vermont 
Medical Center Health 
Assistance Program 

Maya Thompson maya.thompson@uvmhealth.org 

Visiting Nurse Association Laura McConnville 
Jim Budis 

mcconville@vnacares.org 
budis@vnacares.org 

VT Chronic Care Initiative Margaret Tarmy margaret.tarmy@vermont.gov 
 

Central Vermont 
A total of 12 organizations participated in the Central Vermont ICCMLC. 

Agency Contacts Contact email 

mailto:mail@vpqhc.org
mailto:bjgroff_stc@yahoo.com
mailto:kaudy@getahome.org
mailto:cath@cvaa.org
mailto:wendy@cvaa.org
mailto:Deb@chcb.org
mailto:cybjoy@chcb.org
mailto:pam.farnham@uvmhealth.org
mailto:katherine.guion@uvmhealth.org
mailto:lisamar@howardcenter.org
mailto:Elaines@howardcenter.org
mailto:leslies@lundvt.org
mailto:karen.ploof@onecarevt.org
mailto:dugan@cathedralsquare.org
mailto:hartsfield@cathedralsquare.org
mailto:hunter@cathedralsquare.org
mailto:rose@cathedralsquare.org
mailto:Cheryl.Mccaffrey@tchconline.com
mailto:susan.boedy@uvmhealth.org
mailto:emily.reed@uvmhealth.org
mailto:maya.thompson@uvmhealth.org
mailto:mcconville@vnacares.org
mailto:budis@vnacares.org
mailto:margaret.tarmy@state.vt.us
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Agency Contacts Contact email 
Agency of Human Services        Christine Johnson               christine.m.johnson@vermont.gov 
Central Vermont Home Health 
and Hospice 

Brandy Blakeney 
Angela McMann 
Sandy Rousse 

bblakeney@cvhhh.org 
AMcmann@cvhhh.org 
srousse@cvhhh.org 

Central Vermont Medical 
Center 

Kimberly Cremo 
Maria Doon 
Jeremiah Eckhaus 
Teresa Fama 
Monika Morse 
Courtney Warren 
Mark Young 

kimberly.cremo@cvmc.org 
maria.Doon@cvmc.org 
jeremiah.eckhaus@cvmc.org 
teresa.fama@cvmc.org 
monika.morse@cvmc.org 
courtney.warren@cvmc.org 
mark.young@cvmc.org 

Chittenden County 
Transportation Authority 

D Armstrong darmstrong@cctaride.org 

Clara Martin Center Deborah Hopkins dhopkins@claramartin.org 
Council on Aging Elaine Aloise 

Meg Burmeister 
B Stern 

ealoise@cvcoa.org 
mburmeister@cvcoa.org 
bstern@cvcoa.org 

Downstreet Eileen Peltier 
Kenneth Russell 

epeltier@downstreet.org 
krussell@downstreet.org 

Family Center of Washington 
County 

Shane Oakes shaneo@fcwcvt.org 

One Care Vermont Emily Bartling emily.bartling@onecarevt.org 
The Health Center Jenna Corneille jcorneille@the-health-center.org 
United Way Tawnya Kristen tkristen@gmunitedway.org 
Vermont Chronic Care Initiative Heather Bollman 

Constance Hourihan 
heather.bollman@vermont.gov 
constance.hourihan@vermont.gov 

Vermont Department of Health    Sasha Bianchi sasha.bianchi@vermont.gov 
Washington County Mental 
Health Services 

Mary Moulton 
Helen Oetjen 
Eric Quintin 
Abigail Tobias 

MARYM@WCMHS.ORG 
HelenO@WCMHS.ORG 
EricQ@WCMHS.ORG 
abigailt@wcmhs.org 

 

Middlebury 
A total of 20 organizations participated in the Middlebury ICCMLC. 

Agency Contacts Contact email 

mailto:mail@vpqhc.org
mailto:Mark.Young@cvmc.org
mailto:monika.morse@cvmc.org
mailto:patrick.clark@cvmc.org
mailto:kimberly.cremo@cvmc.org
mailto:maria.Doon@cvmc.org
mailto:jeremiah.eckhaus@cvmc.org
mailto:teresa.fama@cvmc.org
mailto:monika.morse@cvmc.org
mailto:abigailt@wcmhs.org
mailto:SRousse@cvhhh.org
mailto:jeremiah.eckhaus@cvmc.org
mailto:heleno@wcmhs.org
mailto:mburmeister@cvcoa.org
mailto:jcorneille@the-health-center.org
mailto:teresa.fama@cvmc.org
mailto:Amcmann@cvhhh.org
mailto:heather.bollman@vermont.gov
mailto:epeltier@downstreet.org
mailto:sasha.bianchi@vermont.gov
mailto:MARYM@WCMHS.ORG
mailto:Blakeney@cvhhh.org
mailto:Maria.doon@cvmc.org
mailto:marym@wcmhs.org
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Agency Contacts Contact email 
Addison County Home Health 
and Hospice 

Sherry Greifzu sgreifzu@achhh.org 

Bayada Home Health Lawrence Kopp lkopp@bayada.com 
Blueprint for Health - Porter 
Medical Center 

Ed Lieberman 
Tarn Martin 

eliberman@portermedical.org 
tmartin@portermedical.org 

Champlain Valley Agency on 
Aging 

Jennifer Brisson 
Rachel Cummings 

jbrisson@cvaa.org 
rcummings@cvaa.org 

Counseling Service of Addison 
County 

Keith Grier 
Cheryl Huntley 
Steve Lewis 

kgrier@csac-vt.org 
Chuntley@csac-vt.org 
slewis@csac-vt.org 

Healthfirst Susan Ridzon sr@vermonthealthfirst.org 
Little City Family Medicine Maria Collette mcollette@portermedical.org 
Little City Family Practice Becky Lawrence blawrence@portermedical.org 
Middlebury Family Health Michelle Clark 

Stacy Ladd 
mbernoclark@gmail.com 
sladd@middfam.comcastbiz.net 

Mountain Health Center Martha Halnon 
Kielee Pelland 

mhalnon@mountainhealthcenter.com 
kpelland@mountainhealthcenter.com 

One Care Vermont Elisa Perin elisabeth.perin@onecarevt.org 
Parent Child Center Donna Bailey 

Mike Fisher 
dbailey@addisoncountypcc.org 
mfisher@gmavt.net 

Planned Parenthood of 
Northern New England 

Maura Graff maura.graff@ppnne.org 

Porter Medical Center Lisa Hartman 
Naomi Hodde 
Cathy Swearingen 
Alison Wurst 

lhartman@portermedical.org 
nhodde@portermedical.org 
CSwearingen@portermedical.org 
awurst@portermedical.org 

Support and Services at Home 
Middlebury 

Michelle Whitney michelle@VSHA.ORG 

Support and Services at Home 
Vergennes 

Diana Rule diana@addisontrust.org 

Turning Point - Addison 
County 

Bill Brimm tcacvt@yahoo.com 

Vermont Chronic Care 
Initiative 

Anni Prusaczyk Anni.Savage-Prusaczyk@vermont.gov 

Vermont Department of 
Health Middlebury 

Moira Cook 
Jeffrey Heath 

Moira.Cook@vermont.gov 
Jeffrey.Heath@vermont.gov 

mailto:mail@vpqhc.org
mailto:sgreifzu@achhh.org
mailto:lkopp@bayada.com
mailto:eliberman@portermedical.org
mailto:tmartin@portermedical.org
mailto:jbrisson@cvaa.org
mailto:rcummings@cvaa.org
mailto:kgrier@csac-vt.org
mailto:Chuntley@csac-vt.org
mailto:slewis@csac-vt.org
mailto:sr@vermonthealthfirst.org
mailto:mcollette@portermedical.org
mailto:blawrence@portermedical.org
mailto:mbernoclark@gmail.com
mailto:sladd@middfam.comcastbiz.net
mailto:mhalnon@mountainhealthcenter.com
mailto:kpelland@mountainhealthcenter.com
mailto:elisabeth.perin@onecarevt.org
mailto:dbailey@addisoncountypcc.org
mailto:mfisher@gmavt.net
mailto:maura.graff@ppnne.org
mailto:lhartman@portermedical.org
mailto:nhodde@portermedical.org
mailto:CSwearingen@portermedical.org
mailto:awurst@portermedical.org
mailto:michelle@VSHA.ORG
mailto:diana@addisontrust.org
mailto:tcacvt@yahoo.com
mailto:Anni.Savage-Prusaczyk@vermont.gov
mailto:Moira.Cook@vermont.gov
mailto:Jeffrey.Heath@vermont.gov
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Agency Contacts Contact email 
VT Blueprint for Health Susan Bruce sbruce@portermedical.org 
 

Morrisville 
A total of 8 organizations participated in the Morrisville ICCMLC. 

Agency Contacts Contact email 
Cambridge Family Practice Rorie Dunphey roriefpa@myfairpoint.net 
Community Health Services of 
Lamoille Valley 

Hayley Hamilton  
Mary O'Toole 
Corey Perpall 
Areena Schue 
Gloria Tuthill 

hhamilton@chslv.org 
motoole@chslv.org 
cperpall@chslv.org 
aschue@chslv.org 
gtuthill@chslv.org 

Copley Hospital Claire Hancock chancock@chsi.org 
Lamoille County Mental Health 
Services 

Michael Hartman 
Laura Walker 

michael.hartman@lamoille.org 
lauraw@lamoille.org 

Lamoille Home Health and 
Hospice 

Jennifer Beebe 
Kathy Demars 

jbeebe@lhha.org 
kdemars@lhha.org 

One Care Vermont Darlene Morgan darlene.morgan@onecarevt.org 
The Manor Dawn Judd 

Meredith Loomis 
djudd@themanorvt.org 
mloomis@themanorvt.org 

Vermont Chronic Care Initiative Mary Lacaillade Mary.Lacaillade@vermont.gov 
 

Randolph 
A total of 10 organizations participated in the Randolph ICCMLC. 

Agency Contacts Contact email 
Bayada Jess Degrechie jdegrechie@bayada.com 
Blue Cross Blue Shield of 
Vermont 

Carol Herring Herringc@bcbsvt.com 

Capstone Linda Anderson landerson@capstonevt.org 
Clara Martin Center Gretchen Pembroke gpembroke@claramartin.org 
Council on Aging Brenda Tregda btraegde@cvcoa.org 
Federally Qualified Health 
Center Dental 

Casey Booth cbooth@giffordmed.org 

Gifford Medical Center Christina Harlow charlow@giffordmed.org 

mailto:mail@vpqhc.org
mailto:sbruce@portermedical.org
mailto:hhamilton@chslv.org
mailto:motoole@chslv.org
mailto:cperpall@chslv.org
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Agency Contacts Contact email 
Randolph Area Community 
Development Corporation 

Dede Tracey dede@racdc.com 

Vermont Chronic Care Initiative Blythe Kersula blythe.kersula@vermont.gov 
VT Blueprint for Health Megan Sault 

Kayla Thibault 
msault@giffordmed.org 
Kthibault@giffordmed.org 

 

Rutland 
A total of 13 organizations participated in the Rutland ICCMLC. 

Agency Contacts Contact email 
Bayada Tricia Beehler 

Heidi Corey 
tbeehler@bayada.com 
hcorey@bayada.com 

Blue Cross & Blue Shield of VT Colleen Sanford sanfordc@bcbsvt.com 
Community Health Centers of 
the Rutland  Region 

Claudia Courcelle 
Becky Evegan 
Joanie Maslack 

ccourcelle@chcrr.org 
revegan@chcrr.org 
jmaslack@chcrr.org 

Community Health Network Melissa Hamblin 
Laura Kass 
Mike O'Brien 

mhamblin@rmhsccn.org 
lkass@rmhsccn.org 
rutland_mental@gmail.com 

Council on Aging Dana Baker 
Sandy Conrad 

dbaker@svcoa.net 
Sconrad@svcoa.net 

Department of Vermont 
Health Access 

Christopher Chadwick Christopher.Chadwick@vermont.gov 

Genesis Healthcare Judy Morton judy.morton@genesishcc.com 
Homeless Prevention of 
Rutland County 

Deborah Hall deborah@hpcvt.org 

National Healthcare Lisa Navarette lnavarette@nathealthcare.com 
One Care Vermont Emily Bartling 

Kathy Camisa 
Sandra Knowlton Soho 

emily.bartling@onecarevt.org 
kathleen.camisa@onecarevt.org 
Sandra.Knowlton-
Soho@onecarevt.org 

Rutland Area Visiting Nurse 
Association and Hospice 

Laura Driscoll 
Beth Wilson 

ldriscol@ravnah.org 
ewilson@ravnah.org 

Rutland Housing Authority Carol Keefe 
Kevin Loso 

ckeefe@rhavt.org 
kloso@rhavt.org 

mailto:mail@vpqhc.org
mailto:dede@racdc.com
mailto:blythe.kersula@vermont.gov
mailto:msault@giffordmed.org
mailto:Kthibault@giffordmed.org
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Agency Contacts Contact email 
Rutland Regional Medical 
Center 

Kathleen Boyd 
Laura Brayton-Illinski 
Darren Childs 
Sharon Decato 
Merideth Drude 
Sam Helinski 
Jill Markowski 
Jill Smith 

kboyd@rrmc.org 
lbraytonillinski@rrmc.org 
dchilds@rrmc.org 
sdecato@rrmc.org 
mdrude@rrmc.org 
smhelinski@rrmc.org 
jmarkowski@rrmc.org 
jsmith@rrmc.org 

Vermont Department of 
Health 

Joanne Calvi joanne.calvi@vermont.gov 

 

Springfield 
A total of 9 organizations participated in the Springfield ICCMLC. 

Agency Contacts Contact email 
Blue Cross Blue Shield of 
Vermont 

Jennie Zea zeaj@bcbsvt.com 

Health Care and Rehabilitation 
Services 

Katherine Cook kcook@hcrs.org 

Neighborhood Connections Tom Dougherty doughertyinvt@gmail.com     
Senior Solutions Anila Hood ahood@seniorsolutionsvt.org  
Springfield Medical Care 
Systems 

Joanne Bohen 
Katrina Taylor 
Lindsy Mack 

jbohen@springfieldmed.org 
ktaylor@springfieldmed.org 
lmack@springfieldmed.org 

Valley Health Connections Lynn Raymond-Empey valleyhealth@vermontel.net 
Vermont Chronic Care Initiative Kathy Shushter kathy.shuster@vermont.gov 
Vermont Wellness Jesse De La Rosa somatic_integration@hotmail.com 
VT Agency of Human Services Lynn Boyle lynn.boyle@vermont.gov 
 

St. Albans 
A total of 14 organizations participated in the St. Albans ICCMLC. 

Agency Contacts Contact email 
Champlain Valley Agency on 
Aging 

Karen Cote 
Odessa Kilby 

Karen@cvaa.org 
Odessa@cvaa.org 

mailto:mail@vpqhc.org
mailto:kboyd@rrmc.org
mailto:lbraytonillinski@rrmc.org
mailto:dchilds@rrmc.org
mailto:sdecato@rrmc.org
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mailto:Karen@cvaa.org
mailto:Odessa@cvaa.org
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Agency Contacts Contact email 
Community Health Team Florence Atherton 

Deanna Bayard 
Deana Chase 
Stephen Cousino 
Kelsey Dunn 
Leslie Gardzina 
Shanna Jacobs 
Anne-Marie Lajoie 
Heidi Luneau 
Julie Parker 
Matthew Perret 
Michelle Tessier 
Kay Tran 

fatherton@notchvt.org 
dwbayard5@hotmail.com 
deana.chase@ncssinc.org 
Stephen.Cousino@ncssinc.org 
kelsey.dunn@ncssinc.org 
lgardzina@nmcinc.org 
shannagardner@ncss.org 
alajoie@coldhollowdocs.org 
hluneau@nmcinc.org 
jparker@ncssinc.org 
matthew.perret@ncssinc.org 
mtessier1970@gmail.com 
ktran@nmcinc.org 

Franklin County Home Health 
Agency 

Jodie Archambault  
Jeanne Dube 
Krysten Farrell 
Brent Reader 

jodi.archambault@fchha.org 
jeanne.dube@fchha.org 
krysten.farrell@fchha.org 
brent.reader@fchha.org 

Franklin County Rehab Jane Suder jsuder@franklincountyrehab.com 
Max Bayard, MD Jessica Corrigan jcorrigan.odell@gmail.com 
Medication Assisted Therapy Jan Kline 

Tony McArtor 
Lindsey Parah 

jkline@nmcinc.org 
wmcartor@howardcenter.org 
Lparah@nmcinc.org 

Northern Tier Center for Health  Lynn Desautels 
Teresa Leonard 
Patricia Michelson 

ldesautels@notchvt.org 
TLeonard@notchvt.org 
pmichelson@notchvt.org 

Northwestern Medical Center Sherry Bisson 
Jennifer Hauptman 
Sarah Jemley 
Anneke Merritt 
Chelsea Mulheron 
Elizabeth Ratta  
Lindsay Thieken 

sbisson@nmcinc.org 
jhauptman@nmcinc.org 
sjemley@nmcinc.org 
amerritt@nmcinc.org 
cmulheron@nmcinc.org 
eratta@nmcinc.org 
LThieken@nmcinc.org 

One Care Vermont Kathleen Camisa  
Darlene Morgan 
Miriam Sheehey 

kathleen.camisa@onecarevt.org 
darlene.morgan@onecarevt.org 
miriam.sheehey@onecarevt.org 

St. Albans Primary Care Renee Trombley rtrombley@pchpmd.com 

mailto:mail@vpqhc.org
mailto:fatherton@notchvt.org
mailto:dwbayard5@hotmail.com
mailto:deana.chase@ncssinc.org
mailto:Stephen.Cousino@ncssinc.org
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mailto:lgardzina@nmcinc.org
mailto:shannagardner@ncss.org
mailto:alajoie@coldhollowdocs.org
mailto:hluneau@nmcinc.org
mailto:jparker@ncssinc.org
mailto:matthew.perret@ncssinc.org
mailto:mtessier1970@gmail.com
mailto:ktran@nmcinc.org
mailto:jodi.archambault@fchha.org
mailto:jeanne.dube@fchha.org
mailto:krysten.farrell@fchha.org
mailto:jkline@nmcinc.org
mailto:wmcartor@howardcenter.org
mailto:ldesautels@notchvt.org
mailto:TLeonard@notchvt.org
mailto:sbisson@nmcinc.org
mailto:jhauptman@nmcinc.org
mailto:sjemley@nmcinc.org
mailto:amerritt@nmcinc.org
mailto:cmulheron@nmcinc.org
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mailto:miriam.sheehey@onecarevt.org
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Agency Contacts Contact email 
Support and Services at Home  Brittany Gazaille  

Lise MacDonald 
Melissa Southwick 
Laura Wilson 

gazaille@cathedralsquare.org 
MacDonald@cathedralsquare.org 
Southwick@cathedralsquare.org 
wilson@cathedralsquare.org 

Vermont Chronic Care Initiative Amy Blanchard 
Angie White 
Lou-Anne Wood 

Amy.Blanchard@vermont.gov 
Angie.White@vermont.gov 
lou-anne.wood@vermont.gov 

Vermont Department of Health Destiny Cadieux Destiny.Cadieux@vermont.gov 
VT Blueprint for Health Chris Denis cpdenis@gmail.com 
 

St. Johnsbury 
A total of 10 organizations participated in the St. Johnsbury ICCMLC. 

Agency Contacts Contact email 
Bi-State Primary Care Kristen Bigelow kbigelow@bistatepca.org 
Caledonia Home Health Treny Burgess trenyb@nchcvt.org 
Community Connections Lew Apgar l.apgar@nvrh.org 
Corner Medical Jody Taylor j.taylor@nvrh.org 
Council on Aging Deb Rousseau drousseau@nevaaa.org 
Kingdom Internal Medicine Peggy Hale 

Reinette Hutchins 
p.hale@nvrh.org 
r.hutchins@nvrh.org 

Northeast Kingdom Human 
Services 

Carol Boucher cboucher@nkhs.net 

Northeastern Vermont 
Regional Hospital 

Pau Bengston 
Laura Rooker 
Colleen Sinon 

p.bengston@nvrh.org 
l.rooker@nvrh.org 
C.sinon@nvrh.org 

Northern Counties Health Care Gidget Doty 
Anne Somers 
Sharie Stranathan 
Shawn Tester 

dawnd@nchcvt.org 
annes@nchcvt.org 
sharies@nchcvt.org 
shawnt@nchcvt.org 

Rural Edge Robin Burnash 
Gary Chester 
Trish Ingalls 

robinb@ruraledge.org 
chesterg@ruraledge.org 
trishi@ruraledge.org 
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Windsor 
A total of 7 organizations participated in the Windsor ICCMLC. 

Agency Contacts Contact email 
Bayada Lawrence Kopp 

Susan Patillo 
lkopp@bayada.com 
spatillo@bayada.com 

Blue Cross Blue Shield 
of Vermont 

Krystle Dunkling  dunklingk@bcbsvt.com 

Cedar Hill Danielle Heino dheino@cedarhillccc.com 
Mt. Ascutney Hospital 
and Health Center 

Carla Kamel 
Erin Boxer 
Lonnie Larrow 
Nancy McCullough 
Karen Smith 
Alonzo Tapley 

carla.kamel@mahhc.org 
erin.boxer@mahhc.org 
lonnie.larrow@mahhc.org 
nancy.mccullough@mahhc.org 
karen.smith@mahhc.org 
Alonzo.tapley@mahhc.org 

One Care Vermont Sandra Knowlton-Soho Sandra Sandra.Knowlton-
Soho@onecarevt.org 

Senior Solutions Mark Boutwell 
Clarissa Parker 

mboutwell@seniorsolutionsvt.org 
cparker@seniorsolutionsvt.org 

Vermont Chronic Care 
Initiative 

Deb Kelin-Smith  
Kathy Shuster  

Deborah.Smith@vermont.gov 
Kathy.shuster@vermont.gov  

 

ICCMLC Learning Sessions 
Throughout 2015 and 2016, the participating communities were supported with statewide In-Person 
Learning Sessions (LS), which were designed as opportunities to share best practices in care 
coordination and to encourage networking and shared learning among participants. Expert national 
faculty from leading organizations throughout the US that have helped to pioneer community-based 
care management presented content on key topics, tools and methods with proven records of 
effectiveness in implementing person-directed, interagency care and services. Eventually, as the number 
of communities expanded across the state, these learning sessions evolved to occur on two separate 
days in different locations across the state. The Round 1 learning sessions refer to those supporting the 
first “round” of communities (Burlington, Rutland, and St. Johnsbury), while the Round 2 learning 
sessions were initiated when the subsequent communities joined the ICCMLC. 

Date Title / Agenda Location Participants 
1/13/15 Round 1 – LS 1 

Care Coordination: Benefits to the Family, the Practice 
Randolph, VT 85 

mailto:mail@vpqhc.org
mailto:lkopp@bayada.com
mailto:spatillo@ayada.com
mailto:dunklingk@bcbsvt.com
mailto:dheino@cedarhillccc.com
mailto:carla.kamel@mahhc.org
mailto:erin.boxer@mahhc.org
mailto:lonnie.larrow@mahhc.org
mailto:nancy.mccullough@mahhc.org
mailto:karen.smith@mahhc.org
mailto:Alonzo.tapley@mahhc.org
mailto:mboutwell@seniorsolutionsvt.org
mailto:cparker@seniorsolutionsvt.org
mailto:Deborah.Smith@vermont.gov
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Date Title / Agenda Location Participants 
and the Provider 
Improving Care & Reducing Costs with Hotspotting & 
Community-Based Care Management 

3/10/15 Round 1 – LS 2 
Care Coordination Framework for People with Complex 
Needs: Identifying Lead Care Coordinators and 
Developing Shared Plans of Care 

Northfield, VT 91 

5/19/15 Round 1 – LS 3 
Working Together as an Integrated Multi-Disciplinary 
Care Team: Ten Steps toward Implementation of Shared 
Plans of Care 

Northfield, VT 82 

9/29/15 Round 1 – LS 4 
Change Management: Using an Easy Tool 
Process Mapping – Skill, Development and Support 

Montpelier, VT 90 

9/8/15 
9/9/15 

Round 2 – LS 1 
Care Coordination: Benefits to Community Members and 
the Cross-Organizational Community Team 
Identifying and Engaging People in Cross-Organizational 
Care Management 

Dartmouth, NH 
Burlington, VT 

75 
96 

11/16/15 
11/17/15 

Round 2 – LS 2 
Understanding the Population and Root Cause Analysis 
Identifying and Building a Cross Continuum Team 

Lebanon, NH 
Burlington, VT 

59 
73 

3/16/16 
3/17/16 

Round 2 – LS 3 
Creating and Implementing Shared Plans of Care 
Conducting Effective Care Conferences 

Burlington, VT 
Lake Morey, VT 

64 
56 

5/25/16 
5/26/16 

Round 2 – LS 4 
Care Coordination for People with Complex Needs: 
Sustaining the Intervention 
Event Notification: An Overview of PatientPing 

Rutland, VT 
Waterbury, VT 

57 
60 

9/6/16 
9/7/16 

Round 2 – LS 5 
Keeping the Shared Plan of Care Alive Under Dynamic 
and Challenging Situations 

Rutland, VT 
Waterbury, VT 

37 
52 

(LS = learning session) 

ICCMLC Webinars 
Webinars were also offered to participating ICCMLC communities to support additional learning on best 
practices for implementing the ICM model in Vermont.  Expert national faculty from leading 
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organizations throughout the US that have helped to pioneer community-based care management 
presented on key topics, tools and methods. The following provides the list of webinars, dates, and 
corresponding attendance. 

Date Title Participants 
2/18/15 Round 1 Introductory webinar 61 
4/15/15 Round 1 Introductory webinar 52 
6/24/15 Round 1 Introductory webinar 42 
7/8/15 Round 2 kickoff  42 
7/22/15 Round 2 kickoff  110 
8/26/15 How to Embed Shared Care Plans in Emergency 

Departments and Other Acute Care Settings 
53 

10/14/15 Round 2 Eco-mapping  127 
12/9/15 Practicing Root Cause Analysis – Lauran Hardin 90 
1/6/16 Using, Sharing, and Updating Shared Care Plans – Lauran 

Hardin 
33 

1/26/16 Conducting Records reviews – Lauran Hardin 108 
2/17/16 Informing Clients, Documenting Consent, and Resolving 

Disagreements when Sharing Confidential Client 
Information as a Team – Gabe Epstein 

97 

11/4/16 Community Progress with Care Navigator 83 
 

Core Competency Trainings 
As greater numbers of new agency partners began participating in the project, the ICCMLC Planning 
Team identified a need to provide statewide training in care coordination skills and competencies.   
After a competitive bidding process, the Primary Care Development Corporation and the Vermont 
Developmental Disabilities Council were selected to deliver trainings starting in March, 2016.  The Core 
Competency trainings featured content on care coordination skills and disability awareness, and 
included a train the trainer program. 

Date Title / Agenda Location Participants 
3/29/16 
3/30/16 
3/31/16 
8/17/16 

Care coordination and care management, patient 
engagement and health literacy, helping patients cope 
with chronic disease, care coordination is a team based 
sport 

Burlington, VT 
Waterbury, VT 
Brattleboro, VT 
Burlington, VT* 

69 
65 
65 
44 

4/22/16 
4/25/16 

Introduction to disability awareness, disability and 
wellness, person and family centered care, planning and 

Brattleboro, VT 
Montpelier, VT 

52 
57 

mailto:mail@vpqhc.org
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Date Title / Agenda Location Participants 
4/26/16 
4/27/16 
6/16/16 

thinking  Burlington, VT 
Burlington, VT* 
Burlington, VT* 

65 
61 
42 

5/17/16 
5/18/16 
5/19/16 
8/18/16 

Person-centered care, person-centered assessment and 
care-planning, SMART goals, stages of change theory, 
motivational interviewing, health coaching 

Montpelier, VT 
Burlington, VT 
Brattleboro, VT 
Burlington, VT* 

51 
70 
43 
42 

6/14/16 Care Management Across Organizations  WEBINAR 69 
6/17/16 
6/22/16 
6/23/16 

Universal design and accommodations, cultural 
competency and communication 

Burlington, VT 
Waterbury, VT 
Brattleboro, VT 

63 
56 
41 

7/19/16 
7/20/16 
7/21/16 
8/19/16 

Culture of poverty/working with people in poverty, 
supported decision making, transitions of care, 
professional boundaries and self-care 

Burlington, VT 
Montpelier, VT 
Brattleboro, VT 
Burlington, VT* 

68 
61 
41 
37 

7/19/16 Domestic & Sexual Violence WEBINAR 50 
8/12/16 Sexuality and Reproductive Health of Individuals with 

Disabilities 
WEBINAR 27 

8/30/16 Radical Accompaniment: Tools and Framework for 
Working with Complex Clients 

WEBINAR 58 

9/14/16 
9/16/16 
9/27/16 
9/28/15 

Transition from pediatric care to adult care, adverse 
childhood events, a strength-based approach. 

Montpelier, VT 
Burlington, VT** 
Burlington, VT 
Brattleboro, VT 

52 
33 
17 
24 

9/20/16 Advanced Training (following participation in up to six 
CCT modules) 

Montpelier, VT 32 
 

10/5/16 Facilitating Trainings That Are Inclusive for People with 
Disabilities 

WEBINAR 16 

10/18/16 Core Competency Training for Care Coordination 
Managers and Supervisor’s 

Waterbury, VT 31 

11/16/16- 
11/17/16 

Core Competency Training for Care Coordinators: Train 
the Trainer 

Waterbury, VT 24 

11/18/16 Delivering Culturally Competent Care to LGBTQ 
Individuals 

WEBINAR 39 

12/5/16 Tools for Effective Care Coordination Williston, VT 47 
* Section 2; **Sections 1 and 2 

mailto:mail@vpqhc.org
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ICCMLC Trainings Offered Locally by Participating Communities to Engage and Educate Community 
Partners  
In order to sustain, share, and scale the work of the ICCMLC throughout the state, the ongoing 
engagement and training of new agency partners was identified as an important need. Participating 
communities were encouraged to develop and present local training sessions. The Rutland community 
assumed a leadership role in this process, developing training methods and materials that they shared 
statewide. Other communities developed trainings independently or with the help of the QI facilitators. 

Rutland 
Rutland offered a quarterly Care Coordination Tools training to all community partners. Some of the 
tools they used included: 

• How to risk stratify patients 
• How to do a 10 year look back 
• How to do Root Cause Analysis 
• How to conduct Eco Mapping 
• Using Camden Cards 
• How to conduct a Care Conference  
• How to do Shared Care 

 
The sessions were offered in two part sections: 
Dates Attending Communities Participants 
1/20/16 and 2/3/16 
 

SASH, CHT, RRMC, HUB, CHCRR, 
Homeless Prevention Center, 
SPOKES, Southwest Council on 
Aging 

12 

5/24/16 and 6/7/16 
 

SPOKES, CHCRR, Southwest 
Council on Aging, SASH 

12 

8/24/16 and 9/7/16 SASH, Rutland County Parent 
Child Center, RRMC, Court 
Diversion 

14 

  38 total 
 

Springfield 
Springfield offered three trainings:  

1. Introduction to Essential Concepts and Tools on April 5, 2016. Topics included:  
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• Overall understanding of program 
• Invitation to participate            
• Obtaining CHT Consent 
• Administering the Person Experience Survey     
• Letter to Inform Provider of Participation in ICM  
• How to do Eco Mapping   
• How to use Domain Cards  
• How to be a Lead Care Coordinator    
 

There were 13 participants, representing 5 community partners. 
 
2. Introduction to Root Cause Analysis on June 7, 2016. Topics included: 
 

• How to do a Root Cause Analysis 
• How to do a Chart Review 

 
There were 9 participants, representing 5 community partners. 
 
3. Care Planning, Care Conferencing and Care Team Facilitation on July 12, 2016. Topics included: 
 

• Care Conference Meeting Facilitation 
• What is a Shared Care Plan 
• Barrier/Action Planning and Barrier Identification 

 
There were 6 participants, representing 4 community partners. 
 

Brattleboro 
Brattleboro offered three trainings including: 
 
1. Introduction to Root Cause Analysis on April 29, 2016. Topics included: 

 
• How to do a Root Cause Analysis 
• How to do a Chart Review 

 
There were 8 participants, with 4 community partners represented including BMH, Brattleboro Housing 
Authority, Senior Solutions, OneCare, and Brattleboro Retreat. 
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2. Introduction to Essential Concepts and Tools on May 13, 2016. Topics included: 
 

• Overall understanding of program 
• Invitation to participate            
• Obtaining CHT Consent 
• Administering the Person Experience Survey     
• Letter to Inform Provider of Participation in ICM   
• How to do Eco Mapping   
• How to use Domain Cards  
• How to be a Lead Care Coordinator 

 
There were 9 participants, with 6 community partners represented including: BMH, Brattleboro Retreat, 
Grace Cottage CHT, Health Care and Rehabilitation Services, and Brattleboro Area Prevention Coalition. 
 
3. Care Planning, Care Conferencing and Care Team Facilitation on July 22, 2016. Topics included: 
 

• Care Conference Meeting Facilitation 
• What is a Shared Care Plan 
• Barrier/Action Planning and Barrier Identification 

 
There were 25 participants, with 17 community partners represented including: BMH, Brattleboro Area 
Prevention Coalition, Brattleboro Police Dept., Rescue Inc., Brattleboro Fire Dept., The Gathering Place, 
Windham Windsor Housing Trust, Senator Jeanette White, Brattleboro Area Hospice, OneCare, SASH, 
Senior Solutions, Brattleboro Retreat, private therapist, VCCI, Groundworks, Home Health Hospice & 
Community Services, and VDH. 

 

Windsor 
Windsor presented multiple sessions covering the following topics:  

• Definition and Process of Care Coordination 
• Analysis of Top 5% Risk Patients Utilizing Hierarchical Chronic Conditions and Costs/Healthcare 

Utilization 
• Role of Lead Care Coordinator 
• Use of Best Practice Tools Including Camden Cards and Eco Maps 
• Use of Interagency Consent Form 
• Creation of an Interagency Care Plan 
• Presentation of Case Studies 
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Participating organizations included: Visiting Nurse and Hospice, Bayada Health, VCCI, SASH, Vermont 
Healthcare Innovation Project, VITL, Senior Solutions, Spoke Staff, Patient Centered Medical Home 
Nursing Staff, Healthcare and Rehabilitative Services, Agency of Human Services District Leadership Staff 
in Springfield and Hartford, and District School Nurses. 
 

Middlebury 
Middlebury offered a training called: Care Coordination Tools Training on September 21, 2016 and 
October 5, 2016. Topics included: 

 
• How to risk stratify patients 
• How to do a 10 Year Look Back 
• How to do Root Cause Analysis 
• How to conduct Eco Mapping 
• Using Camden Cards 
• How to do a Care Conference  
• How to do Shared Care 

 
There were 9 participants, with 6 community partners represented including: Middlebury Probation 
Office, SASH – Local SASH Coordinators, Community Health Team Care Coordinators, Hospital Discharge 
Planners, Aging Well, and Parent Child Center. 

Feedback from participating ICCMLC Communities 
Several communities offered additional feedback on some of the challenges, successes, and lessons 
learned, as well as some thoughts on the sustainability of their work. Direct quotes from ICCMLC 
community leadership are included below: 

Challenges: 
• Identified need for developing a communication mechanism between team members.  
• Recognized the need for staff training  for new and existing members with investment to 

collaborative care 
• Concerned with ongoing struggles to complete tools, specifically care plans.  
• Challenge of continuously updating Shared Care Plans by engaging and empowering community 

partners/ providers. 
• Ongoing flux in state of wellness of participating complex patients.  
• Staff time constraints related to FTE status and role responsibilities of community partners.  
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• Maintaining and expanding community partner knowledge related to ICCMC Care Coordination 
process. 

• Need to address questions about reimbursement structures to support full engagement of 
community partners 

• Organizing care conferences with multiple partners 
• Easily sharing interagency care plans in a safe and encrypted manner protecting PHI 
• Spreading, standardizing and universalizing the process and tools in our network of providers 
• Prioritizing this work among the overwhelming need while serving complex patients with 

economic restraints and minimal staff 
• Having partner agencies step up to the plate as lead care coordinators 
• Systematically capturing individual and collective outcomes 
• Weaving self-management programs into the care plan when patients have limited time and 

transportation 
• Systematizing a process to update care plans 
• Teaching staff to look for and to find care plans in the EMR 
• Ensuring accountability across organizations and within interagency teams. 
• Even though communication among partner organizations and individuals improved in many 

aspects, due to legal and technological constraints, communication and information sharing 
continues to be a barrier. 

• There is a lack of shared technology to support the work. 
• The different cultures and perspectives of the social and medical health realms can make 

integrating these silos challenging.  
• Achieving through-put of engagement and knowledge at multiple staff levels within large 

organizations. 
• Senior leadership-level engagement and championing.  
• Measuring the qualitative vs. quantitative successes with complex individuals.  
• Addressing and coping with change fatigue. 
• Insufficiently supported time for planning and doing the work. 
 

Successes: 
• Shared tips among members. Considered Patient Navigator system as an option for more 

effective communication.  
• Consider the most efficient means – who needs it, who should provide it. 
• Identified triaging as a hindrance to completion of collaborative tools.  
• Moved two clients to “maintenance” status, determined a lack of data was a hindrance. 
• Steadfast attention to continuing the process of breakdown of medical and social service silos 
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• Standing ICCMC Agenda Item related to designation of LCC and status of updated Share Care 
Plans.  

• RN Care Coordinator identified, assisted and mentored community partners who expressed 
interest in assuming care coordination leadership roles.  

• Development of electronic Shared Care Plan with BMH Information Services Department 
• Best practice tools, using Eco maps and Camden cards and care plans, have improved the quality 

of information, goal setting and care planning and communication with both patients and health 
and human service partners 

• Formal involvement with partner agencies has increased trust with families 
• Patients are viewed as experts and central decision-making, i.e. shifting focus to patient centered 

approach 
• Improved transitions of care from inpatient to outpatient and visa/versa 
• New funding sources and resources have been discovered for patients when working in 

partnership 
• Patients are empowered and are able to accomplish realistic goals when they have an active role 

in the care plan 
• Increased connectivity and communication across multiple organizations within the largest 

health service area (HSA) in the state. 
• Created stronger, more trusting relationships among organizations. 
• Development of a collaborative team of interagency partners persisting beyond the initial pilot 

phase who have formed an ongoing network poised to create true shared care.  
• Increased understanding of the different systems that provide care and support across the HSA, 

and a clearer understanding of how to access those services. 
• Development of a common language about care coordination now in use across HSA. 
• Increased clarity in accountability and role definition within interagency care teams. It is now 

clear who is responsible for a person’s care plan and the interventions associated with goals. 
• Creation of a structured process to identify people at risk and who among the team has engaged 

with them so that we can bring them into shared-care. 
• Engagement of ED social work and development of electronic “ED Flag” tool. 
• Decreased isolation among direct service providers when supporting complex people and 

situations. 
• Staff participating on shared care teams and in collaborative planning meetings note improved 

job satisfaction and decreased feeling of burnout.  
• Creation of three quality training videos that demonstrate the tools and steps of shared care for 

use in training across teams. 
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Lessons learned: 
• Training will be an ongoing process. Crucial to efficiently get new staff on board, trained, and 

committed for most effectiveness. This will take some time and experience - Continual 
guidance/support is needed.  

• Communication, Communication, Communication.  - We learn from each other.  
• Often team changes are needed – Avoid ‘burn-outs’ and adapt to patient’s changing needs. 
• Don’t underestimate the challenge of changing the culture of Complex Care Coordination! 
• Remain Focused! 
• Stay Strong! 
• Best practice tools actually work 
• Patients revealed, without hesitation the supports that they had which may not ever have been 

mentioned prior to using Eco maps 
• Patients were able to easily sort out and recognize what they needed to work on for goal setting 

utilizing Camden cards 
• Engaging complex individuals takes time and effort.  
• People with complex needs often lack positive connection to a medical home. 
• Urgent social determinants of health need to be addressed before health needs can be 

addressed. 
• Being a lead care coordinator can be resource intensive. 
• Complexity of data and information sharing across organizations will take time to fully address. 
• The more we engage a person in their care the fewer hurdles we have in overcoming systems 

barriers to their care. 
• Results take time. Changing a life-time of behaviors won’t happen overnight.  
• Having multiple agencies involved gives us the ability to tap into many resources. 

 
Sustainability plans: 

• Attended initial Patient Navigation training. System rolled out. Future trainings scheduled.  
• Created three levels of training in-house. Basic to advanced need.  
• Continue to provide guidance to each other. Incorporate this topic in up-coming staff trainings.  
• Reviewed list of high-utilizers, shared patients attributed to ACO, and chose 3 additional patients 

to invite into collaborative based on who would benefit the most from collaborative efforts.  
• Publicize Future Plans for Care Navigator to enhance care coordination. 
• Offer second Community ICCMC Education in fall/winter of 2016. 
• Session to feature Care Coordination videos and follow up with group discussion.  
• Develop and implement or “borrow” community education evaluation tool post session. 
• Continue to invite and expand participation of community partners. 
• Continue to engage acute care services to participate in ICCMC. 
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• We will standardize quarterly assessment of high-risk patients and prioritize them for 
Interagency Care Management 

• We will standardize the monthly Interagency Joint Care Planning and Care Management meeting 
among partners 

• We will encourage ad hoc interagency care planning as needed 
• We will track and report interagency care planning and care management to the Blueprint for 

Health 
• We will celebrate successes 
• Full use of Care Navigator to enhance communication and information sharing. 
• Ensure a more comprehensive understanding of this initiative and the range of tools, (electronic 

and not), throughout the UVM Health Network. Identify physician champions to promote the 
collaboration. 

• Foster engagement with smaller practices that may not have resources to be at the planning 
table/meetings. 

• Accountability for practices engaged in the Blueprint to demonstrate engagement in this work. 
• Assist practices of all sizes in demonstrating how complex care coordination work aligns with 

practice transformation and value based payment goals, with assistance of Vermont Care 
Organization. 

• Develop standards for engagement and definition of ‘care coordination’. 
• Designate point-people within not-yet-engaging organizations and practice groups to 

communicate with about this work. 
• Development of outreach tools and a communication plan to increase HSA uptake.   
• Create a brief ‘road show’ that can be used to convey the work to new audiences 
• Enhance sharing of this work with RCPC/UCC.  

 
Many front line agency participants expressed enthusiasm for the power of the tools and methods in 
engaging persons with complex needs. Lead Care Coordinators were often surprised at the important 
personal information not contained in any clinical record, but shared by a person that they had already 
known for a period of time, once that person was encouraged within the program to share their ‘story,’ 
relationships, and most important priorities and goals. The prime benefit for many was the defining of 
manageable, time-limited accountabilities to work on goals that were determined to be important steps 
in achieving those priorities, and the continued engagement and participation of the person.  

Lead Care Coordinator Self-Assessment Survey 
A Lead Care Coordinator (LCC) Self-Assessment was made available online via SurveyMonkey from 
November 28 through December 12, 2016.  The survey was intended to gauge the LCCs’ self-perception 
of competency and comfort with using the tools and methods of the ICCMLC, and to solicit comments 
on the need for training and other assistance as the project continues in 2017.   
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Out of 96 people performing the LCC role statewide, 26 completed the survey. Results showed that: 

- 64% were completely or very confident in their ability to use EcoMapping to improve care 
coordination for patients 

- 69% were completely or very confident in their ability to use the Camden Cards to help patients 
identify and prioritize what’s important to them 

- 38% were completely or very confident in their ability to conduct a Root Cause Analysis 
- 77% were completely or very comfortable explaining the purpose of care coordination to 

patients and families that could benefit from that approach 
- 62% were completely or very confident in their ability to develop a shared care plan that 

describes patient goals, provides a strategy and timeline for meeting goals, and identifies a team 
member responsible for working with the patient to achieve each goal 

- 50% were completely or very confident in their ability to plan and run a shared care conference 
- 81% were completely or very confident explaining the informed consent process to patients and 

inter-agency partners 

Results suggest the need for additional trainings on several of the key tools and processes of ICM, 
particularly root cause analysis, running a shared care conference, developing a shared care plan, and 
using EcoMapping. Some recommendations based on these results are provided in the 
Recommendations section below. 

Participants in the ICCMLC 
The sections below provide details on the number of persons who were provided care as part of the 
ICCMLC. Data are current as of November 2016. 

Participant status 
Participant status was defined in four ways following initial engagement. (Participant engagement 
includes signing consent, participation in at least one meeting with his/her LCC, and identification of 
personal priorities and relationships). Data are not provided for individuals who have not yet met the 
engagement criteria. 

- Current: Participant and team are currently active in scheduled care conferences and 
recurring need-based updating of Shared Care Plan goals and tasks. Overarching goals, steps 
or tasks are not yet complete. 

- Maintenance: Participant situation is currently stable, after having participated in Integrated 
Care Management with identified goals and tasks implemented or completed, and either no 
current need for regularly scheduled care conferences or updating of care plans; or less 
frequent need to do so, for example annually. Lead Care Coordinator remains aware of the 
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participant’s ongoing situation and remains alert to changes in situation might necessitate 
re-engagement. Participant remains aware that he/she should contact Lead Care 
Coordinator regarding any concerns or changes in stability. 

- Withdrew: After engagement, participant has either stated that he/she no longer wishes to 
participate in Integrated Care Management, including ownership of goals, team support 
with goals and tasks, or sharing of information among agency partners; or is no longer 
engaged with or available to LCC, such as has moved away, is not reachable, or has “fired” 
their LCC.  To be considered withdrawn, they must first have been engaged (see above 
definition). 

- Deceased: After engagement, participant passed away. 

Based on data submitted bimonthly from participating ICCMLC communities, we have data on 311 
participants, with 195 currently active and 44 considered in maintenance. Approximately 23% have been 
lost due to death or withdrawal (Table 1). 

Table 1. Participant status in the Vermont ICCMLC, November 2016 
 Frequency Percent 

Valid Current 195 62.7 
Deceased 12 3.9 
Maintenance 44 14.1 

Withdrew 60 19.3 
Total 311 100.0 

 
Windsor had the highest number of participants followed by St. Johnsbury and Randolph (Figure 1). The 
number of participants is not correlated with the length of time the community has been participating in 
the ICCMLC. 
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Figure 1. Participant status in the Vermont ICCMLC, by community – November 2016 

 

Participants with a Lead Care Coordinator 
One of the most important components of the ICM model is assignment of a lead care coordiantor, and 
most current and maintenance participants have been assigned a lead care coordinator as shown in 
Figure 2.  
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Figure 2. Proportion of participants within each community with a lead care coordinator – Vermont 
ICCMLC, November 2016. 

 

Participants with a Shared Care Plan 
A shared care plan should be completed for each participant within two months of their enrollment into 
the ICCMLC. Table 2 only includes data on participants with a status listed as “current” or 
“maintenance”, and who have been enrolled for a minimum of 2 months. While the majority of 
participants have a completed shared care plan (69.2%), with another 13.1% having a “partially” 
completed shared care plan, ideally this number should be at 100%.  
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Table 2. Vermont ICCMLC participants with a shared care plan – November 2016. 

 Frequency Percent 
Valid Complete 148 69.2 

None 28 13.1 

Partial 28 13.1 
Unknown 10 4.7 
Total 214 100.0 

 
Figure 3 describes the status of shared care plans across communities. 
 
Figure 3. Status of Vermont ICCMLC participants’ shared care plan, by community – November 2016. 
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Participants who had a Shared Care Conference  
Every participant in the ICCMLC should have a shared care conference to ensure care is adequately 
coordinated among providers, ideally within the first two months of enrollment. Including those only 
considered current and enrolled for more than 2 months, 81 participants (47.6%) have not had a shared 
care conference. Additionally, of those with a complete or partial shared care plan, 41.4% (58/140) did 
not have a shared care conference. Although these numbers are lower than ideal, there is some concern 
regarding inconsistent documentation of these conferences in the bi-monthly reporting, therefore the 
true number could be higher. 

Feedback from participants in the ICCMLC 
With input from ICCMLC participating communities and ICCMLC leadership, and after a literature review 
of patient feedback surveys, VPQHC developed a Participant Survey for individuals obtaining care under 
the ICCMLC model. The original intent of the survey was that it would be provided to every participant 
at enrollment and then at subsequent 6 month intervals. However the survey was not available at 
participant enrollment within the initial three pilot communities, and logistical challenges along with 
survey fatigue in those and other communities inhibited the wide-spread use of the survey.  

There were a total of 60 surveys received, including all communities except Middlebury and St. Albans. 
The following provides a summary of the pooled responses, noting whether the response is impacted by 
the length of time participating in the ICCMLC if relevant.  

2a. 98.3% know who their care coordinator is 

2b. 98.3% know how to contact their care coordinator 

3a. 95.0% agree that their care coordinator/team explains things in a way that is easy to understand; 
5.0% neither agree nor disagree 

3b. 93.3% agree that if they asked for something, their care coordinator/team helped them get it; 6.7% 
neither agree nor disagree 

3c. 90.0% agree that their Care Team helps them know what to do when they feel sick or need help; 10% 
neither agree nor disagree 

3d. 96.7% agree their Care Coordinator/team know who else is helping with their care; 3.3% neither 
agree nor disagree 

3e. 85.0% agree their Care Coordinator and team members communicate well with each other; 6.7% 
disagree; 8.3% neither agree nor disagree 
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3f. 91.7% agree their Care Coordinator/team does a good job coordinator their care; 1.7% disagree; 
6.7% neither agree nor disagree 

4. 72.4% responded that their Care Coordinator/team created a shared care plan for them; ** positively 
correlated with length of time participating in ICCMLC 

5. 69.0% have a copy of their shared care plan; ** negatively correlated with length of time participating 
in ICCMLC, suggesting they appear to lose it 

6a. 86.7% helped create their shared care plan; 2.2% disagree; 11.1% neither agree nor disagree 

6b. 79.5% know what their shared care plan says; 6.8% disagree; 13.6% neither agree nor disagree; ** 
no correlation with length of time participating in ICCMLC 

7a. 87.0% chose the goals for their shared care plan; 2.2% disagree; 10.9% neither agree nor disagree; 
** no correlation with length of time participating in ICCMLC 

7b. 89.1% agreed their Care Coordinator/team talked with them about progress on goals in shared care 
plan; 10.9% neither agree nor disagree 

7c. 84.8% agree they can change a goal on their shared care plan; 2.2% disagree; 13.0% neither agree 
nor disagree; ** everyone who neither agreed nor disagreed had participated for over 12 months 

8a. 82.1% agree their LCC asks them about things that make it hard for them to take care of their health; 
5.4% disagree; 12.5% neither agree nor disagree; **no correlation with length of time participating in 
ICCMLC 

8b. 91.1% agree their LCC talks with them about what they want for their future; 3.6% disagree; 5.4% 
neither agree nor disagree 

8c. 89.3% agree their LCC respects their wishes if they don’t want to share all of their information with 
certain members of their care team; 1.8% disagree; 8.9% neither agree nor disagree 

8d. 92.9% agree their LCC asks them what is working well in their health care; 1.8% disagree; 5.4% 
neither agree nor disagree 

8e. 86.0% agree their LCC knows their strengths in caring for them; 14.0% neither agree nor disagree 

8f. 94.7% agree their LCC asks them about things that affect my well-being; 1.8% disagree; 3.5% neither 
agree nor disagree 
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Overall, participant feedback suggests that participants feel supported by their Care Team and Lead Care 
Coordinator, and have had overall positive experiences with the ICCMLC.  

Case Studies of Participants 
Community leaders presented case study examples of their experience using ICM to colleagues and 
state agencies.  Key elements of the ICM intervention are highlighted and the effectiveness of outcomes 
provides insight into the implementation of ICM in the five examples below: 

Case Study 1 
Description of participant: 66 yr. old female retired factory worker who lives alone in a mobile home in 
rural Vermont.  Active health issues include Chronic Depression, Diabetes T2 poorly controlled, Morbid 
Obesity, PTSD, OB, Polycystic Ovarian Syndrome, and Arthritis right knee. Patient walks with 2 canes. 

Patient priorities/goals: 
- To participate in her own self care management 
- Receive financial support assistance 
- Address transportation challenges 
- Help with prescription pick up, getting her groceries and light house cleaning 

Services included: 
- Care coordinator/CDE did home visits weekly for several weeks, training patient to 

participate in her own self care management. 
- VNA, PT, HHA in home to oversee education on DM, self-management, wound care, and 

help with personal care. 
- SASH was involved for financial support assistance, and wellness nurse for self-management 

support. 
- Ottauquechee Health Foundation and Stagecoach provided grants to support her 

transportation challenges. 
- Home Behavioral Health and Eldercare visits and psychiatric medication intervention 
- Aging in Hartland assisted pt. with prescription pick up, getting her groceries and light house 

cleaning. 
Case and/or Systems Challenges: 

- Negative attitude and skepticism re: options of care for pain control and depression.  
- Patient's weight - 380# and she does not fit into a regular sized car – refuses to wear a seat 

belt. 
- She dismissed the importance of portion control and SMBG. 

Outcomes: 
- A1c dropped from 8.9% to 7% with no insulin changes from initial dosing and subtle diet 

modification. Checks fs 2x daily. 
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- Wounds have healed.  Patient reports less hopelessness, daily “crying jags,” and improved 
pain control. 

 

Case Study 2 
Description of participant: 54 year old man, paraplegic, living in subsidized housing at one of the SASH 
hub sites.  Primary issue is wound care that is long standing and he is currently using a wound vac. Very 
upbeat positive person who is in need of a strong circle of support. Identified by Community Health 
Team as high utilizer of services, complex care needs, multiple agency assist. 

Patient priorities/goals: 
- Healing my wounds is most important to me so I do not have to stay in bed as much. Being 

in bed all the time is no way to live.” 
- Cards chosen included Self-Care, Food and Nutrition, Identification, Medication and 

Supplies, Education, and Mental Health 
o Self-care:  “Consistency of HHA’s that I can count of and have confidence in.” 
o Nutrition: “I do not have noon time help and often miss lunch.” 
o Supplies:  “Wound care staff and VNH staff need to communicate with the company 

that sends my supplies for my wound vac.” 
o Identification: “I need a new non-drivers ID for Vermont.” 
o Education and Mental Health:  “I have trouble focusing and think that I have 

Attention Deficit Disorder.  I can’t get organized.” 

Services included: 
- VNH- three times a week dressing change and wound monitoring  
- VNH- Home health aide scheduled three times a week.  
- VNH Choices for Care PCA every morning for two hours. 
- Consumer directed Choices for Care services; two workers employed by him through ARIS. 
- PT and OT were involved through VNH- not in at present. 
- SASH Coordinator – almost daily check-in and support. 
- Mental Health Counselor- home visit weekly 
- SASH Coordinator identified as Lead Care Coordinator due to strong relationship and regular 

contact.  SASH Coordinator did an Eco-Map with him to identify circles of support.  LCC used 
Camden cards to identify areas of need and his priorities for coordination of care. 

Outcomes: 
- Secured funds for a small fridge and microwave for his room, PCA filled with ready-made 

meals weekly 
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- Secured funds for a non-medical ride to DMV to get an ID, opened a local bank account, 
accessed health care and obtained meds at pharmacy 

- Addressed concerns of ADD with mental health counselor and physician 
- Obtained seat cushion for wheelchair that will help him to sit in electric wheelchair more 

comfortably  
- Shared care plan with all medical and non-medical providers 

 

Case Study 3 
Description of participant: Patient has multiple advanced chronic issues such as heart failure, COPD, and 
diabetes with wounds and post amputation.  He was in a nursing home for approximately a year, 
discharged and then shortly thereafter admitted to DHMC.  Although he has his wife and 2 adult 
children in the home, he is alone most every day, all day. The family members are all working and out of 
the home each day.  His wife works way up north near St. J. 

Patient priorities/goals: He would like to be in an assisted living facility or nursing home where he 
would no longer be a “burden” to his family. 

Team goal: Find a warm, comfortable, handicapped accessible place to live where there is adequate 
support for him to feel safe 

Services included: 
- VNA services thru VNH, skilled, for wound care to his R foot.  
- Home health aide that comes in to assist with bathing 
- The Current for transport to appointments 
- Meals on wheels  

Case and/or Systems Challenges: 
He lives in a rented home that is not only not handicapped accessible, but it is handicapped unfriendly. 
The only bathroom and the bedrooms are upstairs.  It is too difficult for him to “bump” up & down the 
stairs as he needs to in order to get to his weekly DHMC appointments for wound care. He is currently 
on an enclosed porch until it’s too cold, once that happens he will need to go back inside - either in the 
living room or upstairs again. It has been difficult to find placement for him. We have been, between 
DHMC, MAH, clinic care coordination and VNH, unable to find an assisted living facility or nursing facility 
for him. He has declined to live in a family care home. 

Action Plan: 
- Team will complete applications for handicapped subsidized housing in the Windsor area as 

well as up near St. Johnsbury – where his wife works.  Target date: 1/2017 
- VNH & staff will coordinate to contact area assisted living and nursing facilities 
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- Contacted four facilities to date 
- We will all need to think outside of the box to find a solution to his housing/care:  Assist the 

family to find a handicapped accessible home to rent? 

Outcomes: 
Patient’s goal of living in an assisted living facility or nursing home has not been met.  He continues to 
live with his family and feels he is a burden to them.  Patient’s goals for quality of life have been 
improved in the following ways: 

- He has been admitted to the care of the Visiting Nurses of New Hampshire and Vermont and 
has case management services.  

- Patient’s medication administration has been improved through the institution of bubble 
pack methodology. 

- Patient now has access to supplies for incontinence care that were previously unavailable to 
him. 

- Patient had a history of no-shows to appointment related to the fact that his wife who lives 
who works a distance away was required to take off time from work to transport him.  He 
now has the knowledge and ability to arrange for Medicaid assisted transportation through 
a local transportation company and his no-shows to appointment has decreased. 

- Patient now receives Meals on Wheels services for improved nutritional support. 
- Patient is in the process of applying for subsidized housing. 
- Patient has multiple advanced chronic issues such as heart failure, COPD, and diabetes with 

wounds and post amputation.  He was in a nursing home for approximately a year, 
discharged and then shortly thereafter admitted to DHMC.  It was at that time that the 
community health team began to work with this patient.  Since inception of CHT care 
management over a period of three months, patient has had one ED admission and one 
inpatient admission.   

- Wraparound supportive services have been initiated. 
- Patient has newfound hope and a positive attitude.  He reports feeling safe regarding his 

medication administration.  He reports understanding and being able to reach out for 
support as needed.  Patient expresses gratitude for services and support. 

- Patient has been provided with the tools he needs for improved self-care management and 
quality of life. 

Case Study 4 
Description of participant: 58 y/o female, Medicare/Medicaid, COPD, Hypertension, Hyperlipidemia, 
Hepatitis C, Multinodular Thyroid Disorder, Charcot Marie Tooth Disease, Allergic rhinitis, Tobacco use 
Disorder (currently vaping), Migraine, Chronic Pain, Polysubstance Abuse, Depression, Anxiety, Panic 
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Disorder, Multiple Suicide Attempts,  Self-reports of OCD and ADD, 12 ER visits, mostly for COPD 
exacerbation vs Anxiety, one for Over Dose and one for Abscess Tooth. 

Patient priorities/goals: 
- Reduce Anxiety (mental health collaboration) 
- Increase food nutrition (wants to gain weight) 

 
Root Cause(s) of utilization/risk:  Anxiety 

Participant Strengths: Successful recovery from heroin and tobacco use.   

Services included: 
- PCP 
- Community Health Team 
- Northeast Kingdom Human Services 
- Local Hub and Spoke 
- Chronic Care Coordination SJCHC 
- BAART drug treatment services 
- Specialist for COPD 

Case and/or Systems Challenges: 
- This patient is very difficult to reach.  She only returns calls periodically and frequently no-

shows her appointments.  Transportation is frequently listed as a reason she cancels.  
- Refuses to meet with team due to anxiety in being with a group 

Outcomes: 
- Obtained local Suboxone provider and counseling, weight gain from 144 to 155   
- Since collaboration no ER visits 
- No ER visits since May 2015 
- Stable treatment with COPD specialist 

Case Study 5  
Description of participant:  Diagnoses of Alcoholism, Depression & Anxiety (history Suicidal Ideation), 
HTN, Hyperlipidemia, Memory Loss/ Amnesia, Tourette’s, Cannabis Abuse, 13 ED visits prior to 
engagement 

Services included: 
- LCC (from medical home) identified   
- Eco-map completed- support system identified   
- Camden cards completed- domains of instability identified   
- Pertinent team members contacted/ Treatment team formed    
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- Care team meetings initiated to prioritize and address areas of instability   
- Plan of Action (aka Shared Care Plan) created 
- SASH services on site instrumental in helping support patient with care plan and with 

contacting medical home with any concerns (ie: when patient started to escalate).     
- Care team meetings continued until patient was stabilized 

Case and/or Systems Challenges: 
- escalating depression and anxiety 
- poor emotion regulation and decision making  
- significant concern re: possible relapse   
- SI (warranting repeated trips to the ER)   
- financial insecurity/ inability to manage finances and pay bills/ large debt accruing  
- family conflict (possibility of family members exploiting finances)   
- housing instability/ eviction notice 
- concerns with medication compliance 
- concerns with connection to medical home and follow through with treatment plans   
- Significant Neuro concerns but again, lack of follow through with treatment plans and 

specialists.   
- Pattern of no-showing for medical appointments and appointments with specialists.  The 

result was many offices were refusing to reschedule. 

Outcomes: 
- 0 ED visits for 17 months post engagement  
- Transitioned from ‘Self-Management’ status to ‘Re-Engaged’ after a series of ED visits in 

April 2016 
- Patient was present for every Care Team Meeting 

Recommendations 
Given our contract with the State of Vermont ends in December 2016, VPQHC provides the following 
recommendations for the ICCMLC moving forward. 

State of Vermont Leadership 
VPQHC recommends the leadership continue and expand statewide adoption of Integrated Care 
Management as a standard of care through ongoing state support and reinforcement of ICCMLC 
concepts, goals and methods.  

Based on the currently available data, leadership may wish to consider emphasizing the importance of 
developing a shared care plan within 2 months of a participant’s enrollment in the ICCMLC. While the 
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majority of participants have a completed shared care plan (69.2%), with another 13.1% having a 
“partially” completed shared care plan, ideally this number should be at 100%.2  

Also regarding the shared care plan, leadership may also wish to consider suggesting the Lead Care 
Coordinator purposely review, update, and ensure the participant has a current copy at periodic 
intervals. Based on data from the Participant Survey, participants may lose track of their shared care 
plan the longer they stay in the ICCMLC. The shared care plan should ideally be a living/breathing 
document, that the participant feels ownership of, and can regularly access online. The Care Navigator 
plans available to some participants may fulfill that role, however will not be immediately universally 
available.   

The number of participants who had a shared care conference to ensure care is adequately coordinated 
among providers appears to be inadequate. Almost 50% of participants who should have had a shared 
care conference have not had one (based on process data from the “Data Tool”). There also appear to 
be participants with complete or partial shared care plans, who have not had a shared care conference. 
We recommend leadership review the accuracy of these data with communities, and encourage either 
improved reporting or increased uptake in the shared care conferences. 

Participants have found the wide variety of education opportunities extremely valuable in developing 
and implementing best practice for ICCMLC. We recommend leadership continue their support of 
shared learning sessions, and may wish to consider the following topics, highlighted based on 
participating community feedback from earlier learning sessions: 

• A refinement of evidence based best practices for ICM based on organizations’ experience using 
its tools and methods 

• Change management training to facilitate community wide adoption of ICM 
• Strategies for leaders to move toward broad community ownership of ICM 
• Integration of the LCC in the referral process  
• Strategies for forming patient experience panels to contribute advice and insight to the work 
• Strategies for including MD or ED staff in shared care planning 
• Scaling ICM to new partners and patients 
• Support for the implementation and use of care navigator, including the integration of EMRs 

Data collection, reporting, and interpretation are essential toward evaluating the effectiveness of the 
ICCMLC. Please see our more detailed comments on the evolution of the data tool and participant 
survey that will support a strong evaluation moving forward. 

                                                           
2 When the analysis did not exclude those enrolled within the past 2 months, the results did not differ significantly. 
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Without staffed QI Facilitators, it will also be essential to have an identified state point of contact for 
addressing any community needs, problems, etc. on an ad hoc basis. 

Participating Communities 
Without the same level of statewide support, it is essential that all participating communities draft Local 
Sustainability Plans. These Sustainability Plans should include: 

• Agency partner recruitment and training sessions 
• Continued process and outcome data collection and reporting 
• Continued adoption of the Care Navigator electronic Shared Care Plan  
• Mutual agreements for privacy and information sharing policy and practice among all 

agency partners 

Participating communities should continue to attend any shared learning opportunities the statewide 
leadership presents, such as in-person learning sessions and webinars, to increase their knowledge of 
and insight into ICM principles and methods.  Outside of organized shared learning activities, 
communities should also seek to maintain and expand collaborative communication and mutual support 
with other participating communities throughout the state. 

The results from the LCC survey suggested some discomfort with the tools and processes used for ICM, 
such as Eco-mapping, Camden Cards, and Root Cause Analysis (RCA). VPQHC recommends communities 
retain a primary focus on the goal of each tool and method over any proscribed or regimented 
perspective on their use. For example, teaching LCCs that the goal of using RCA for ‘discovering what we 
may have been missing as a cause of a person’s  frequent utilization’ may be more instructive and less 
intimidating than ‘review the record for the last 10 years and be sure to identify root causes from 4 
domains.’ Consider emphasizing the ‘why’ of the method of analysis for the purpose of the goal of 
insight into the person’s situation over the specific terminology of the process and tools.  

Data Tool 
The “Data Tool” was developed to collect process data on ICCMLC participants from each participating 
community. It is currently sent bi-monthly as an excel file to the QI Facilitator (often after several 
reminders were sent out to communities), and often has large amounts of missing data. Our 
recommendation is to replace the Data Tool with a cloud-based database, that will allow for ongoing 
data entry by multiple users and a clear record of changes made to participant details.  

The new data tool should be designed with input from communities, to ensure it is a tool that they feel 
will be useful to their internal tracking. Participant data will still be anonymous, but the tool should also 
allow for data entry from multiple users within the community who provide care for the participant, 
minimizing the burden of data entry for the coordinator. Notifications should be coded, to help 
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communities flag missing data or identify next steps (for example, that a participant’s 6 month follow-up 
survey is due, or that the shared care plan should be updated), which will both support the goals of the 
ICCMLC and reduce the amount of missing data. Reports similar to those detailed above can also be 
automated, and be available to communities and the coordinating entity, to enable real time status 
reports whenever needed. If resources within the state are limited, VPQHC would be interested in 
supporting the development of this database, should funds be available. 

Participant Survey 
The main issue with the participant survey was the low response rate, so added emphasis on 
encouraging participants to take the survey, particularly at baseline/enrollment, will be helpful. Feeding 
data back to participants is often a useful way of encouraging participation by showing respondents how 
their data will be used. The addition of notifications to the data tool as mentioned above could also 
support a higher response rate.  

In many cases, proxies helped the ICCMLC participant complete the survey due to limitations of the 
participant. It is important to consider the impact of proxies on the responses and try to minimize any 
biases inherent in this situation moving forward. Our suggestions for proxies within each community 
are:  

- Train a set of proxy interviewers in neutral interviewing. Numerous studies have looked into 
the effect on responses by proxy interviewers, showing a range of effects, some slanting the 
responses more positively, some more negatively, depending on the type of health 
condition and relationship of the proxy to the respondent. Trained interviewers will 
minimize these effects. 

- Avoid using the Lead Care Coordinator as a proxy, as many of the questions ask the 
respondent to assess the role provided by the Lead Care Coordinator. 

- Encourage communities to support participants’ independent completion of the online 
survey, while providing the support they need. For example, a Lead Care Coordinator could 
provide a computer, set up with the online survey to the participant, along with a brief 
tutorial on how to fill in responses, but leave the participant to complete the responses on 
their own. 

There is a yearly cost for Survey Monkey, which has been the platform used to house the online survey. 
Some of the communities wished to keep their surveys internally – others used VPQHC’s license to 
house the survey. Funds to support Survey Monkey were provided to communities, but may not be 
available from January 2017 on. The State of Vermont may consider either transferring all surveys to 
their State license, or identifying a free option for housing the survey moving forward. 
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Currently, there is no identifying information on the survey. There has been some discussion of including 
fields for participant ID and ICCMLC community, which would enable a person-level analysis of their 
feedback over time (as ideally each participant completes a survey every 6 months). While this would 
provide some useful individual feedback for the participant’s care team, the addition of identifying 
information may inhibit the participants’ comfort in providing honest answers. It is our suggestion to 
maintain the Participant Survey as a population-level analysis tool, and that the Lead Care Coordinator 
encourage open communication with the participant regarding their concerns on an ongoing basis, in 
lieu of using the participant survey for this purpose. 

As a note for the incoming State of Vermont staff, the primary contact for each ICCMLC community is 
the primary contact for the Participant Survey. 

Conclusion 
VPQHC is very grateful to have had the opportunity to participate in the tremendous work of the 
Vermont ICCMLC. We hope this report and our recommendations can continue to support a high level of 
care for patients with complex health conditions and psycho-social needs in 2017 and beyond. 
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