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[bookmark: _Toc442101381]Introduction
The Care Transformation Collaborative of Rhode Island (CTC-RI) has been conducting a pilot Community Health Team pilot program. Before considering expansion of the program, CTC-RI would like to learn more about how other states or payers organize their Community Health Team programs, and about care management or complex care management programs that target the top 5% of health care utilizers. 
This report provides an overview of Vermont’s Blue for Health, the Blueprint’s Community Health Teams, and the Vermont Chronic Care Initiative, a complex care management program focused on serving the top 5% of health care utilizers. We also provide information about OneCare Vermont, one of Vermont’s statewide Accountable Care Organization and its care management approach.
[bookmark: _Toc441929275][bookmark: _Toc442101382]Background on Vermont’s Blueprint for Health, Community Health Teams, and the Vermont Chronic Care Initiative
The Blueprint for Health (Blueprint), launched in 2003, is a statewide, public-private, multi-payer initiative intended to transform heath care delivery for all Vermont residents by improving health care quality and controlling costs.  
Vermont’s community health teams (CHTs) “are the most important innovation in the Vermont Blueprint.” [1] The CHTs work with advanced primary care practices and accountable care organizations to support the delivery of effective and efficient services and integrates care across primary care and human services. There are no patient eligibility requirements to receive CHT services, e.g., CHT services are available to anyone with or without health insurance. As described in the 2014 Vermont Blueprint Annual Report, novel alternative payment models, and grant-funded administrative and infrastructure support the Blueprint transformation, including the CHTs. [1]
Additionally, there are initiatives that extend the reach of the CHTs by providing services to targeted populations. Of particular interest to Rhode Island is the Vermont Chronic Care Initiative (VCCI). The VCCI targets the top 5% of Medicaid health care utilizers (primarily those considered highly impactable), or those identified by providers as at risk for entry into the 5% tier.  
The SASH and Hub and Spoke programs are two community health team extenders providing services to Medicare patients and patients with substance use and/or opioid disorders respectively.
These care management programs are integrated components of the Blueprint. To provide context for the CHT program and related initiatives, we next provide the aims and some of the key structural components of the Vermont’s Blueprint, including data infrastructure. [1]
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The Blueprint works with practices, hospitals, health centers, provider networks, insurers, and other stakeholders to implement a statewide health service model in Vermont. 
As described in statute (18 VSA Chapter 13), the Blueprint is "a program for integrating a system of health care for patients, improving the health of the overall population, and improving control over health care cost by promoting health maintenance, prevention, and care coordination and management." [2]
The Blueprint specifically works to ensure that “health care systems refer patients to community supports and programs that improve management of chronic conditions.” 
The focus is not just those who are high risk/high cost. Rather, service linkages and support focus on the prevention and management of chronic disease and “provide support to prevent, delay or manage chronic conditions once they occur.”[2]
The foundation of the Blueprint is advanced primary care (APC), a model that builds on the patient centered medical home in order to serve the patients with complex health needs. In the Blueprint, APC practices aim to meet patient and family needs by coordinating seamlessly with a broad range of health and human services. 
The Vermont General Assembly used legislation to support the Blueprint and community health teams 
As shown below, legislative action supported comprehensive health reform and community health teams.
· Act 191 of the 2005-2006 legislative session endorsed and codified the Blueprint.
· Act 71 of the 2007-2008 legislative session further defined the Blueprint’s infrastructure and authorized the demonstration program.
· Act 204 of the 2007-2008 legislative session mandated the state’s large commercial plans (defined as a market share of 5+ percent) to participate in the demonstration program
1. Act 128 of the 2009-2010 legislative session expanded the demonstration program, requiring at least two recognized medical homes in every hospital service area by July 2011 and access to all primary care practices who wish to participate by October 2013. [3]
Of note, Act 128 of the 2009-2010 legislative session further requires that medical home providers abide by provisions that ensure uniformity in preventive care and coordination of care, uniformity in how assessment data are collected, and it sets requirements for how practices will work with community health teams (italicized points below).   
2. Provide comprehensive prevention and disease screening for his or her patients and managing his or her patients’ chronic conditions by coordinating care.
3. Enable patients to have access to personal health information through a secure medium, such as through the Internet, consistent with federal health information technology standards.
4. Use a uniform assessment tool provided by the Blueprint in assessing a patient’s health.
5. Collaborate with the community health teams, including by developing and implementing a comprehensive plan for participating patients.
6. Ensure access to a patient’s medical records by the community health team members in a manner compliant with federal and state law. Meet regularly with the community health team to ensure integration of a participating patient’s care. [3]
Thus, we see the legislative mandates support harmonized data collection for outcome and evaluation measurement, and support practice integration and coordination with community health teams.
The Blueprint uses multi-insurer payment reforms to support APC practices in the form of: 
· Patient centered medical homes (PCMH) and community health teams
· A network of self-management support programs
· A statewide health information architecture that supports coordination across a wide range of providers of health and human services
· Comparative reporting from statewide data systems
· An evaluation and quality improvement infrastructure to support a Learning Health System that continuously refines and improves itself. [2]
Key design principles include:
· Local leadership and organization
· Consistent statewide standards
· Close coordination between primary care, community health team staff and community based services
· An emphasis on prevention, improved control of established health problems, and healthier lifestyles.
· Community health team staff provides the medical home population with direct access to multi-disciplinary staff, such as nurse coordinators, social workers, dieticians, and health educators.[2] 
Additionally, the Blueprint provides specialized care management programs to meet state or regional needs that extend the reach of the CHTs. 
These programs include the Vermont Chronic Care Initiative (VCCI), the Hub and Spoke initiative, the SASH program and inpatient care coordinators.  
· The VCCI serves the top 5% of Medicaid utilizers, patients referred to as super-utilizers in the literature, and as high cost by Vermont, and in some cases also as super utilizers. We provide a standalone section on the Vermont Chronic Care Initiative (VCCI) later in this document. 
· SASH teams are CHT extenders focused on assisting Medicare beneficiaries to have improved quality of life and to age more safely in their homes. Efforts are focused on three intervention areas that have been demonstrated to reduce Medicare costs: 1) Transition support after a hospital or rehabilitation stay; 2) Self-management and coaching for chronic conditions and/or health maintenance; 3) care coordination.  At a minimum, each SASH team includes a coordinator and a Wellness nurse for a panel of 100 people. SASH teams are located in every county and every HSA. [2]
· The Hub and Spoke program serves Medicaid beneficiaries with opiate addiction being treated with Medicated Assisted Therapy in office-based practices. The program adds a licensed counselor and nurse coordinator to the CHT for Medicaid beneficiaries treated in the practice setting (spokes) and increases capacity at 5 specialty outpatient addiction treatment centers (hubs). [2]   
The Blueprint also offers self-management programs in all areas of the state: Healthier Living Workshops for Chronic Disease, Healthier Living Workshops for Diabetes; Healthier Living Workshops for Chronic Pain; and the Diabetes Prevention Program. [2]
[bookmark: _Toc441929277][bookmark: _Toc442101384]Blueprint data and health information technology (HIT) infrastructure [1, 2, 4-7]
Vermont uses an HIT infrastructure to support overall Blueprint functions. Core HIT components are the Vermont Health Information Exchange (VHIE) and Covisint DocSite, a central clinical registry. 
The VHIE is operated by Vermont Information Technology Leaders, (VITL). VITL, a non-profit, external vendor, operates the VHIE and works collaboratively with the Blueprint. As part of its operations, VITL works with Blueprint practices to improve data quality. Additionally, using a Population Health Grant, in 2014 VITL added HIE data that includes mental health and disability services providers, long-term care providers and Visiting Nurse Association member organizations.
VITL connects practice electronic health systems to the VHIE using three types of interfaces: Admit, Discharge and Transfer Orders (ADT); Continuity of Care Documents (CCD); and Medical Document Management reports (MDM).
VITL continues to make good progress in establishing new interfaces with practices. Working with EHR vendors Medent and Allscripts allowed VITL to make major breakthroughs and the connection to multiple sites.
Covisint DocSite is Vermont’s central clinical registry. 
DocSite serves as a reporting engine with the capability for population health analysis across the state. DocSite receives data coming from interfaces with the VHIE. Blueprint primary care practices can send information to DocSite via interfaces and flat files.  Program users, such as SASH, CHT, and TCC can perform direct manual data entry.  
Figure 1 shows the Blueprint HIE infrastructure and data flow, including the flow of CHT data into the Central Clinical Registry and the HIE.
Data quality is a limitation of any HIE and clinical registry. Vermont uses a team-based approach, known as Sprints, across organizations to “to ensure accurate, timely, and reliable end-to-end data extraction, transmission, and registry reporting.” 
Sprint projects focus of two types of data quality projects: 
· Remediation, which involves resolution of data quality issues for existing interfaces  and repositories. 
· Onboarding, which involves data clean-up at the source (EHR) system prior to bringing the interfaces live.



[bookmark: _Toc441929289][bookmark: _Toc442101396]Figure 1: Vermont Health Information Technology schematic
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The Department of Vermont Health Access (DVHA) manages and invests in the operation of the Blueprint
DVHA is the state’s largest insurer. DVHA manages Vermont’s publicly subsidized health insurance programs, including the operation of managed care and the management of the Blueprint. 
· DVHA is part of the state’s multipayer database, supporting performance comparisons across health plans.
· DVHA invests in information technology. The Blueprint provides participating providers and the state with HIT infrastructure, support for electronic medical record adoption, a health information exchange network (all payer claims data), and a centralized registry.
Measurement/evaluation: the state hires the University of Vermont researchers to conduct NCQA scoring, chart review, analytics, reporting, information/data system design and processing, and provide multidisciplinary expertise as needed.
Coaching and quality improvement: the Blueprint and University of Vermont provide coaching and facilitation to practices, community health teams, hospitals, and other providers. 
Payers participating in the Blueprint include Vermont’s three major commercial insurers, required legislatively to participate. Other major payers include Medicaid, Medicare, and two large self-insured employers (IBM and the state). 
Practices and patients: Primary care practices that agree to provide patient centered medicals home are reimbursed through fee-for-service payments, plus a PMPM feed based on the practice’s National Committee for Quality Assurance (NCQA) medical home scores. As of the 2014 Vermont Blueprint annual report, Vermont had 123 medical homes, serving 347,489 residents. [1]
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Craig Jones and colleagues in their article published in Population Health Management report they used a 6-year, sequential, cross-sectional methodology to evaluate Vermont Blueprint results.  The authors report on annual cost, utilization, and quality outcomes for patients in 123 provider practices participating in the program as of December 2013 versus a comparison population for each year attributed to non-participating practices. Results show participant group expenditures were reduced by -$482 relative to the comparison group, with lower costs driven by a reduction in inpatient (-$218) and outpatient (-$154) expenditures. [8]  
They found CHTs helped patients to connect with services to meet social and economic needs. Perhaps reflecting increased service access, Medicaid participants had an increase in expenditures in dental, social and community-based support services ($57). Also reflecting increased linkages to services, the 2014 Annual Report found Medicaid beneficiaries demonstrated a significant increase in spending on Special Medicaid Services like transportation, case management and mental health and substance abuse treatment. [1, 8]
Additionally, Jones found participants maintained higher rates on 9 of 11 effective and preventive care measures, with participants having significantly higher rates of breast and cervical cancer screenings, and appropriate testing for pharyngitis. [8]
Of consideration, there were no meaningful differences in emergency department use between the participant and comparison groups.  Results reported in the 2014 Report to the Vermont Legislature also showed no differences in ED use between the two groups.
Overall, Jones and colleagues note as patient and provider exposure to the Blueprint program increased, so did favorable results. The authors note the Blueprint is a complex model; no one component can be associated with improved outcomes or lower costs. Further, while insurer investments in PCMHs and CHTs were more than offset by a reduction in per capita expenditures, it takes time to accrue results and savings. [5, 8]
Vermont’s 2014 annual report to the legislature showed that costs continued to be lower relative to comparison groups, with per-person savings of $589 per commercially insured adult, $386 per commercially insured child, $447 per Medical enrollees and $200 per pediatric Medicaid enrollee. 
The Annual Report further notes, “Within the Blueprint program, the combination of the medical home and community health team represents the model that has been evaluated and has demonstrated favorable outcomes in Vermont, and it is thus not possible to tease out the incremental impact of either of these components in isolation.” [1]
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The CHT is a regional program with a goal to improve the population health and to address the social determinants of health within the HSA or region the CHT serves. The CHT targets outcomes at the individual, community and health care system levels, in order to support improved well-being, patient health outcomes, and decreased emergency and inpatient hospital utilization. [9]
The implementation and expansion of the model has been supported with a locally organized transformation infrastructure including program managers, CHT leaders, practice facilitators, multi-stakeholder workgroups, and shared learning forums. [2] 
· The model includes advanced primary care in the form of patient centered medical homes (PCMHs), multi-disciplinary support services in the form of community health teams (CHTs), a network of self-management support programs, comparative reporting from statewide data systems, and activities focused on continuous improvement (Learning Health System). The program aims to assure that all residents have access to high quality primary care and preventive health services, and to establish a foundation for a high value health system in Vermont. [1]
· Reflecting Blueprint priorities, key design principles of the model include: locally-based leadership and organization; consistent statewide quality standards (NCQA PCMH standards) and measurement of performance against those standards; close coordination between primary care, CHT staff, and community based services; and an emphasis on prevention, improved control of established health problems and promotion of healthier lifestyles. [1]
· In each area of the state, participating PCMHs and CHTs have organized their operations to meet the NCQA medical home standards. [1]
· CHTs aim to link patients with other providers and services and offer care coordination, case management, advice on self-management, counseling, referrals, assistance after hospital discharge, and population management.
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Population served: Target population: patients with or at risk for chronic conditions. CHT services are available to all patients with no eligibility requirements, prior authorization or co-pays. Referrals can come from provider practices, self-referral, community members or community/service providers and organizations. Patients are served regardless of insurance status.
Service area and size of the CHTs: Teams serve Health Service Areas of about 20-30,000 people. The size of the CHT depends on the population served by participating Advanced Primary Care Practices, e.g., the number of patients that have had had a majority of their primary care visits to any of the participating APCP in the last 2 years. 
Teams may be located in the community and serve multiple practices, or may be located within large practices. 
Staffing: Team composition is determined at the local level. CHT staff may include any of the following: care coordinator, case manager, certified diabetes educator, community health worker, health educator, mental health clinician, substance abuse treatment clinician, nutrition specialist, social worker, CHT manager, CHT administrator. Regardless of the team composition, all CHTs have a CHT manager and CHT administrator.
Design: Addresses regional health improvement priorities, fills gaps in care, and was and continues to be developed through an inclusive process including leadership of both medical and community based service organizations.
Payment support: (Taken in whole from the 2014 Vermont Blueprint Annual Report). All insurers share the cost for core CHT members.  
“Capacity payment reform establishes a community-based care support infrastructure available to primary care practices and the general populations they serve. The CHT is supported 6 months prior to a practice’s NCQA score date, further underscoring the Blueprint partners’ commitment to the spread of quality improvement. This payment is routed to an administrative entity in each health service area to support community health team operations.
The funding available to support the local CHT is proportional to the population served by the recognized and engaged primary care practices in the HSA. Currently, this level is set at $350,000 per year for a general population of 20,000 served by the practices ($17,500 per year for every 1000 patients.” [1]
Operations: Medical homes and community health team staff work together to strengthen network interactions with a larger array of medical and non-medical providers in their community, and to help people link more seamlessly with the services they need. 
The team’s role is to enhance patient care both directly and indirectly: through individual services performed on the patient’s behalf and through their support of individual providers and practices. The emphasis overall is to help the patient have better health self-management. [5] 
Example: The St. Johnsbury Community Health Team  
Below we use findings from the CDC’s 2014 evaluation of the St. Johnsbury Community Health Team to illustrate how Vermont’s CHTs are managed and staffed. [9]
We provide a description of each of the components within the organizational structure, starting with the Administrative Core, based on information provided within the St. 2014 Johnsbury CHT evaluation.
The St. Johnsbury CHT has an organizational structure designed specifically to engage and work with the advanced primary care practices, with community based services and state agencies, and with the broader health care and service provider community. The CHT serves to link and address the needs of provider practices, the regional community service system, and patients. 
While CHTs can vary in staff composition, all CHTs have an Administrative Core, a Functional Health Team, a Community Connections Team, and a behavioral health specialist.
Table 1 provides a brief description of the core components of the St. Johnsbury CHT. Appendix 1 provides detailed information about each component.  
[bookmark: _Toc441929299][bookmark: _Toc442101403]Table 1: St. Johnsbury CHT core components [footnoteRef:1] [1:  The information in Tables 1 and 2 is taken in whole from the 2014 St. Johnsbury Community Health Team Evaluation: Final  Report  ] 

	Component
	Description

	Administrative Core
	A program manager provides managerial and programmatic support as well as oversight for the CHT. A care integration coordinator oversees CHT components and actively builds and sustains partnerships with community organizations collectively known as the Function Health Team

	Functional Health Team (FHT)
	The FHT is made up of community partners (for St. Johnsbury, about 30 partners) that provide a variety of services to the community. The FHT helps establish and maintain relationships that facilitate linkages between the community and clinical entities.

	Community Connections Team (CCT)
	The CCT consists of Community Health Workers (CHWs) and a chronic care CHW. Two CHWs have primary responsibility for linking patients to community and state services to address patient needs. The chronic care CHW provides similar services, but primarily acts as a health coach to improve patient self-management skills related to chronic disease.
The care integration coordinator manages the CCT. Table 2 provides a comparison of the CHW and chronic care CHW roles and responsibilities.

	Advance Primary Care Practices
	Working in collaboration with health care providers, office staff and other CHT members, chronic care coordinators are responsible for coordinating the care of patients with or at risk for chronic conditions.
Behavioral health specialists provide short-term, solution focused therapy to patients (3-8 sessions) and refer patients who need longer term services to community mental health providers.

	Support and Services at Home (SASH)
	This program is a CHT extender service for Medicare patients to address health and systems needs for patients to remain living in the community, described earlier in this document. 


Source: ICF International, The St. Johnsbury Community Health Team Evaluation: Final Report. 2014, ICF International Headquarters: Fairfax, VA
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Table 2: Roles and responsibilities for Vermont's CHWs and Chronic Care CHWs
	
	Community Health Worker
	Chronic Care CHW

	Role
	· Helps clients navigate the health and social service systems
· Advocates for individuals and families and connects them to services
· Assists with scheduling appointments
· Identify client needs
	· Provides hands on support to assess client needs
· Provides health information and support, and educates clients with chronic conditions to reinforce the treatment plans from the primary care office or other health professionals
· Facilitates the patient’s decision-making and self-management goals 

	Responsibilities
	· Links clients to community-based and local state agencies that can provide financial and other tangible resources to meet client needs
· If client does not have a usual source of care, the CHW refers to a local medical home
· Refers clients to behavioral health providers, including behavioral health specialists in the APCP or other mental health clinicians; behavioral health focuses on addressing and removing the behavioral health barriers to self-management
· Leads workshops with the CC CHW on self-management for chronic disease, diabetes and chronic pain
· Proactively follows up with clients to ensure adherence to action plans
	· May make home visits and accompany patients to appointments
· Assists patients in accessing opportunities for physical activity and provides coaching to help understand health conditions and take action
· Assists patients in stress reduction techniques
· Assists patients in complying with medications, including setting up pill boxes and assisting in overcoming barriers to purchasing medications
· Uses health assessment tools to help identify health conditions, including depression, and communicates findings to the primary care office



Source: ICF International, The St. Johnsbury Community Health Team Evaluation: Final Report. 2014, ICF International Headquarters: Fairfax, VA
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Results from the CDC’s 2014 St. Johnsbury CHT evaluation report
Notable results from the CDC’s evaluation include the following:
Reach: The St. Johnsbury CHT provided service to 5 advanced primary care practices in an HSA that covers approximately 30,000 adults. The 5 practices have about 22,106 unique patients and 29.5 PCPs.
Referral: About half of referrals came from the medical home and about half came from people outside of the medical home. The top five reasons for referral were insurance, prescription drugs, housing, money and finances, and health education. 
Health care practice outcomes: The CHT served patients with more health needs than other medical home patients. Patients were more likely to be insured by Medicaid, to be smokers, or have diabetes compared with other patients. 
The CHT improved community-clinical linkages and enhanced care coordination. Health care providers reported the CHT helped to streamline their practices and helped them to have more focus on the clinical encounter. Providers appreciated having the CHT located within the primary care practice.
Patient level outcomes—quality of life: The CHT improved well-being and increased support to address issues related to the social determinants of health. The evaluation found significant improvements in health insurance, prescription drugs, housing, and health education. Patients reported improved well being, especially in the areas related to social determinants of health and in completing paperwork.
Patients were pleased with the CHT services. They provided comments such as dramatic, greatly improved, a lot better, very positive-very happy to describe their CHT experiences, even while their health issues continued. They felt getting basic needs met went a long way to improve the quality of their life.
Patient level outcomes—increased attentiveness to overall health: CHT patients reported being more aware of and attentive to their overall health. They also reported getting help with prescriptions and transportation to health appointments.
Patient level outcomes—adherence to treatment: PCPs provided examples of patients who had marked positive changes in their health and treatment adherence. Specific examples included patients had better health compliance after working with the CHT to establish health goals, made follow up appointments, and used tools to improve medication adherence. 
[bookmark: _Toc441929282][bookmark: _Toc442101389]Lessons learned and considerations for program replication from the St. Johnsbury evaluation
Key lessons learned include the importance of developing payment innovation and program innovation using participatory methods that can be adapted to regional needs. Payers should consider convening stakeholders, establishing provider participation criteria, determining payment and measuring performance.  States should identify, convene and educate stakeholder groups that share the goal of improving health care. [2, 8]
· Develop an organization chart that clarifies roles and responsibilities.
· Regular monthly meetings for the full CHT.
· Electronic communication system; use an EHR to promote patient-centered communication and coordination.
· Create and maintain a directory of CHT members so members know who to contact for specific services.
Considerations for program replication include the following [9]:
· Conduct a systematic assessment of community needs and assets to help develop a program similar to the Vermont CHT model; this will aid in avoiding service duplication and being redundant with other community organizations work.
· Identify sustainable funding.
· Provide early involvement of practice providers to facilitate collaboration and promote shared ownership of the team.
· Identify a program manager to provide oversight and serve as a central point of contact for the team.
· Identify a team member to serve as a care coordinator. The coordinator plays an active role building and sustaining partnerships between the clinical entity and community organizations.
· Collaborate regularly with a team of community organizations such as the Functional Health Team, to help facilitate linkages between community and clinical entities.
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The VCCI targets Medicaid’s top 5% of health care users for intensive care management to improve outcomes and reduce unnecessary utilization. Of note, in SFY 2013, the top 5% produced 83% of readmission costs. VCCI’s focus is to stabilize health conditions. The program targets patients it considers impactable based on an analysis of clinical acuity and recent utilization patterns.
The foundation of the VCCI program is the use of health analytics to identify patients and to identify gaps in care that can be addressed by the VCCI case manager and health care providers. [10, 11]
VCCI patients are characterized by complex comorbidities, are seen by both primary care and specialty providers, typically have six or more medication prescriptions for daily use, experience uncoordinated or fragmented care, and are likely to have substance use or mental health disorders. Claims data indicate non-emergent ER use, admissions for ambulatory care sensitive condition, and high readmission rates. [10, 11]
The VCCI supports patient self-care, the provision of evidence-based health and preventive care services, and efficient coordination among providers, hospitals, community resources and state agencies. VCCI also addresses the physical, behavioral and socioeconomic barriers to health improvement. There is often additional focus on providing referrals to state services such as the Department of Mental Health, Vocational Rehabilitation, Department of Health/Alcohol and Drug Abuse Programs. [10-12]
Additionally, working within medical practices, coordinators conduct panel management to educate providers and help ensure patients receive appropriate preventive and evidence-based care. [10, 11]
Key elements of the VCCI program are as follows.
Program goals: 1) Improve the health and health outcomes for Medicaid beneficiaries with chronic conditions through improved self-management of their health and coordination of services; 2) Reduce costs that would have otherwise been paid by the Medicaid program and thereby of the taxpayers of the State of Vermont.
Funding: Medicaid sponsored program. Most providers are Medicaid-reimbursed through a fee-for-service model. Medicaid recoups costs though reductions in unnecessary spending, which translate directly to savings to Vermont’s Medicaid program budget. 
Serves: Program focuses on the 5% of Medicaid non-dually eligible beneficiaries who are the highest risk, e.g., those with high ED use, avoidable admissions and readmissions, and multiple specialists and highest cost. 
Eligibility: Medicaid beneficiaries not enrolled in Medicare or Catamount Health Plan. Patients may not currently reside in a nursing home, assisted care facility, or be incarcerated.  
Staffing: Uses a hybrid model of state and vendor staff. 
· The vendor provides a 1) team of telephonic nurses and social workers for individual and population management; 2) local and centralized data analytic staff; 3) administrative leadership; 4) program pharmacist; 5) part-time medical director. 
· Medicaid employs about 30 field-based care coordinators: Registered Nurses, Licensed Clinical Social Workers or Licensed Alcohol and Drug Abuse Counselors and non-licensed Medical Social Workers with direct and relevant experience in clinical delivery as well as case management experience in the community setting to provide care coordination. 
· Pharmacist: A full time pharmacist was added to the VCCI team to address polypharmacy, under- and over-prescribing. 
Care coordinators’ roles and responsibilities: [10, 11] 
· Facilitate access to a PCP/medical home and/or to behavioral health services.
· Facilitate evidence-based care management (e.g., gap analysis, medication adherence, coaching/health literacy support) using individual and population based tools.
· Develop a goal-based action plan in collaboration with the patient, the PCP and other providers to address social and other non-clinical barriers to health and coordinate patient access to available state or local resources, e.g., housing, food and fuel, transportation, drug rehabilitation services, financial support for medications or other treatment needs.
· Improve patient visits by: assisting patient in arranging transportation to appointments; appointment reminders; and calling to cancel.  
· Facilitate communication and coordination among beneficiary, PCP and specialty providers - including mental health and substance abuse- to support the treatment plan to support care and prevent duplication of services.  
· Support development of skill and confidence required for effective self-management of chronic condition via coaching, education, and/or referral to programs and/or services (Certified Diabetic Educators, Healthier Living Workshops). 
· Help the patient increase his/her health literacy and communicate effectively with health care providers about questions and concerns.  
· Refer to appropriate resources to reduce the socioeconomic barriers to health and health care, including access to safe and affordable housing, employment, food stamps, fuel assistance and transportation to health care providers for eligible beneficiaries. 
· Provide intensive transitional supports following inpatient or ED visits. 
Field staff location: The coordinators are placed throughout the state in field district offices and at medical sites with a high volume of Medicaid beneficiaries, e.g., certain primary care offices, federally qualified health centers, hospital emergency departments, and other health care facilities. 
Integration with CHTs: Services are provided by the Blueprint for Health program. Coordinators are fully integrated with existing Blueprint Community Health Teams. Coordinators can provide services to Medicaid beneficiaries in medical practices that are not Blueprint practices. VCCI patients will transition to CHT services as patients gain skills. [7]
See Figure 2 for a full description of VCCI and CHT activities and coordination with the Blueprint CHTs.
[image: ]Source: Department of Vermont Health Access. Vermont Chronic Care Initiative: Annual Report--State Fiscal Year 2013. Issued April 2014. Available from: http://dvha.vermont.gov/for-providers/vcci-annual-reports.

[bookmark: _Toc441929290][bookmark: _Toc442101397]Figure 2: VCCI overview and integration with the Blueprint and Blueprint CHTs

Case identification: Eligible Medicaid beneficiaries are identified through a risk-stratification process, hospital discharge plans, and practitioner referrals.  Practitioners also can refer patients they identify as high risk. Patients are excluded if they currently reside in a nursing home, assisted care facility, or are incarcerated.  
Case identification analysis includes each candidate patient’s Chronic Disability and Payment System Score (CDPS), their actual per-member-per-month cost to the Medicaid program, the number of chronic conditions, the number of ED and inpatient encounters, and evidence of fragmented, uncoordinated care, e.g., several encounters with different providers across a short time period. 
Figure 3 shows that cost alone does not lead to patients being served by the VCCI. High cost patients whose care is stable and appropriate, and who do not need social service interventions likely will not receive VCCI services.
[bookmark: _Toc441929291][bookmark: _Toc442101398]Figure 3: Categorization of appropriateness for VCCI services
[image: ]Source: APS Healthcare. Improving quality of care and reducing inpatient admissions: APS Healthcare in Vermont (Powerpoint). March 2012. Available from: http://www.qualitycareforme.com/documents/APS-Maine_Data_Forum_Presentation-VTCCI_3-29-12.pdf





Provider referral—Indicators for Referring to DVHA Care Coordination
· Intensive care coordination, one on one intervention required (e.g. complex management, home visits) 
· Limited health literacy with respect to condition(s) 
· Medical, behavioral, and/or psychosocial instability, leading to gaps in care 
· Emerging needs identified that could destabilize future plans for health improvement 
Data and analytic capacity: DVHA contracts with an external vendor (APS Healthcare) to provide data analytic and decision support tools. Data and analytics are used to identify patients, patterns of care, patient gaps in services and preventive and other health needs. Care coordinators use real-time analytics to develop the right mix of support for each client.
Data and analytic tools include Patient Health Registries, Patient Health Briefs and Dashboards 
Patient Health Registries (PHRs) and Patient Health Briefs (PHBs) are shared with providers and identify gaps in evidenced-based care. In SFY 2013 PHRs were completed on heart failure, depression, asthma, diabetes, and coronary artery disease. Plans for collaborating with Community Health Teams are being developed in order to increase follow up for the Medicaid members identified in the PHR’s not in the top 5%.
The PHR provides a clinical review of gaps in care for covered members. As Figure 4 shows below, PHRs are constructed by condition. The PHR uses analytical review of the procedure and pharmacy claims of members with specific criteria to indicate if a gap in care is present; for example, a member with diabetes who has not had a lab claim for an HbA1c blood analysis within the recommended time frame. This report is then provided by VCCI to the PCP, with follow-up contact to review the provider’s feedback. Based on the PHR and provider input, the provider can work with the patient and/or VCCI staff can outreach to patients to address gaps as appropriate.
The PHR also is a referral mechanism to triage patients in the top 5%, or to identify patients who are at high risk of becoming a member in the top 5%.
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[bookmark: _Toc442101399]Figure 4: Sample Patient Registry report 
[image: ]Source: APS Healthcare. Improving quality of care and reducing inpatient admissions: APS Healthcare in Vermont (Powerpoint). March 2012. Available from: http://www.qualitycareforme.com/documents/APS-Maine_Data_Forum_Presentation-VTCCI_3-29-12.pdf





The Patient Health Brief (PHB) is a 1-6 page document that providers use to review their medical procedures and pharmacy fills over the past 6 months. The PHBs notify providers of individual patient use of the ED, inpatient admissions and medication possession ratio. It gives providers a clear picture of the member’s health care for the recent past and identifies gaps in care. For instance, the PHB can identify lack of pharmacy claims even though a provider has prescribed a certain medication.  The PHB informs providers of additional care the patient has received that could be better aligned with the care they are providing.  Figure 5 shows page 1 of a sample PHB that includes  a conditions lists, clinical interventions, admissions, and emergency department visits. 
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[bookmark: _Toc442101400]Figure 5: Page 1 Sample Patient Health Brief 
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Source: APS Healthcare. Improving quality of care and reducing inpatient admissions: APS Healthcare in Vermont (Powerpoint). March 2012; Available from: http://www.qualitycareforme.com/documents/APS-Maine_Data_Forum_Presentation-VTCCI_3-29-12.pdf
VCCI dashboards are generated by APS Healthcare CareConnection software. The dashboards provide VCCI staff with a patient dashboard with accurate and current health status information regarding VCCI members who have been enrolled in the program at least 60 days. 
As shown in Figure 6 and Figure 7, the dashboard uses indicators that impact inpatient admissions and ED use, e.g., are patients receiving evidence-based care, as well as provides.  
[bookmark: _Toc441929294][bookmark: _Toc442101401]                Figure 6: Sample Dashboard—Program metrics
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Source: APS Healthcare. Improving quality of care and reducing inpatient admissions: APS Healthcare in Vermont (Powerpoint). March 2012; Available from: http://www.qualitycareforme.com/documents/APS-Maine_Data_Forum_Presentation-VTCCI_3-29-12.pdf
[bookmark: _Toc441929295][bookmark: _Toc442101402]Figure 7: Dashboard metrics--VT VCCI members engaged for at least 60 days  
[image: ]Source: APS Healthcare. Improving quality of care and reducing inpatient admissions: APS Healthcare in Vermont (Powerpoint). March 2012. Available from: http://www.qualitycareforme.com/documents/APS-Maine_Data_Forum_Presentation-VTCCI_3-29-12.pdf
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In SFY 2011, VCCI members with one of 11 chronic conditions had significant improvements in adherence to evidence-based care when compared with matched members who did not receive VCCI interventions. ED visits were reduced 10% from baseline. Inpatient admissions declined by 14%. 
As shown in Table 3, SFY 2012 evaluation showed improvement on 6 out of 12 clinical measures, an 8% reduction in inpatient admissions and a 4% reduction in ED visits, compared to matched non-VCCI members.
In SFY 2013, after subtracting administrative program costs and comparing expected PMPM with actual PMPM cost of care, overall care expenses were $23,475,731 lower than projected, with an average $238.28 PMPM. 
[bookmark: _Toc441929301][bookmark: _Toc442101405]Table 3: VCCI results for top five percent of Medicaid population with highest utilization 
	
	Inpatient admissions
	30-day readmissions
	ED visits

	State FY11 rate
	517.75
	87.02
	1521.35

	State FY12 rate
	476.02
	77.41
	1460.92

	% change SFY11 to SFY12
	-8.06%
	-11.04%
	-3.97%


Source: Department of Vermont Health Access. Vermont Chronic Care Initiative: Annual Report--State Fiscal Year 2013. Issued April 2014. Available from: http://dvha.vermont.gov/for-providers/vcci-annual-reports.
[bookmark: _Toc441929285][bookmark: _Toc442101392]Accountable Care Organization: OneCare Vermont 
In 2013, Vermont added three provider networks that coordinate the health care of approximately 95,000 combined Medicare (42,000 of Vermont’s 118,000 Medicare beneficiaries), Medicaid and Commercial Exchange Vermont beneficiaries. [1, 13, 14]
The three Provider Networks in Vermont include hospitals and hospital affiliated practices (OneCare); Federally Qualified Health Centers (Community Health Accountable Care); and independent practices (Health First). Each of the three Provider Networks (ACOs) has implemented governance structures and work groups for their constituents. The same constituents also participate in Blueprint governance and workgroups, which are organized by community and inclusive of all Provider Network practice types. [1]
As reported in the 2014 Blueprint Annual Report, “Provider network activities are oriented toward organizational goals including improved health services, achieving benchmarks for quality and healthcare, and qualification for shared savings. Blueprint activities focus on community level operations including medical home status, integration of the CHT as a shared resource, strengthening of service networks, and quality initiatives that span all practice types.”[1]
OneCare’s clinical model includes care management and care coordination
The documents we reviewed did not provide information regarding an overarching care management approach across the ACOs. However, we are able to provide information about OneCare Vermont.
OneCare Vermont intends to build upon the strengths of the Primary Care Medical Home (“PCMH”) model in Vermont. As reported on its website, the overarching principle of the OneCare Vermont clinical model is that care coordination efforts should be provided as close to the point of care (PCMH or Specialty Practice) as is practicable. [14] 
To support its care coordination efforts, OneCare has developed a care coordination toolkit “designed to assist health service areas to identify and implement a care coordination program for complex patients with multiple chronic conditions, or to integrate additional elements of care coordination best practices into existing programs and services.” [14, 15]
OneCare identifies patients for care management using risk stratification in order to identify patients who will benefit from targeted care management interventions. Patients are classified into one of four population health risk categories 1) Healthy/well majority, 2) Early onset/stable chronic illness, 3) Full onset chronic illness (OCV risk rank 85-94), 4) Complex/high cost (OCV risk rank 95). Patients may be excluded from care management due to refusal to participate; their conditions are already managed; or because interventions are not likely to impact their health outcome or quality of life (e.g., a patient with end-stage renal disease). Other elements of the toolkit are comparable to VCCI and other complex care management programs. [15]
[bookmark: _Toc441929286][bookmark: _Toc442101393]Summary
The Blueprint, the CHTs, the VCCI and additional care management programs have at their core a commitment to meeting community needs, community engagement, and practice engagement to improve health outcomes and health quality. CHTs, the VCCI and other care management programs are seamless components to an overarching approach to both healthcare and health care.
While each community health team reflects the needs of the region, there is a centralized approach to data, patient identification, reporting, and evaluation. CHTs often are placed in practices with a high volume of Medicaid patients. This supports warm hand offs both to CHT community health workers and to the behavioral health staff.
Vermont has invested extensively in data infrastructure, e.g., health information technology and health information exchanges to support a databased approach to patient identification, quality improvement, and evaluation. This supports all aspects of their work in meeting the Blueprint aims.
Within the context of the Blueprint for Health, Vermont uses community health teams to provide in person care management to any Vermont resident.  The Vermont Chronic Care Initiative (VCCI) focuses specifically on a stratified portion of the top 5% of health care utilizers. An important difference between the two programs is the primary source of referral. Providers can refer to both programs, but the CHT model of accepting any patient makes it easy for health care and other providers to refer patients generally seen as “in need.” This distinction may be relevant for Rhode Island, as it works to ensure high risk/high cost patients are targeted by their CHTs.
Results for the Blueprint overall, the St. Johnsbury CHT and the VCCI indicate an improvement in patient care, increased patient satisfaction and decreased PMPM rates and health care savings. Of note, VCCI has shown some reduction if emergency department use. The St. Johnsbury CHT evaluation did not.
This report, while detailed, provides only a high-level overview of the Blueprint and its care management approach and programs. While lengthy, it could be helpful to read the Vermont Blueprint for Health 2014 Annual Report. When considering expansion of Rhode Island’s CHT programs, a review of the Vermont Blueprint for Health Manual could be a useful resource to guide program development. 
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[bookmark: _Toc441929288][bookmark: _Toc442101395]Appendix 1: Detailed information on the core components of the St. Johnsbury CHT
Organizational Structure—the Administrative Core (AC)
The AC promotes internal collaboration and community-clinical linkages. The AC is centrally managed, typically by the regional entity that hosts the CHT. 
The AC staff positions include a program manager and a Care Integration Coordinator. 
· Program manager (PM): Each Administrative Entity hires a Blueprint Project Manager, a local leader in the community and surrounding area. The PM provides managerial and programmatic support and oversight to the CHT. The PM works with the care integration coordinator and CHT members to identify and secure support for the CHT and increases awareness of the CHT services and activities. The PM also reports to the Blueprint re: implementation of the CHT model. 
Specific duties include:
· Working with the community to determine the design and functions of the CHT 
· Facilitating the CHT, the extended CHT, and other community-based forums 
· Working closely with Vermont Information Technology Leaders (VITL) to organize efforts to connect practices to the Vermont Health Information Exchange (VHIE) and the central clinical registry (DocSite)
· Developing relationships with local buprenorphine providers to support service improvements for treating opioid addiction 
· Staffing support and guidance for the Unified Community Collaboratives. [1]
· Care Integration Coordinator: oversees the integration and monitoring of the CHT components; builds and sustains community partnerships with organizations via the Extended Community Health Team. The CIC provides direct management and oversight to the Community Connections Team.  The CIC organizes and facilitates formal opportunities for collaboration and encourages informal communication among team members. For example: the CIC holds frequent meetings with the APCPs and the community Connections Team, and larger meetings with the Extended Community Health Team.  [1]
Organizational Structure—Community Connections Team  
The Community Connections Teams are comparable to Rhode Island’s community health teams in that the CCT includes a field based care management team that addresses patient psychosocial needs. Differences include addressing health education and chronic disease management. The CCT works with the chronic care coordinator to ensure coordinated care. 
Core CCT characteristics and components include:
Staffing: Comprised of two community health workers (CHWs) and one Chronic Care community health worker (CC CHW). Table 1 describes their roles and responsibilities in detail. The CHT also includes a behavioral health specialist. 
CHWs help patients develop an action plan to manage chronic conditions and link clients to community-based, local and state agencies that can provide financial and other tangible resources to meet client’s needs.
· Using an asset-based model of care, CHWs help clients identify what resources are available to them based on their needs, and the community-based organizations and services available. 
· Develop and implement client-centered action plans and then follow up with clients on a regular basis to help them implement the action plans.
· Use motivational interviewing techniques to help clients explore and realize their capacity to make a behavior change that is in their best interests
CC CHWs serve as health coaches. They conduct health assessments, play an active role in reinforcing provider-initiated treatment plans, provide hands-on assistance in support of chronic disease management, self-management and teach stress management techniques.  
· Serve same function as CCW but also act primarily as health coaches to help clients improve chronic disease management skills. 
· The CC CHW also leads Chronic Disease Self-management Program workshops and other health education workshops to increase patient abilities to manage and improve health conditions. 
Behavioral health specialists often are located within high volume and/or high need primary care practices. In that way, they can able to provide same day services to patients.
· Behavioral health specialists provide targeted care, typically between 3-8 sessions. The focus is developing skills to meet the patient’s health goals, for example, teaching patients the skills to manage stress, anxiety or depression. 
· They provide short-term support, as described above and then refer patients needing long-term behavioral support to community mental health providers. Their focus is not to provide long-term counseling. [1]
Additionally, a chronic care coordinator works with the CHT, but specifically focuses on coordinating care for the top 5% of health care utilizers as part of the Vermont Chronic Care Initiative. SASH and Hub and Spoke staff also may be part of the CHT composition.
Organizational Structure—Functional Health Team (Extended Community Health Team) [9]
The Functional Health Team (also known as the Extended Community Health Team) aims to foster integration and collaboration between the health system and the community. 
The Functional Health Team is composed of representatives of community-based organizations. For example, the St. Johnsbury’s team has about 30 organizations represented and on average 30-45 representatives attend monthly meetings. 
In addition to monthly meetings that focus on information sharing and collaboration, the Functional Health Team conducts an annual review of community needs and assets and works to address important service gaps.
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