
 

  
 

Helping people and communities live healthy, safe and satisfying lives. 

Legislative Update February 16, 2016 

 
 

Advocacy Events at the State House   
 
Recovery Day February 17, 2016     
Wednesday, February 17th 
The Vermont State House 
 
8:30 am      Registration Opens in Room 11 
8:30 am      Coffee in the Cafeteria 
10:00 am   Recovery Day Kickoff in Room 11 
10:15 am   Legislative Champion Award presented to Governor Peter Shumlin 
10:30 am   Jack Barry Award Presentation 
12:00 pm   Cake in the Cafeteria 
 
Throughout the day there will be presentations on: 

 Personal Recovery Stories 

 Vermont Recovery Network Leadership 

 Pathways to Opiate Recovery: VRN Outcome Data and Success Stories 

 Recovery Coaching: Protocols, Data Collection and Success Stories 

 Recovery Center Success Stories 

 Transitional Housing 

 Youth Recovery Programs 

 Family Recovery Support Success Stories 

 VAMHAR Training 
 
Press conference on a 3% Medicaid rate increase for Designated and Specialized Service Agencies 
The press conference will be Thursday February 25th at 11:00 AM to 11:30 AM in the Cedar Creek Room 
of the State House.  Please join us! 
 
Mental Health Advocacy Day on March 17th  
The full spectrum of our services will be addressed including developmental disabilities and substance 
use disorder services.  We will be looking to have a big turnout at the state house to educate and 
advocate for our services.     
 
Disability Awareness Day March 23, 2016      
7:30 AM to 6:30 PM 
Highlights include Remarks from Governor Shumlin at 10AM, a press conference at 1PM and a keynote 
speaker and refreshments in the Evening.  Contact Vermont Coalition for Disability Rights for further 



information.  For information on VCDR check out: http://www.vcdr.org  For information on the event 
contact: Stefanie Monte at VCIL smonte@vcil.org or 1-800-639-1522. 
 

Testimony and Public Hearings 
 
House Commerce & Economic Development Hears testimony on Independent Contractors 
Vermont Care Partners (VCP) limited their testimony on H.773 to asking for clarification of worker’s 
compensation statutes as related to foster care, which is utilized by the DA/SSA network to provide high 
quality and cost effective supports. VCP asked for inclusion of language reflecting that the term 
“worker” or “employee” does not include an individual who receives foster care payments excluded 
from gross income under the IRS Code. Allan Sullivan, General Counsel for AHS, also provided testimony 
that included addressing VCP’s requested language. He stated that AHS had seen the VCP proposed 
language and vetted it through DAIL, DMH and DCF.  AHS did not think the language was necessary, but 
had no objection to including it noting that it provides appropriate clarity. In summarizing support of the 
bill, he noted that the VCP amendment could take care of ambiguity with foster care.  Bill Duchac, 
Manager of Insurance for Vermont Risk Management in the Agency of Administration, also mentioned 
the VCP proposed language in his testimony. He stated that he supported making sure foster care is not 
considered employment.  A number of bills related to independent contractors are before the 
Committee and they decided to develop a committee bill to address provisions identified the bills. 
Legislative council was asked to include VCP’s clarifying language in the committee bill.  
 
House Human Services Adjusts the Mandated Reporter Bill 
On February 4th the House Human Welfare Committee heard testimony on Bill H.622 an act relating to 
obligations for reporting child abuse and neglect and cooperating in investigations of child abuse and 
neglect which amends the new Mandated Reporter law.  President of the Vermont Chapter of NASW 
supported Section I, but needed to confer with her board before testifying on Section II.  
 
Attorney Whit Smith stressed his concerns about the conflicts it presents with current federal laws 
including: HIPPA, FERPA, 42 CFR Part 2 as well as, Court Decisions, including Vermont Supreme Court 
and US Supreme Court decisions. Also, the current bill's language amounts to erosion of the client-
therapist relationship due to its change in the therapist's role as decision-maker to disclose information 
in ongoing work with a DCF investigation or other ongoing process.  
 
Chuck Myers Director of NFI described some of the challenges related to erosion of the client – therapist 
privilege of confidentiality, elaborating with a couple of clinical examples and recommended a small 
group of professionals with attorneys to present a recommended solution to the committee. 
 
Last week the House Human Services Committee voted out H.622 with changes based on testimony the 
week before by creating a study of the issue.  See below: 
Sec. 2.  JOINT LEGISLATIVE CHILD PROTECTION OVERSIGHT COMMITTEE; 2016 INTERIM 
RESPONSIBILITIES; PRIVILEGED COMMUNICATIONS   
During the 2016 legislative interim, the Joint Legislative Child Protection Oversight Committee shall:    
(1)  review issues related to patient privilege, confidentiality of patient records and information, and the 
statutes and rules governing professional conduct; and   
(2)  analyze the extent to which those professional obligations identified in subdivision (1) interfere with 
the ability of certain professional mandated reporters to cooperate with the Department for Children 
and Families, law enforcement, and prosecutors during an ongoing child protection assessment, 
investigation, or proceeding.   
  



Additionally section 1 was adjusted to say that mandated reporters do not need to make a report if they 
can confirm that a report has already been made. 
 
Senate Health and Welfare Studies All Payer Model (APM) Wavier 
Ena Backus testified to the Committee on the All Payer Model.  She explained that the All Payer Model 
(APM) is an agreement between the State and the Center for Medicare and Medicaid Services (CMS) 
that allows Vermont to explore new ways of financing and delivering health care. Specifically, Medicaid, 
Medicare, and commercial insurance could use value based models instead of fee-for-service 
reimbursement which leads to increase volumes of care.  The goals are:   

• Improve experience of care for patients  
• Improve access to primary, preventive services  
• Reward high value care  
• Construct a highly integrated system  
• Empower provider-led health care delivery change  
• Control the rate of growth in total health care expenditures  

More people are living today with multiple chronic conditions which account for 86% of our health care 
costs.  The Current fee-for-service reimbursement is considered a barrier for providers trying to 
coordinate patient care and to promote health.  
 
Vermont’s proposal is for all payers to approach health care payment to ACOs in a common way with all-
inclusive population-based model of reimbursement leveraging the Next Generation model 
The goal of APM is to create an integrated system of care, including Medicaid payments.  Additional 
services may be phased into the regulated health care system based on mutual agreement with 
CMMI/CMS.  APM is predicated on ACO(s) to accept payments and managing services. 
 
Senator McCormack is hearing concerns that the State is taking over Medicare.  He asked, “Why would 
we mess up Medicare?”  Ena said all of Medicare beneficiaries will have the same rights and protections.  
Vermont will specify better financial terms and greater flexibility to deliver health care for the Medicare 
program, which will contract with OneCare anyway, if this does not move forward. 
 
Senator Lyons had questions about state government oversight of the APM and funding. She was told 
that the federal government will set Medicare standards and then the state will try to align Medicaid 
standards. 
 
Senator Lyons asked about how to ensure regional health care delivery.  Ena said access to health care 
across regions of the state must be assessed and addressed by an ACO.  There needs to be dynamic 
coordination with health resource allocation planning and management of the ACO resources. 
 
Trinka Kerr, Chief Health Care Advocate, testified on consumer protections for ACOs.  Here are her key 
points: 
1.  ACO Governance - Patients must be included in the governance of the organization, and there 
will be structural avenues for their input and feedback 
2.  Accountability for Access to Care, Quality of Care, and Health Outcomes - ACOs must measure 
and report progress toward goals for access to care, quality of care, patient outcomes and social 
determinants of health 
3.  Appeals/Grievances - The ACOs must create appeals and grievance processes.  
4.  Provider Choice - Patients have the right to choose their providers, and cannot be penalized for 
choosing providers outside of the ACO  
5.  No Additional Costs to Patient  
6.  Best Practices, Patient Education and Transparency:  



•  ACO providers shall not be penalized for sharing information with a patient about the  
practices and protocols of the ACO, or discussing all treatment options with a patient, regardless 
of the ACO’s position regarding those options. 
•  ACO providers shall engage all patients in shared decision making to ensure that they are 
aware of and understand their treatment options and the related risks and benefits of each 
option. 
•  ACOs must educate patients about what the ACO is, its benefits of care, the financial incentives 
for ACO providers, what under-service is and how the ACO will monitor it. 

7.  Integrated Care - ACOs must collaborate with providers not included in the ACO financial model, 
including mental health, substance abuse, home and community based services and oral health. 
 
Senator Lyons wants to ensure access to medically necessary care. Trinka sees appeals as critical to 
achieve this and her office can look for patterns of problems with access to care which could emerge as 
ACOs take on financial risk with the new payment model. 
 
Mary Moulton and Julie Tessler testified on behalf of Vermont Care Partners.  They acknowledged the 
wariness about whether ACOs utilize medical models of care when DA/SSAs accentuated the influence 
of social determinants of health.  Mary highlighted our participation in regional and statewide provider 
network and collaborative effort to measure outcomes. We believe the APM holds great promise if fully 
implemented to include all service providers within the health care arena.  
 
If there were to be no APM, OneCare Vermont would proceed to participate in the Medicare Next 
Generation Waiver.  This waiver does not have the same level of flexibility and does not have a floor for 
health care expenditure growth.  Designated and Specialized Service Agencies (DA/SSAs) could continue 
to work with the Agency of Human Services on payment reform,  developing value based payment 
methodologies for our Medicaid funded services which account for 85% of our funding and we continue 
as participating providers with the ACOs.  The Medicaid 1115 waiver gives enough flexibility to continue 
to design payment reform. 
 
Community services are included in the Term sheet under the “Commitment to Create an Integrated 
Health System.”  Specifically, “the State will continue to work with existing mental health, substance 
abuse, and long term services and support providers to determine the best path forward to create an 
integrated health care system. “  However, we would have preferred to be included in the term sheet 
section:  “Seeking Additional Investments in Vermont’s Health Infrastructure”.  This section highlights, 
“SASH, Hub and Spoke, and Blueprint,” It should include DA/SSAs, Area Agencies on Aging and Home 
Health Agencies because we all  have proven track records of saving money while supporting people to 
live in their communities and preventing hospitalizations on a daily basis.  The level of uncertainty raises 
the question of developing legislative language to assure inclusion.  If the designated agency system is 
included in the APM spending caps, then we would recommend that the caps be raised. 
 
Fears, specific concerns: 
• Public resources for disability, long term services and support (DLTSS) could be primarily 
allocated based on the impact on health care expenditures. This could result in some critical human 
services losing visibility and resources over time if they are not recognized as impacting health care 
spending.  
• Decision making on DLTSS appropriations, policy and services could move away from the public 
sector and into a private corporation with less public input, feedback and involvement. 
• The focus on reducing health care expenditures is likely to lead to the closure of community 
health and human service organizations ranging from small hospitals to designated and specialized 
service agencies.  This could lead to: reduced access to health care, services and supports; less 



responsiveness to specific local needs; fewer home and community based non-medical services; less 
oversight by local consumers, family members and community leaders; less opportunity to focus 
programming on individualized needs. 
• If local agencies are eliminated it will have significant economic impact on local communities 
where these agencies both provide employment and enable people with disabilities and mental health 
conditions achieve employment. 
• Most of the quality measures are likely to have a medical focus and could lead to focusing 
resources on medical care and away from best practices for home and community based services. 
• As long as many Vermonters served by community providers are not attributed to the ACO(s) 
DLTSS providers may have fragmented funding streams, oversight, reporting, outcome measures, etc. 
from the ACO(s) and state government. 
• While community service organizations struggle, hospitals that have healthy revenues may 
decide to build some elements of service provision currently provided by DAs and SSAs, thus setting a 
new floor for salaries and hiring away community based staff. 
 
What would you like the legislature to act on? 
• Clarifying principles for the APM implementation and agreements between the State and the 
ACO(s) to ensure inclusion and support for community providers in developing an integrated health 
system. 
• Support of the role of regions to collaboratively design, develop and manage local health care, 
DLTSS and integration and quality improvement efforts. 
• Ensuring that funding levels for DLTSS services are adequate to meet needs and are not capped 
at levels that prevent parity in access to these services. 
• Ensure that Medicaid reimbursement rates will be adequate enough to address workforce 
challenges to ensure access to quality services.  This may require a significant one-time boost in rates 
and improve payment models to allow providers to compete for qualified staff and ensure equitable 
access to services and supports. 
• Ensuring that consumer protection process will be effective. 
 
Language/principles to ensure patients’ rights, transparency and accountability: 
1. Reform of health care should address the social determinants of health. 
2. Funding for health reform efforts needs to include investments in DLTSS such as home health, 
mental health, developmental disabilities, substance abuse and social services that contribute to 
avoiding or reducing the utilization of higher cost services. 
3. Primary care must be strengthened, including strategies for recruiting more primary care 
physicians and providing resources to expand capacity in exiting practices. 
4. Planning for reform efforts must be based on local or regional planning conducted by the 
various community health providers, with evaluation of  best practice for replication and return on 
investment. 
5. The ACO(s) should responsibly re-direct funding from high cost services to efficient and effective 
community support, prevention and health improvement services.  
 
The VCO shall: 
1. Utilize a governance model that is inclusive and balanced so that no one provider or provider 
group can control decision-making.  “Inclusive” means having participation from at least VNA’s, DA/SSA, 
AAA’s and consumers of services. 
2. Contract with existing providers for community support services, to include mental health, 
developmental disability services, substance abuse services, home health, care management, therapy 
and outreach and adult day programs. 
 



There is a tremendous opportunity to improve the integration of health and human services at the state 
and local levels. Health care resources can be redirected to the social determinants of health to achieve 
improved population health and reduce expenditures for high cost medical care. Care coordination 
strategies across providers will be improved and create more cost-effective and efficacious care.  
Support for regions to create this integrated approach, with appropriate infrastructure, will make it 
easier for patients to navigate the system and feel more supported.  Peer voice in this process is 
extremely important.  In conclusion, we support the APM due to its flexibility, intent to build a broad 
health care system.   The complete testimony can be found at this link: 
http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/Senate%20Health%20and%20Wel
fare/All-Payer%20Model/W~Mary%20Moulton%20and%20Julie%20Tessler~Written%20Testimony%20-
%20All%20Payer%20Model~2-11-2016.pdf 
 
Peter Cobb and Sandy Rouse representing the VNAs of Vermont spoke about the need for full 
representation and true decision making authority at the regional level.  They expressed concern about 
a new infrastructures being built and the potential for duplicate services being provided in homes.  The 
APM allows greater flexibility for home visits which is very helpful, but should be limited to home health 
agencies. 
 
They had questions about the rate setting described in the term sheet and would like more investment 
in the infrastructure of the community providers, particularly funding for technology expansion. They 
recommended that the Legislature ensure patient rights; focus on community management of services 
and decisions, and promote home and community based services.  The VNAs of Vermont see APM as an 
opportunity to improve transitions in care coordination.  They would like further information about how 
payments to home health agencies will be made. 
 
John Michael Hall representing the Area Agencies on Aging testified that APM offers tremendous 
potential for addressing fragmentation by merging payment streams to make difference investments.  
It’s important that we do it right. We should do it to build an integrated care delivery system to achieve 
improved outcomes. He noted that OneCare has been good listeners. 
 
There are things that APM offers to blend payment streams, to avoid cost shifting and move away from 
the fee-for service volume oriented system of payment.  Medicare doesn’t pay for services that we 
provide in the community, creating a cost shift to Medicaid.  The payments systems create unnecessary 
utilization of high end services.  We should think differently and more creatively about how we utilize 
Medicare funds.  For instance use Medicare for mental health services. We should use some of these 
funds for the social determinants of health.  He noted that sometimes home improvements can prevent 
nursing home utilization. 
 
One of his fears is the answer to: who drives the bus?  Assuming that it will be operated and 
implemented by an ACO, there is concern of undue influence by University of Vermont Medical Center.  
Therefore the community providers need equal footing in the governance models.  Mike is also 
concerned that the community providers will get the crumbs of resources after hospital and physician 
receive rate increases.  He believes that primary care and community services should be the first place 
to invest resources.  It was suggested that the legislature set that direction for health care spending with 
the top priority being upstream services.  He also hopes that as we blend payment streams for a more 
holistic approach to health care that we look at the administrative burden. 
 
Jill Olson, of the Vermont Association of Hospitals and Health Systems said they are asking two 
questions: 
 

http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/Senate%20Health%20and%20Welfare/All-Payer%20Model/W~Mary%20Moulton%20and%20Julie%20Tessler~Written%20Testimony%20-%20All%20Payer%20Model~2-11-2016.pdf
http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/Senate%20Health%20and%20Welfare/All-Payer%20Model/W~Mary%20Moulton%20and%20Julie%20Tessler~Written%20Testimony%20-%20All%20Payer%20Model~2-11-2016.pdf
http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/Senate%20Health%20and%20Welfare/All-Payer%20Model/W~Mary%20Moulton%20and%20Julie%20Tessler~Written%20Testimony%20-%20All%20Payer%20Model~2-11-2016.pdf


1. Is it the right policy direction? 
2. How will each hospital participate? 
 
She sees APM as changing the focus to the care that happens outside of the hospital to prevent people 
from coming in.  However, hospitals will continue to be needed. The legislature needs to look at 
Medicaid payment rates which are not sufficient to fund health care. Hospitals depend on varied 
funding streams and can manage to cost shift, but some hospitals have 70% Medicaid funding.  
Community providers are even more Medicaid dependent with less opportunity to cost shift.  She does 
not see the APM as solving the cost shift problem.  Jill pointed out that APM puts payer financial risk 
onto the ACOs as providers.  So it sets up an increased risk of care being withheld to reduce costs.   
 
Todd Moore, Executive Director of OneCare Vermont informed the Committee that one half of the 
Community Health Team and SASH funding is closing at the end of the calendar year without APM 
funding flexibility.  His organization is developing a business plan which will need to address the financial 
needs of: 
1. Independent physicians 
2. Infrastructure for ACOs 
3. Transitional support for community providers 
4. Funds to reward high performance and address financial risk 
 
He noted the regional Unified Community Collaboratives include the DAs and that they have begun 
building the bridges.  He noted that Al Gobeille has said that if we had included additional resources we 
would have negotiated a greater increase in the APM target and ceiling.  Todd thinks that the Legislature 
could have non-Medicare type A and B services in the APM care model, even though they are not in the 
waiver.   
 
House Appropriations Committee Public Hearing on the Fiscal Year 2016 Budget 
Pathways Vermont testified in support of the Governor’s Budget including funding for the wellness coop 
which would otherwise lose funding at the end of a federal grant.  They spoke about their ongoing work 
to achieve specialized agency funding.  Soteria has been operating at full capacity. 
 
Erhard Mahnke of the Vermont Affordable Housing Coalition is concerned that the DCF emergency 
housing request is too low to make headway in addressing homelessness.  He supports Pathways, SASH 
and weatherization funding. 
 
Mary Ellen Faulk from the Suicide Prevention program testified that Vermont’s rate of suicide is higher 
than the national rate by 40%.  Death by suicide can be prevented.  She asked for more funding for the 
VT suicide prevention program.  Some of the money will be to support pilot programs in Vermont. 
 
Nicole LeBlanc, the Advocacy director of the Green Mountain Self Advocates spoke against the reach up 
cut.  She is pleased that caseload is fully funded because it is important and necessary.  The GMSA is 
disappointed that there is no COLA for staff.  Staff turnover is a problem due to the low salaries. 
 
Wilda White, Vermont Psychiatric Survivors spoke against changing the law of involuntary treatment 
and wants to see it decoupled from the budget. She spoke about the discrimination experienced by 
people with mental health disorders.  She sees the definition of mental health diagnosis as subjective 
and pointed out that treatment can be coercive.  She spoke about the side-effects of many medications. 
From her perspective, the time it takes to involuntarily medicate someone gives time to heal. 
 



Zinnea Williams spoke against the change in the involuntary treatment bill.  Being force drugged is the 
opposite of agency which is particularly harmful for people who have experienced trauma.   
 
 
House Human Service Learns about Mental Health Crisis in Hospital 
Staff from Gifford hospital said it’s all about serving their patients and community. They noted that their 
local designated agency Clara Martin Center is doing a good job, but after Hurricane Irene challenges 
developed due to the lack of access to level-one beds and the growing addiction crisis.  They would like 
community mental health centers to have better funding for wrap-around services. 
 
Their chief concern is the time that people with psychiatric complaints are forced to stay in their 
emergency department which is not a therapeutic environment.  They are not finding that the process 
to make inpatient admissions is working; Clara Martin Center and Gifford apply for admissions to the 
inpatient psychiatric hospitals for people in their emergency room daily.  Calling and faxing each hospital 
every day is time intensive.   
 
Gifford has hired patient sitters (LNAs with training) to sit with people, but they cannot offer therapeutic 
intervention.  They told the Committee that all patients should have a right to timely and efficient care.  
For a patient with a heart attack the transfer time to a higher level hospital is just one hour.  When a 
patient has a psychiatric disorder, they deserve that same level of service instead most patients wait for 
days for admission for psychiatric care. They recommend that an independent consultant look at how to 
close the gaps. 
 
University of Vermont Medical Center’s clinical supervisor of the emergency department gave examples 
of the difficulties patients experience.  The Howard Center and the inpatient unit collaborate to meet 
the needs and there is a UVMC social worker on-call.  Unfortunately, staff are assaulted on a daily basis. 
She said transportation delays and challenges have a negative impact.  She noted that hospitals will not 
take level-one patients until they are stabilized on medication. If facilities feel that the person may 
impact the welfare of the patients on their unit, they will refuse to take the person, altogether. The 
geriatric population with co-occurring medical needs can be very difficult to find inpatient care.  
 
UVMC now has MH technicians who provide one-on-one sitting and educate the staff.  They have had 
people live in the emergency department for two weeks with almost every person who comes in 
experiencing  a mental health complaint staying no less than 12 -24 hours.   
 
 

To take action or for more information, including the weekly committee schedules:  
•        Legislative home page: http://www.leg.state.vt.us  
•        Sergeant-at-Arms Office: (802) 828-2228 or (800) 322-5616  
•        State House fax (to reach any member): (802) 828-2424  
•        State House mailing address (to reach any member):                                            
 
Your Legislator                                      
State House                                      
115 State Street, Drawer 33                                      
Montpelier, VT  05633-5501  
 
•        Email, home address and phone: Legislators' email addresses and home contacts may be found on 
the Legislature home page at http://www.leg.state.vt.us  
•        Governor Peter Shumlin (802) 828-3333 or http://governor.vermont.gov/   

http://www.leg.state.vt.us/
http://www.leg.state.vt.us/


 
The purpose of the legislative update is to inform individuals who are interested in developmental, 
mental health and substance abuse services about legislative advocacy, policy development and 
activities that occur in the State Legislature. The Vermont Council is a non-profit trade association 
whose membership consists of 16 designated developmental and mental health agencies.   
 
Julie Tessler Executive Director  
Vermont Council of Developmental and Mental Health Services  
137 Elm Street Montpelier, VT 05602  
Office:  802 223-1773 Ext 401    
Cell:  802 279-0464 


