OneCare Vermont Accountable Care Organization, LLC
Board of Managers Meeting Agenda
January 16, 2018
4:30 p.m. – 7:00 p.m.
OneCare Vermont - Mountainside Conference Room
1. Call to Order

4:30 pm

2. Introduction/Attendance

4:32 pm

3. Approval of Minutes*
a. Minutes from December 19th and December 22nd, 2017
Board of Managers Meeting

4:40 pm

4. General CEO Updates
a. Key Accomplishments*

4:42 pm

4:50 pm
5. OneCare Committee Updates
a. Executive Committee
b. Finance Committee*
i. Vote to approve OneCare Finance Report (P&L) for Month Ending November
c. Population Health Strategy Committee*
i. Vote to expand the membership of the Population Health Strategy Committee
d. Network Clinical Committees
e. Patient and Family Advisory Committee
6. Government Relations Update
a. GMCB Budget Update
i. Budget Approval Conditions*
ii. Outstanding Certification Requirements
b. 2018 Vermont Legislative Session

5:00 pm

7. Payer Program Updates:
a. Modified Medicare Next Gen
i. Re-Modeling
ii. Implementation
b. Medicaid
i. Performance Update
c. Commercial
i. XSSP2 Update
ii. UVMMC Self-Funded Pilot Update

5:10 pm

8. Payment Reform Update:
a. Hospital Fixed Payments

5:20 pm

b. Primary Care Comprehensive Payment Reform (CPR) Pilot
c. DVHA/Blueprint Payments
9. Public Comment/Questions

5:30 pm

10. Recess

5:40 pm

11. OneCare Board of Managers Executive Session

5:45 pm

12. Board Votes
6:50 pm
a. Motion to Vote on Invoking Medicare Next Generation Fraud and
Abuse waiver
13. Other Business

6:55 pm

14. Adjourn

7:00 pm

*Denotes Attachments
Attachments:
3.
4.
5bi.
5ci.
6ai.

Draft OneCare Board of Manager Minutes from December 19 and 22, 2017
OneCare 2017 Accomplishments
OneCare Finance Report Month Ending November
Population Health Committee Proposed Expanded Membership
GMCB Budget Order/Requirements

Note: Reasonable expenses of managers for attendance at board meetings may
be paid or reimbursed by OneCare Vermont.

ONECARE VERMONT ACCOUNTABLE CARE ORGANIZATION, LLC
BOARD OF MANAGERS MEETING
DECEMBER 19, 2017
MINUTES
A meeting of the Board of Managers of OneCare Vermont Accountable Care Organization, LLC
(“OneCare”) was held by phone on December 19, 2017, with the physical location being provided at
OneCare in Colchester, Vermont.
I.

Call to Order
Dr. Stephen Leffler called the meeting to order at 4:34 p.m.

II.

Introductions/Attendance
On the phone from Risk Strategy Committee were Tom Dee, CEO Southwestern Vermont
Medical Center; Steve Gordon, CEO Brattleboro Memorial Hospital; Jeffrey Haddock MD,
Thomas Chittenden Health Center, Tom Manion VP Porter Physicians Group. In attendance from
the public was Julia Shaw from the Healthcare Advocate’s office.

III.

Governance:
Todd summarized the current plan for the special Board meeting on Friday. We will vote on the
resolutions at that time but we will discuss them tonight and outline what the parameters are for
moving forward with the two votes of the payer programs (Medicare Next Gen and Commercial
Next Gen), to allow the Board time to digest the information that is being discussed tonight.
The Risk Strategy Committee is a standing committee of the Board, and leadership is proposing
the following new members of this Committee for 2018: Jeff Haddock MD, from Thomas
Chittenden Health Center, and Tom Manion from Porter Physicians Group. The Board approved
the changes unanimously
Tim Ford, CEO Springfield Hospital has been nominated to fill the FQHC seat that is being
vacated by Kevin Kelley effective January 1, 2018. Upon a motion made and seconded Tim Ford
was approved unanimously to join the Board effective January 1, 2018.
Steve Gordon, CEO Brattleboro Memorial Hospital has been nominated to fill the “at-large seat”
of the Board. Upon a motion that was seconded, Steve Gordon was approved unanimously to join
the Board effective January 1, 2018.
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IV.

Minutes
Upon a motion duly made and seconded, the minutes from November 21, 2017, were approved.

V.

CEO Update
Deferred his time for this discussion later in the meeting.

VI.

Committee Updates
Executive Committee: The Executive Committee discussed the nomination of Steve Gordon and
Tim Ford. They also discussed the meeting with CHAC and VCO representatives which happened
yesterday.
Finance Committee: The Finance Committee met and reviewed the re-insurance proposals as well
as the Medicaid 3rd quarter financial update for the Vermont Medicaid Next Generation legislative
report. Tom Borys reviewed the Monthly Financials for October. Upon a motion that was
seconded, the monthly financials for October 2017, were unanimously approved.

VII.

Network Clinical Committees: Dr. Norm Ward updated that the Clinical and Quality Advisory
Committee met in early December and reviewed several local improvement projects. An internal
Utilization Review Committee has met monthly as required by the VMNG program. The previous
Monday there was a network-wide WEBEX the focused on Suicide Prevention with a diverse
group of presenters including a family member that experienced a loved one committing
suicide. The topic was so compelling that we are recommending the presentation be repeated at
the VMS Summit next fall.

VIII.

Consumer Advisory Group: Betsy Davis stated that there was no meeting this month and requests
to make one change in the minutes to reflect the correct name of the Patient and Family Advisory
Committee. This change will be made accordingly.

IX.

2018 Planning Update
Mr. Moore stated it’s been an eventful budget process including the recent Rule 5.0 enactment
which summarizes what is needed for certification for an ACO under the All-Payer Model. The
process with the Green Mountain Care Board (GMCB) and the Healthcare Advocate has been
transparent and collaborative as we work to cross the finish line of having our budget approved
and meeting certification requirements. The GMCB should be voting on the OneCare budget on
Thursday December 21st which will allow OneCare to sign a contract with CMMI for the
Modified Medicare Next Generation program contingent on the final vote by the Board at its
special Board meeting on Friday.
BCBSVT negotiations have made major progress in the last few days to the point where we are in
general agreement with the program parameters and the Board should be able to vote and move
forward with the program also at its special Board meeting on Friday
The VMNG contract has been finalized and is being routed through DVHA for signatures and then
will be sent back to Todd for his signature.
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Mr. Moore gave an update on the Primary Care CPR pilot. The funding for this pilot was
included in our budget to the GMCB and it consists of a small group of independent practices who
will participate in a blended capitation model of payment based their attributed population in all
three payer programs. A stakeholder working group with the practices and some of their staff has
been meeting weekly in very detailed sessions to work through the modeling and the mechanics of
how the pilot will work. If the pilot is successful, it there is potential to expand the model to other
practices in future years and it could be a good model for independent primary care in Vermont.
There is also a possibility that OneCare could explore partnering with Vermont Program for
Quality in Health Care (VPQHC). VPQHC has offered to provide their insight regarding practice
transformation projects which practices may want to consider undertaking as part of the capitated
model for primary care. There was a discussion around what the potential measures of success
might be, including better practice flow internally as well as better population health and quality
outcomes for their attributed population who are being seen.
X.

Public Comment:
There was no public comment.

XI.
XII.
XIII.

Recess
Executive Session
Voting
1. Minutes approved from executive session
2. Motion to authorize OneCare leadership to enter into contract with CMS for the Modified
Medicare Next Generation Program beginning 2018 contingent the GMCB approved
OneCare’s Budget and Medicare Trend rate as outlined in the Resolution was not voted on and
will be voted on at the Special Board Meeting on Friday December 22nd.
3. Motion to authorize leadership to enter into contract with Blue Cross Blue Shield of VT for the
Commercial Risk Program (XSSP2) was not voted on and will be voted on at the Special
Board Meeting on Friday December 22nd.
4. Motion to authorize leadership to enter into contract with the Department of Vermont Health
Access (DVHA) to make the Medicare Blueprint CHT, SASH and Medical Home payments to
both OneCare and non-OneCare participants was not voted on and will be voted on at the
Special Board Meeting on Friday December 22nd.
5. Motion to approve new and revised drafts of OneCare payer program polices for a two year
period was unanimously approved by a supermajority.

XIV.

Other Business
No new business was presented.

XV.

Adjourn
Upon a motion being made and seconded, the meeting adjourned at 7:10 p.m.
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Attendance:
OneCare Board Members
☐ Angela Allard
☐ Lorne Babb, MD

☒ Todd Keating
☒ Kevin Kelley

☒ Pamela Parsons
☒ Judy Peterson

☒
☒
☒
☒

☒
☒
☒
☒

Steve LeBlanc
Steve Leffler, MD
Judy Morton
Mary Moulton

☒
☒
☒
☒

☒
☒
☒
☒
☒

Tom Borys
Leah Fullem
Sara Barry
Joan Zipko
Susan Shane

Jill Berry-Bowen
John Brumsted, MD
Betsy Davis
Claudio Fort

Joseph Perras, MD
Toby Sadkin, MD
John Sayles
Kevin Stone

OneCare Leadership and Staff
☒
☒
☒
☐
☐

Todd Moore
Vicki Loner
Norm Ward, MD
Jennifer Parks
Martita Giard
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☒ Linda Cohen Esq.
☒ Spenser Weppler
☒ Amy Bodette

ONECARE VERMONT ACCOUNTABLE CARE ORGANIZATION, LLC
SPECIAL BOARD OF MANAGERS MEETING
DECEMBER 22, 2017
MINUTES
A Special Meeting of the Board of Managers of OneCare Vermont Accountable Care Organization,
LLC (“OneCare”) was held by phone on December 22, 2017, with the physical location being
provided at OneCare in Colchester, Vermont.
I.

Call to Order
Kevin Stone called the meeting to order at 12:05 p.m.

II.

Introductions/Attendance
There was no one from the public in attendance.

III.

Executive Session

IV.

Voting
1. Motion to authorize OneCare leadership to enter into contract with CMS for the Modified
Medicare Next Generation Program beginning 2018 as outlined in the resolution discussed in
executive session and the parameters approved by the Green Mountain Care Board was
unanimously approved by a supermajority.
2. Motion to authorize leadership to enter into contract with Blue Cross Blue Shield of VT for the
Commercial Next Gen Program (XSSP2) was unanimously approved by a supermajority.
3. Motion to authorize leadership to enter into contract with the Department of Vermont Health
Access (DVHA) to make the Medicare Blueprint CHT, SASH and Medical Home payments to
both OneCare and non-OneCare participants approved unanimously by a supermajority.

V.

Other Business
No new business was presented.

VI.

Adjourn
Upon a motion being made and seconded, the meeting adjourned at 12:38 p.m.
Attendance:
OneCare Board Members
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☒ Linda Cohen Esq.
☒ Spenser Weppler
☒ Amy Bodette

OneCare Vermont Accountable Care Organization
2018 Status and Highlights


First ACO Budget Submitted to Green Mountain Care Board (GMCB)
•
•
•



Broad Based Network Preparing to Proceed in 2018
•
•
•
•
•



Full continuum of care in 9 communities participating in this risk-bearing
health care delivery reform effort and 6 communities in all programs
10 hospitals including Dartmouth-Hitchcock and 2 Critical Access Hospitals
29 independent primary care physician practices and 30 independent
specialty practices
2 Federally Qualified Health Centers (FQHCs)
Home Health and Hospice, Skilled Nursing Facilities, and Designated
Agencies across all communities

OneCare as Collaborative Partner in Support of our Communities
•
•

•

•



Act 113 passed in 2015-2016 Legislative Session giving the GMCB
regulatory oversight role for ACOs
Covers Year One of Vermont’s All Payer Accountable Care Organization
Model (APM)
Represents a big step in strengthening the public-private partnership to
deliver on Vermont health reform goals

Community focused accountability model, with local cost and quality success
as the primary level of measurement
Strong continued commitment to local population health coordination through
Community Collaboratives (CCs), co-conceived by OneCare and the
Blueprint for Health
OneCare facilitative support to communities and CCs provided through
Regional Clinical Representatives, Clinical Consultants, and OneCare’s
Quality Improvement team
Advanced information systems deployed for field use to measure and enable
the model and highlight opportunities for improvement, all with full training on
toolset use and interpretation of the data

True Population Health Management
•
•
•
•

Budget brings to life OneCare’s population health focus, which aims to
improve the health of entire populations and to reduce health inequities.
Integrates prevention and health promotion as major component of the
programs, with RiseVT as a major partner organization
Includes programs geared towards early identification of chronic illness
Includes proactive outreach and coordination for people with more complex
conditions

•



Builds Upon OneCare’s Shared Savings Program (SSP) period 2013-2017
•
•

•
•
•



•

•
•
•

OneCare is partnering with each of the 3 major payers. Each program
includes discounted fixed revenue targets, where OneCare assumes
downside risk. This means that in each program:
o The partners agree on a target for total spending that is less than the
payer would have otherwise projected, and if health care spending
exceeds that target, some or all of the excess will be covered by
OneCare and its hospital providers
o This is built-in cost control for payers and ultimately consumers
Renewal process underway for a second year of the groundbreaking Vermont
Medicaid Next Generation program developed by DVHA and OneCare for
2017
OneCare to enter a “Modified” Medicare Next Generation program with terms
governed by APM, and a GMCB role in setting financial target
OneCare and BCBSVT are finalizing details for a risk-based program
covering BCBSVT plans on the Vermont Health Connect Exchange
UVM Medical Center is piloting a self-funded program

Evolving Our Payment Systems to Support Value over Volume
•
•

•



This period served to build strong relationships and capabilities which now
represent a system which can deliver under the APM pre-set growth rate
OneCare’s overall cost performance across all programs during the 20132016 period represented growth rates well below historic trends and
consistent with All Payer Model 2017-2022 growth targets
Quality report cards improved in all years and in all programs, showing higher
overall performance and lower variation across communities
Medicare performance in all years shows OneCare well into the “highest
value” quadrant among more than 350 ACOs nationally on cost and quality
Medicare’s SSP isn’t designed to reward sustained high value-based
performance, which was one reason CMS worked with Vermont on the All
Payer Model to provide a unique ACO model available only in Vermont
starting in 2018

Aligned Financial Terms for Programs with Medicaid, Medicare and Blue
Cross Blue Shield of Vermont
•



Includes advanced Care Coordination program to support activation and
engagement for people with multiple or severe conditions

Monthly fixed payments to hospitals, where hospitals are prepaid for all
services delivered to covered populations
This is the strongest available incentive for hospitals to redefine economic
success, which means keeping people out of the hospital when possible
rather than performing many procedures
Voluntarily setting aside a portion of our total cost of care into a Value Based
Incentive Fund to be paid to providers based on quality

Participating Hospitals – Strong Commitment to Value-Based Reform
•

OneCare’s hospitals are providing financial resources to support more than
their own primary care practices – also providing $8M to independent and
FQHC practices

•
•
•



Primary Care Investment, Quality Improvement and Payment Reform
•

•

•

•



Partnership with Home Health and Hospice, DAs for Mental Health and
Substance Use, and Area Agencies on Aging in complex care coordination
programs as well as other community initiatives

Continuity of Blueprint for Health Financial Support
•



Broad based investment programs offered for all primary care (Independent,
FQHC, Hospital-operated) to support wellness efforts, focus on chronic
disease control, and to coordinate the needs of complex patients
Access to the multi-payer Value Based Incentive Fund (VBIF) where
incentives will be earned back by OneCare providers and communities based
on measured high quality performance - the hospitals fund the VBIF, but 70%
of payments will be allocated to Primary Care
Access to program support payments for care coordination and quality
improvement activities in addition to (not instead of) those from the Blueprint
for Health
Advanced pilot reform program to be offered for OneCare’s independent
primary care practices to enable them to offer more innovative approaches to
care delivery

Community-Based Services Investment and Integration
•



Providing Medicare cash flow for Blueprint for Health funding on behalf of
entire state
Funding OneCare infrastructure in support of the community-based, datadriven approach to Population Health Management
Hospitals bear the financial risk on behalf of their local communities,
insulating community-based providers from risk so they can focus on
collaboration, quality and cost goals

OneCare is budgeting to fund the former Medicare investments through the
Blueprint for Health - this means continued Community Health Team, SASH
and PCP financial resources for the entire state, including communities and
providers not in OneCare Vermont

Continues OneCare’s Innovative Governance and Organizational Model
•

•

•

•

OneCare’s Board of Managers continues to include the entire continuum of
health care providers including FQHCs, Independent doctors, Critical Access
hospitals, and community Designated Agencies
OneCare’s Board also includes multiple consumers, who along with a
Consumer Advisory Group facilitated by physicians provides input from a
patient and family perspective directly to the board
OneCare operates a range of clinical committees and councils which include
Population Health, Quality and Care Management, Pediatrics, and others
which include health care providers and stakeholders from across the
OneCare Network and the communities they serve
OneCare maintains continued engagement and support by its founders
UVMMC and Dartmouth-Hitchcock, non-profit organizations who remain the
corporate members of OneCare which operates as a not for profit Limited
Liability Company (LLC) directed by its Board

OneCare Vermont
Statement of Assets, Liablilities and Equity
November 30, 2017
Previous
Month

Current Month
Cash
Accounts Receivable
Prepaid Expense

$
$
$

Total Assets

8,320,332
4,083,996
225,918

6,798,143
4,902,700
271,212

$
$
$

1,522,189
(818,704)
(45,294)

$ 12,630,246

$ 11,972,055

$

658,191

Unearned Revenue
Accrued Expenses
Due to Other - CY17
Due to DHH - CY16 and CY17
Due to UVMMC - CY16
Due to UVMMC - CY17

$
$
$
$
$
$

$
$
$
$
$
$

119,853
83,449
6,050,493
141,883
803,939
4,722,438

$
$
$
$
$
$

(21,343)
77,070
(24,401)
114,415
512,450

Total Liabilities

$ 12,580,246

$ 11,922,055

$

658,191

Capital Contribution UVMMC
Capital Contribution D-H H

$
$

25,000
25,000

$
$

25,000
25,000

$
$

-

Total Equity

$

50,000

$

50,000

$

-

Total Liabilities and Equity

$ 12,630,246

$ 11,972,055

$

98,510
160,519
6,026,092
256,298
803,939
5,234,888

NOTE: This statement is created for the benefit of the
member organizations of OneCare Vermont and is not
representative of a GAAP Balance Sheet.

$
$
$

Change

658,191

OneCare Vermont
2017 P&L
November 30, 2017
Annual
Budget
2,184,000
1,200,000
2,000,000
124,443
216,000
104,000
1,300,000
1,500,000

YTD
Budget

VMNG Revenue
SIM #1 Revenue
SIM #2 Revenue
CMMI Revenue
Other Grants/Contracts - RWJ
Other Grants/Contracts - Adirondack
Other Grants/Contracts - Cigna
Complex Care Coordination
Informatics Infrastructure Support

$
$
$
$
$
$
$
$
$

Due to DVHA from hospitals

$

Participation Fees

$

4,318,597

$

3,958,714

Total Income

$ 12,947,040

$

11,634,787

Salaries/Fringe

$

5,839,224

$

Purchased Services
Contract & Maintenance
Lease & Rental
Utilities
Other Expenses

$
$
$
$
$

978,250
2,953,115
300,000
125,000
359,451

$
$
$
$
$

Due to DVHA from OCV

$

Care Coordination
VMNG Base Population Pmt.

$
$

1,300,000
1,092,000

$
$

1,191,667
1,001,000

Total Expenses

$ 12,947,040

$

11,868,120

Net Income / (Loss)

$

$

-

-

-

$
$
$
$
$
$
$
$
$

YTD
Actual

$

$

2,002,000
1,100,000
1,833,333
114,073
198,000
95,333.33
1,083,333
1,250,000

$ Variance
Fav/(Unfav)

$
$
$
$
$
$
$
$
$

1,921,543
1,200,000
300,000
1,800,000
114,073
198,000
95,333
1,083,333
1,250,000

$
$
$
$
$
$
$
$
$

$

1,955,154

$

1,955,154

0.0%

$

4,002,505

$

43,791

1.1%

$ 13,919,941

$

2,285,154

19.6%

5,352,622

$

4,603,843

$

748,780

14.0%

896,729
2,707,022
275,000
114,583
329,497

$
$
$
$
$

758,057
2,337,738
256,139
35,343
297,904

$
$
$
$
$

138,672
369,284
18,861
79,240
31,592

15.5%
13.6%
6.9%
69.2%
9.6%

$

1,955,154

$ (1,955,154)

$
$

732,651
960,772

$
$

459,016
40,229

38.5%
4.0%

$ 11,937,600

$

(69,480)

-0.6%

-

-

(233,333) $

1,982,341

$

(80,457)
100,000
300,000
(33,333)
(0)
-

% Variance
Fav/(Unfav)

2,215,674

-4.0%
9.1%
0.0%
-1.8%
0.0%
0.0%
0.0%
0.0%
0.0%

0.0%

2018 Population Health Strategy Committee Membership Roster
Current Members
First Name

Last Name

Specialty/Title

Hospital/Practice

Loren

Babb, MD

Family Medicine

Cold Hollow Family Practice

Betsy

Davis

Board Member

Non-Voting Member

Wendy

Davis, MD

Pediatrics

UVM

Trey

Dobson, MD

Emergency Department

Bennington

Robert

Gramling, MD

Palliative Care

UVMMC

John Michael

Hall, MD

AgeWell

AAA

Stephen

Leffler, MD

Chief Medical Officer

UVMMC

Mark

Levine, MD

Commissioner

Vermont Dept of Health

Katherine

McGraw, MD

Chief Medical Officer

Brattleboro Memorial Hospital

Judy

Morton

Executive Administrator

Mountain View Center - Genesis Healthcare

Mary

Moulton, MPA

Board Member

Designated Agency

Joe

Perras, MD

President & Chief Executive Officer

Mt. Ascutney Hospital

Judy

Peterson, RN

President & CEO

VNA of Chittenden & Grand Isle Counties

Toby

Sadkin, MD

Physician

Private Community Practice Physician

John

Sayles, JD

CEO

Vermont Food Bank

Catherine

Schneider, MD

Chief Medical Officer

Mt. Ascutney Hospital

OneCare Vermont Membership
Sara

Barry, MPH

Director Clinical & Quality Operations

OneCare Vermont

Leah

Fullem, MCHDS

Director Informatics

OneCare Vermont

Vicki

Loner, RN

Vice President, Clinical & Network Operations

OneCare Vermont

Tawnya

Safer, BS

Clinical & Programs Specialist

OneCare Vermont

Susan

Shane, MD

Medical Director

OneCare Vermont

Norman

Ward, MD

Chief Medical Officer

OneCare Vermont

Mark

Depman, MD

Emergency Medicine

Central Vermont Medical Center

Joshua

Dufresne, MD

Chief of Practice Operations

Springfield Medical Care Systems

Jennifer

Houlihan, MSP

Vice President, Quality & Operational Effectiveness

UVMMG

Sally

Kraft, MD, MPH

Vice President Population Engagement

Dartmouth Hitchcock Medical Center

Julie

Riffon, MD

Vermont Health Connect Navigator Program

North County Hospital

Alison

Wurst, APRN

Director of Case Management

Porter Medical Center

Need Board of Managers Approval (1/16/18)

Green Mountain Care Board Budget Conditions and Verbal Modifications
Below the following items that the Green Mountain Care Board voted on in regards to the Medicare
Trend Factor Rate as well as the OneCare Vermont Budget Vote (Verbal modifications from the Green
Mountain Care Board Members per voice vote are noted in Red).
Medicare Trend Factor Vote
We recommend the Board submit to CMMI for approval:
1) A 3.5% trend factor for the Vermont Modified Next Generation ACO Program Medicare
Benchmark. This provides for investments at the start of the Performance Period that may be
essential to achieving savings in later years. And, it is a significantly lower rate of growth per capita
than the trend suggested by preliminary data for aligned beneficiaries.
2) Use pay-for-reporting approach to quality in 2018, consistent with first year approach in Medicare
Next Gen ACO program and prior CMMI initiatives. If ACO successfully reports on quality
measures, it would receive full payment.
OneCare Vermont Budget Vote
OneCare Vermont’s FY18 budget subject to the following conditions:
1) By the end of the month following the close of each quarter, OneCare must submit to the
Board the actual year-to-date FY18 operating results for the quarter. OneCare must comply
with any other monitoring and/or reporting requirements implemented by the Board.
Payer Contracts:
2) OneCare must submit each payer contract, Medicare, Medicaid, Commercial, to the Board
promptly after it is executed.
3) No later than the end of the first quarter of 2018, OneCare must submit a written report to
the Board demonstrating to the Board’s satisfaction that the BCBSVT and UVMMC
programs qualify as Scale Target ACO Initiatives under section 6.b. of the APM
Agreement.
4) No later than the end of the first quarter of 2018, OneCare must submit a report to the
Board that describes how its contracts with BCBSVT and UVMMC align with the
Medicare contract in the areas of total cost of care; attribution and payment mechanisms;
patient protections; provider reimbursement strategies; and quality measures, and that
explains the rationale for any differences in these areas.
Rates of Growth
5) 3.5% for Medicare
6) 3.5% for Commercial (Changed to say 3.5% to 3.7%)
7) 6.1% for Medicaid (1.5% after All-Payer TCOC calculation exclusions)
8) OneCare must submit to the Board an updated P&L after attribution has been finalized and the
benchmarks for all payer programs have been calculated.

Risk Levels
9) The maximum amount of risk OneCare may assume for 2018 is the sum of the following: 4% of
the Medicare benchmark; 3% of the Medicaid benchmark; and 3% of the commercial benchmark.
OneCare must request and receive an adjustment to its budget prior to executing a contract that
would cause it to exceed these risk levels.
Risk Delegation Strategy
OneCare must implement the delegated risk model it described in its budget proposal, except that it must:
10) Provide the Board by January 15, 2018, contracts that obligate each of the risk-bearing
hospitals to OneCare’s risk sharing policy;
11) Provide the Board by January 15, 2018, a policy approved by OneCare’s Board of Managers
which delegates risk to the risk-bearing hospitals in the manner described in OneCare’s budget
filings;
12) Provide the Board with irrevocable letters of credit from OneCare’s founders committing to
cover risk-share for Brattleboro Memorial Hospital and Springfield Hospital;
13) Establish reserves of at least $1.1 million by June 30, 2018 and at least $2.2 million by
December 31, 2018 and OneCare must seek approval from the GMCB to use the reserves
14) Notify the Board promptly regarding its intent to purchase aggregate total cost of care
reinsurance for 2018.
Primary Care and Population Health Investments
15) OneCare must fund the Medicare Portion of the SASH and Blueprint for Health payments
(CHT and PCP) at 2017 levels plus an inflationary rate of 3.5% in both risk and non-risk
communities, as described in the proposed budget.
16) OneCare must fund its other population health management and payment reform programs—
Value- Based Incentive Fund, Basic OneCare PPM, Complex Care Coordination Program, PCP
Comprehensive Payment Reform Pilot, and Rise VT—at no less than 3.1% of its overall budget.
The Board will monitor this ratio throughout the year to ensure it does not decrease below 3.1%. If the
percentage decreases, OneCare must promptly alert the Board.

17) No later than the end of the second quarter of 2018, OneCare must submit a payment differential
report that describes its Comprehensive Payment Reform Pilot’s payment methodology and
analyzes how the capitated payments for primary care services under its program compare to the
payments hospitals make to primary care providers that are not participating in the pilot. The report
should also address how the Comprehensive Payment Reform pilot reduces administrative burden
for primary care providers. Additionally OneCare must submit a comparative outcome/quality
analysis for these lives versus non-CPR Pilot lives. OneCare must submit the measurement model
and any preliminary results in the fourth quarter of 2018 and a final report for 2018 during calendar
year 2019 when possible.
18) No later than the end of the second quarter of 2018, OneCare must report to the Board on the
number of Medication Assisted Treatment providers in its network and update the Board on its
network’s capacity for substance use disorder treatment at all levels of care (including preventive
care).
Administrative Expenses
19) OneCare must ensure that its administrative expenses are appropriately allocated by state
(i.e., between VT and NY).

20) OneCare’s administrative expense ratio must be consistent with its proposed budget. If the expense
ratio increases by more than one percent (1%) from the budget, OneCare must promptly inform the
Board.
21) OneCare’s administrative expenses should be less than health care savings generated through
the All-Payer Accountable Care Organization Model.
Consumer Protections
22) OneCare must consult with the Office of the Health Care Advocate to establish a grievance and
appeals process consistent with Rule 5.000 and submit to the Board a final policy that applies to
all aligned beneficiaries.
23) In consultation with GMCB staff, identify a pathway by which potential savings from this model
will be returned to participating commercial premium rate payers, initially focusing on those
individuals with qualified health plan (QHP) coverage through Vermont Health Connect.
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GREEN MOUNTAIN CARE BOARD
FY18 ACCOUNTABLE CARE ORGANIZATION BUDGET ORDER
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INTRODUCTION
The Green Mountain Care Board (the Board) is charged with reviewing, modifying, and
approving the budgets of Accountable Care Organizations (ACOs) with attributed lives in
Vermont. 18 V.S.A. § 9382(b). Fiscal Year 2018 (FY18) ACO budgets are the first to be subject
to Board review.
Below, we describe the relevant legal framework, provide general observations and
conclusions about this initial ACO budget review, and then present specific Findings and
Conclusions in support of our Order establishing the FY18 budget of OneCare Vermont
Accountable Care Organization, LLC (OneCare).
LEGAL FRAMEWORK
In 2011, the Vermont Legislature passed Act 48 in an effort to ensure that all Vermonters
could access high-quality, affordable health care. Act 48 created the Board and authorized it to
develop and implement “payment and delivery system reforms designed to control the rate of
growth in health care costs and maintain health care quality in Vermont.” 18 V.S.A. § 9375(b)(1)
(amended by 2015 Adj. Sess., No. 113, § 4). Act 48 defined “payment reform” as modifying the
method of payment from a fee-for-service (FFS) basis, where providers and suppliers are paid
for each service or item they deliver, to one or more alternative methods of compensation (e.g.,
global payments), while measuring quality and efficiency. 18 V.S.A. § 9373.
In 2016, the Vermont Legislature passed Act 113, which established a series of principles
to guide the State in implementing an ACO-based, all-payer health care payment model (AllPayer ACO Model) — “a value-based health care payment model that allows participating
providers to be paid by Medicaid, Medicare, and commercial insurers using a common
methodology that may include population-based payments and increased financial predictability
for providers.” 18 V.S.A. § 9551. Subsequently, the Governor, the Chair of the Board, and the
Secretary of the Vermont Agency of Human Services signed the All-Payer Accountable Care
Organization Model Agreement (APM Agreement) with the Centers for Medicare & Medicaid
Services (CMS), which allowed for Medicare’s participation in the model.
Act 113 also charged the Board with regulating ACOs, the primary actors in this new
payment model. Specifically, Act 113 required ACOs to obtain and maintain certification from
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the Board in order to receive payments from Medicaid or commercial insurers under the model
(or any other payment reform program or initiative). 18 V.S.A. § 9382(a). Act 113 also called on
the Board to review, modify, and approve the budgets of ACOs after considering certain criteria,
many of which relate to whether an ACO is making the kinds of investments and creating the
kinds of incentives that will allow the model to succeed. 18 V.S.A. § 9382(b).
The All-Payer ACO Model relies on private-sector health care providers voluntarily
working together, as part of an ACO, to improve health care quality and outcomes for
Vermonters. Previously in Vermont, the ACO delivery model has been paired only with a
payment model that has a FFS foundation. By paying for health care differently than through
FFS reimbursement, under a common structure, the All-Payer ACO Model allows investment in
providers that have historically been less well funded, such as primary care, mental health, home
health, and other community-based providers. This flexible model can move the focus away
from “sick care” and emphasize those services that keep people well without increasing total cost
of care, and thus, premiums and taxes.
FY18 REVIEW PROCESS
While we were drafting an administrative rule, GMCB Rule 5.000, to regulate the ACO
certification and budget review processes, we invited OneCare to submit a proposed FY18
budget using guidance and templates we created for this purpose.1 OneCare submitted its
proposed budget on June 23, 2017 and presented it at a public meeting on July 13, 2017. On
October 20, 2017, at the request of our staff, OneCare submitted a revised budget, which it
presented at public meetings on November 2 and 16, 2017. Throughout the process, OneCare
responded to questions from the Board, Board staff, the Board’s actuarial consultant, Lewis &
Ellis, Inc. (L&E), and the Office of the Health Care Advocate (HCA). Board staff made
recommendations regarding the approval of OneCare’s budget on December 12, 2017. On
December 19, 2017, staff from the Board and the Department of Vermont Health Access
(DVHA) presented at a public Board meeting regarding the performance of ACOs, including
OneCare, under the Medicare, Medicaid, and commercial shared savings programs from 2014
through 2016, and provided preliminary results for the 2017 Medicaid Next Generation Program.
Public comments on OneCare’s proposed budget were accepted through December 19, 2017. On
December 21, 2017, after receiving additional recommendations from Board staff, we voted to
establish OneCare’s budget, on terms and subject to conditions described below. The written
materials from this process are posted on the Board’s website2 and video recordings of the public
meetings are available from Orca Media.3
We have described this first ACO budget review as a “test year” that will allow us to
determine what kinds of data we will need to examine ACOs’ financial health and ability to take
on risk, and to evaluate ACOs’ provider, payer, and community relationships and investments.
1

The Board also invited Community Health Accountable Care, LLC (CHAC) to submit a proposed FY18 budget,
which it did. However, on October 18, 2017, CHAC’s Board voted to conclude operations and CHAC withdrew its
budget submission shortly thereafter.
2
ACO Certification and Budget Review, http://gmcboard.vermont.gov/content/aco-certification-and-budget-review,
and 2017 Board Meeting Materials, http://gmcboard.vermont.gov/board/meetings/minutes/2017.
3
https://www.orcamedia.net/series/green-mountain-care-board.
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GMCB ACO Budget Guidance and Letter (May 3, 2017), 1. However, we have the authority to
establish ACO budgets prior to January 1, 2018, the effective date of the ACO budget review
statute, and this Order is fully enforceable. 2015 Adj. Sess., No. 113, § 8. As the State moves
into Performance Year 1 (PY1) of the APM Agreement, we will seek to refine the ACO budget
review process and better align it with our other regulatory work to more effectively further the
goals of health care payment and delivery system reform expressed in Act 48 and Act 113.
FINDINGS
Background
1. OneCare is a manager-managed limited liability company organized under the laws of the
State of Vermont. OneCare Vermont ACO 2018 Fiscal Year Budget Resubmission
(Resubmission), 8. OneCare was organized and founded in 2012 by the University of Vermont
Medical Center (UVMMC), a Vermont nonprofit corporation, and Dartmouth Hitchcock Health
(DH-H), a New Hampshire nonprofit corporation. Id. at 5 & Sec. 1, Attach. E.
2. In 2013, OneCare began participating in the Medicare Shared Savings Program (MSSP).
In 2014, it began participating in a Medicaid Shared Savings Program offered by DVHA and a
Commercial Exchange Shared Savings Program offered by Blue Cross Blue Shield of Vermont
(BCBSVT). Id. at 5. OneCare did not bear risk under these programs and, except for one year
under the Medicaid program, did not achieve savings. GMCB PowerPoint (Dec. 19, 2017), 17.
However, OneCare showed progressive improvement in overall quality scores. Id. OneCare’s
financial performance in 2016 in the MSSP was within the norm for MSSP ACOs nationally. See
MSSP ACO Cost vs. Quality 2016 Results (Nov. 16, 2017); see also Resubmission at 5-6
(describing OneCare’s 2015 results). Nationally, ACOs like OneCare in Track 1 (no risk) of the
MSSP had overall net costs to Medicare relative to their aggregate benchmark, while results have
been more positive for ACOs in Tracks 2 and 3 and the Medicare Next Generation Program—
two-sided risk programs that require ACOs to assume some level of risk. GMCB PowerPoint
(Dec. 19, 2017) at 22.
3. In 2015, OneCare was selected to participate in the Medicare Next Generation Program,
but chose to defer and reapply in 2017 for a January 2018 start to better align with the All-Payer
ACO Model. Resubmission at 5. In 2017, OneCare entered the Vermont Medicaid Next
Generation Program with DVHA, a two-sided risk program modeled on the Medicare Next
Generation Program. Based on preliminary data, OneCare’s actual spending in this program has
been fairly consistent with expected spending. GMCB PowerPoint (Dec. 19, 2017) at 26.
OneCare assumes it will continue to participate in the Medicaid Next Generation Program in
2018. OneCare also assumes it will participate in 2018 in the Medicare Next Generation Program
and a two-sided risk program with BCBSVT for its exchange (Vermont Health Connect)
population. Finally, OneCare assumes it will enter into a shared savings contract in 2018 with
UVMMC for individuals covered under UVMMC’s self-insured employee plan. Resubmission at
23-25 & Sec. 3, Attach. B; OneCare PowerPoint (Nov. 2, 2017), 29. Hereafter, these programs
will be referred to as the 2018 Medicare, Medicaid, commercial, and self-insured programs.
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4. OneCare has a broad provider network that includes most hospitals in Vermont;
Dartmouth Hitchcock, the largest out-of-state provider of care to Vermonters; federally qualified
health centers; skilled nursing facilities; home health agencies; designated agencies; and
independent primary care and specialist practices. Resubmission at 5 & Sec. 2, Attach. F.
5. OneCare is governed by an 18-member Board of Managers that is comprised largely of
representatives of OneCare’s participating providers. Id. at Sec. 1, Attach. A. All five members
of OneCare’s executive team—its Chief Executive Officer, Vice President and Chief Operations
Officer, Chief Medical Officer, and Chief Information Security Officer—have been with the
ACO for four or more years and have relevant qualifications. Id. at 9. No legal actions have been
taken against OneCare, its leadership team, or its Board of Managers. Id. at 10.
Benchmark Trend Rates
6. A “benchmark” or total cost of care (TCOC) target is a payer-specific financial target
against which expenditures for ACO-aligned beneficiaries are assessed to determine whether an
ACO has earned savings or is responsible for losses. GMCB Rule 5.000, § 5.103. In building its
FY18 budget, OneCare estimated a benchmark for each of the payer programs it will participate
in for 2018, with the exception of the self-insured program. Resubmission at Sec. 3, Attach. A.
7. The APM Agreement authorizes the Board to prospectively develop the benchmark for
the 2018 Medicare program, subject to the approval of CMS. APM Agreement at § 8(b)(ii). In
exchange for this authority, Vermont is required to limit per capita spending growth for
Medicare beneficiaries to at least 0.2 percentage points below projected national per capita
Medicare growth over a five-year performance period, from 2018 through 2022. APM
Agreement at § 9.b. The projected national per capita Medicare growth rate for 2018, PY1 of the
APM Agreement, is 2.7%. GMCB PowerPoint (Dec. 12, 2017), 5.
8. The State negotiated a “floor” to protect itself from low projected national Medicare
growth in PY1. Because the floor has been triggered, the Board may set the trend rate used to
calculate the 2018 Medicare benchmark at no more than 3.5%. GMCB PowerPoint (Dec. 12,
2017) at 5; APM Agreement at § 8.b.ii.1.b.ii. Regardless of where the Board sets the rate,
Vermont’s performance in PY1 with respect to the Medicare growth target will be calculated as
if national projected Medicare growth was 3.7%. GMCB PowerPoint (Dec. 12, 2017) at 6; APM
Agreement at § 9.b.iv.
9. In addition to limiting Medicare spending growth, the APM Agreement requires Vermont
to limit per capita spending growth for “all-payer beneficiaries”—Vermont residents who are
Medicare beneficiaries or enrolled in Medicaid or a commercial or self-insured plan—to a
compound annual growth rate (CAGR) of 3.5% over the five-year performance period. APM
Agreement at § 9.a.
10. OneCare used a rate of 3.5% to estimate the 2018 Medicare benchmark. Resubmission at
24. L&E and Board staff recommended that the Board set the Medicare rate at 3.5%. GMCB
PowerPoint (Dec. 12, 2017) at 20, 24. Since all-payer growth is calculated over a five-year
period, Vermont can create “room” by staying below 3.5% in PY1, which would provide
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flexibility in later years. Id. at 6-7. Setting the rate at 3.5%, however, will allow OneCare to
make investments in PY1 that may be essential to achieving savings in later years. Id. at 24.
Also, preliminary data for the Medicare beneficiaries expected to be attributed to or aligned with
OneCare in 2018 suggest the trend for this population could be much higher than the projected
national trend of 2.7%. Id. The Board voted on December 21, 2017 to set the rate at 3.5%.
11. DVHA engaged Wakely Consulting Group (Wakely), an actuarial consulting firm, to
develop and certify the capitation rates DVHA will pay to OneCare under the 2018 Medicaid
program. Wakely provided DVHA with a range of rates it would certify. As part of the
“Medicaid rate case,” the Board had L&E review the proposed payment arrangement between
DVHA and OneCare for 2018, including the capitation rates. Testimony of Jackie Lee (Nov. 16,
2017) at 11:50-13:45; 2017, No. 3, § 80 (amending 2015 Adj. Sess., No. 113, § 8).
12. OneCare used a trend rate of 6.1% to estimate the 2018 Medicaid benchmark.
Resubmission at 23; see also, GMCB PowerPoint (Dec. 12, 2017) at 27. OneCare confirmed that
this rate falls within the ranges recommended by Wakely and L&E. Testimony of Jackie Lee
(Dec. 12, 2017) at 63:42-63:54. The 6.1% rate includes adjustments for increases in Medicaid
reimbursement, which can be excluded from the calculation used to assess Vermont’s success in
constraining all-payer TCOC per beneficiary growth under the APM Agreement. DVHA
PowerPoint (Dec. 12, 2017), 9-11; Testimony of Michael Costa (Dec. 12, 2017) at 83:50-86:00;
APM Agreement at § 10.d. The annualized Medicaid trend, excluding the pricing adjustments, is
1.5%. DVHA PowerPoint (Dec. 12, 2017) at 10; GMCB PowerPoint (Dec. 21, 2017) at 6-7.
13. OneCare used a 3.8% trend to estimate the 2018 commercial benchmark. Resubmission
at 25. The rate is still being negotiated, but the combined annual trend is projected to be between
3.5% and 3.7%. Testimony of Jackie Lee (Dec. 12, 2017) at 62:05. The Board approved a
medical trend of 3.7% in the 2018 BCBSVT qualified health plan (QHP) premium rate decision.
Decision & Order, Docket No. GMCB-008-17rr, 11.
14. On behalf of the Board, L&E reviewed the methodology being used to develop the
commercial rate. The parties are using the same data BCBSVT used to develop its 2018 QHP
premium rates, except limited to members expected to be aligned with OneCare in 2018. For the
unit cost trend, adjustments were made to the trend extracted from the 2018 QHP rate filing to
reflect approved hospital budgets. For the utilization trend, the parties used the 0.9% trend
ordered by the Board in the QHP premium rate decision. See Testimony of Jackie Lee (Dec. 12,
2017) at 60:40-61:40. L&E recommended that the Board condition approval of OneCare’s
budget on the commercial trend being within the range of 3.5% to 3.7%, which L&E believed is
within the range of what would be reasonable. GMCB PowerPoint (Dec. 12, 2017) at 27;
Testimony of Jackie Lee (Dec. 12, 2017) at 62:00-62:22.
Risk-Sharing Arrangements with Payers / Maximum Potential Losses
15. OneCare assumed that it will select a 5% risk corridor and an 80/20 risk-sharing
arrangement for the 2018 Medicare program. OneCare assumed that the 2018 Medicaid program,
like the 2017 Medicaid program, will include a 3% risk corridor and no risk sharing within the
corridor. Finally, OneCare assumed that the 2018 commercial program will include a 6% risk
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corridor and a 50/50 risk-sharing arrangement. Resubmission at 24-25. The following table
shows the risk contracts described in OneCare’s budget:

Payer
Medicaid
Medicare
Commercial

Risk Arrangements by Payer
Corridor
OneCare’s Share
97% - 103%
100%
95% - 105%
80%
94% - 106%
50%

GMCB PowerPoint (Dec. 12, 2017) at 31.
16. Under the anticipated risk-sharing arrangements, OneCare would be responsible for 80%
of any losses and would realize 80% of any savings within five percentage points of the
Medicare benchmark, with the remaining 20% of either losses or savings accruing to CMS.
Within three percentage points of the Medicaid benchmark, OneCare would be responsible for
100% of any losses and would realize 100% of any savings. Finally, within six percentage points
of the commercial benchmark, OneCare would be responsible for 50% of any losses and would
realize 50% of any savings, with the remaining 50% of either losses or savings accruing to
BCBSVT.4 All savings and losses outside of the corridors would accrue to the payers. OneCare’s
maximum potential losses and savings would be 4% of the Medicare benchmark, 3% of
Medicaid benchmark, and 3% of the commercial benchmark. Resubmission at 24-25.
17. The self-insured program is still being developed, but OneCare intends for it to align with
the other 2018 payer programs. Testimony of Todd Moore (Nov. 2, 2017) at 101:05-101:09. The
self-insured program will be a shared savings only program and will present no additional risk to
OneCare. As the program is currently envisioned, UVMMC would pay OneCare $9.00 permember, per-month (PMPM). OneCare would take some of this money ($3.25 PMPM) to fund
its infrastructure; the rest would be paid out under OneCare’s programs or used to fund its ValueBased Incentive Fund. OneCare would receive 30% of any savings after the first $9.00 PMPM is
saved, up to 10% of the benchmark, which will be set by UVMMC. OneCare PowerPoint (Nov.
2, 2017) at 29; Testimony of Todd Moore (Nov. 2, 2017) at 101:15-104:00. OneCare is
interested in growing its self-insured line of business beyond UVMMC in the 2019 plan year and
intends for this program to serve as a pilot for building its capabilities and value proposition for
self-insured plans. Questions and Answers re: Resubmission (Nov. 2, 2017), ¶ 7.
18. The Medicaid, commercial, and self-insured contracts have not been finalized. However,
DVHA has sought to align the Medicaid program as much as possible with the Medicare and
commercial programs. DVHA PowerPoint (Dec. 12, 2017) at 7.
Hospital Payments and ACO Risk Mitigation
19. OneCare has assumed that the All-Inclusive, Population-Based-Payment (AIPBP) model
available in the 2018 Medicare program will be available in the Medicaid and commercial
4

Savings or losses accruing to BCBSVT under the commercial program will need to be examined by the Board
when it reviews BCBSVT’s proposed premium rates for QHPs offered on Vermont Health Connect.
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programs as well. In this model, ACO-contracted participant providers (identified at the level of
the Tax Identification Number) can agree to forego their payer-administered FFS payments and
receive payments from an ACO instead; the payer pays the ACO and the ACO is responsible for
paying the providers. OneCare assumes hospitals will be the primary participants in the AIPBP
model in 2018.5 Resubmission at 35; Testimony of Todd Moore (Nov. 2, 2017) at 73:26-74:40.
20. OneCare plans to use the AIPBP payments it will receive from payers to fund its
operations and its population health management and payment reform programs. OneCare
PowerPoint (Nov. 2, 2017) at 24. It will use the remainder to pay hospitals fixed prospective
payments based on historical utilization and expected spending for OneCare-attributed
beneficiaries. Id.; Questions and Answers re: Resubmission (Nov. 2, 2017) at ¶ 2. These fixed
payments will function as “pre-payments” for services the hospitals will deliver to OneCareattributed beneficiaries.6 Resubmission at 35. All other providers, except for three independent
primary care practices participating in OneCare’s Comprehensive Payment Reform Pilot, will
receive regular, payer-administered, FFS payments. Id. While OneCare will not be making these
FFS payments, the payments will be counted against OneCare’s TCOC targets. See id. at 36.
21. Each hospital participating in the AIPBP model in 2018 will bear what OneCare refers to
as “fixed revenue risk” with respect to care they provide to their “locally-attributed population”
(i.e., patients attributed to OneCare by providers in the hospital’s Health Service Area or HSA).
If a hospital’s cost of providing care to this population exceeds the fixed payments it receives
from OneCare, the hospital will have to absorb the cost of delivering the care. Id. at 36-37;
OneCare PowerPoint (Nov. 2, 2017) at 18. OneCare expects the fixed payments it will make to
hospitals will represent approximately 68% of its overall TCOC target, with the remainder being
FFS. The fixed prospective hospital payments do not decrease OneCare’s maximum risk, but
make it less likely that OneCare will experience this worst-case scenario by shielding OneCare
from losses on the majority of its expected spending. Based on OneCare’s projections, it would
take a 7.5% overrun on FFS spending to hit 75% of its maximum risk, and a 9.5% overrun to
reach 100%. While OneCare believes it is unlikely to experience losses in this range, it must be
able to cover them should they accrue due to poor performance in all payer programs. To repay
losses, OneCare plans to rely on funds committed by hospitals. Resubmission at 36.
22. Under OneCare’s “delegated risk model,” OneCare will establish a TCOC target for each
HSA in its network. The hospital in each HSA will assume responsibility for the FFS spending7
on its locally-attributed population that exceeds the HSA’s TCOC target, up to a maximum risk
level or MRL. Id.; OneCare PowerPoint (Nov. 2, 2017) at 18-19. The MRL will serve as a cap
on a hospital’s potential payment obligation to OneCare. OneCare Responses to GMCB
Questions (Nov. 14, 2017) at ¶ 12. A hospital’s MRL will be calculated for each payer program
Three independent primary care practices participating in OneCare’s Comprehensive Payment Reform Pilot will
also participate in the AIPBP model in 2018 for Medicare and Medicaid. Testimony of Todd Moore (Nov. 2, 2017)
at 98:15-99:43; OneCare PowerPoint (Nov. 2, 2017) at 28.
6
The payments cover all services the hospitals bill under their TINs. Testimony of Todd Moore (Nov. 2, 2017) at
79:02-79:21.
7
While services provided by Vermont risk-bearing hospitals to non-locally-attributed patients are included in their
fixed prospective payments, the “home hospital” will be responsible for the FFS value of services provided by riskbearing hospitals to its locally-attributed population. See OneCare PowerPoint (Nov. 2, 2017) at 18, 23; Testimony
of Todd Moore (Nov. 2, 2017) at 75:01-75:59.
5
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the hospital is participating in by applying the risk corridor for the program to the relevant HSA
TCOC target. Resubmission at 37; OneCare PowerPoint (Nov. 2, 2017) at 19. The sum of the
MRLs will cover OneCare’s total maximum risk. Questions and Answers re: Resubmission
(Nov. 2, 2017) at ¶ 3; OneCare PowerPoint (Nov. 2, 2017) at 19-20.
23. If OneCare is responsible for repayment of losses, those losses will be assigned to the
hospitals that exceeded their HSA TCOC target. Hospitals whose calculated payback to OneCare
exceeds their MRL will be charged their full MRL; the liability in excess of the MRLs will be
pooled and shared proportionally by other risk-bearing hospitals based on their MRLs. OneCare
PowerPoint (Nov. 2, 2017) at 20; Testimony of Tom Borys (Nov. 2, 2017) at 61:27-62:39;
OneCare Responses to GMCB Questions (Nov. 14, 2017) at ¶ 12. This spreading of risk will
help protect hospitals from unaffordable overruns, but may require a hospital to help cover losses
generated by another HSA. OneCare Responses to GMCB Questions (Nov. 14, 2017) at ¶ 12.
UVMMC and DH-H have agreed to limit the risk for Brattleboro Memorial Hospital and
Springfield Hospital to 50% of what it otherwise would be for 2018. Testimony of Todd Moore
(Nov. 2, 2017) at 57:13-57:29, 60:25-60:39.
24. Because the losses hospitals could experience under OneCare’s delegated risk model are
similar in magnitude to other effects they occasionally experience (e.g., cost report settlements,
DSH payment changes, and reimbursement changes), OneCare did not independently analyze
hospitals’ ability to cover their MRLs by, for example, comparing hospitals’ MRLs to their days
cash on hand. OneCare provided each risk-bearing hospital with an estimate of its MRL,
entrusting the hospital to determine whether participation would jeopardize its solvency.
Questions and Answers re: Resubmission (Nov. 2, 2017) at ¶ 3; Testimony of Todd Moore (Nov.
2, 2017) at 69:55-70:50.
25. Board staff have confirmed that each risk-bearing hospital understands its level of risk
under OneCare’s delegated risk model and that the hospitals currently have sufficient cash on
hand to cover their potential 2018 losses. Testimony of Kelly Theroux (Nov. 2, 2017) at 171:23171:41. Staff also confirmed that OneCare will work with hospitals to help them monitor
utilization and spending, so they can understand and improve their performance. Questions and
Answers re: Resubmission (Nov. 2, 2017) at ¶ 16.
26. OneCare expressed interest in purchasing reinsurance to protect against broad-based
overruns driven by FFS spending and included a reinsurance premium expense of $1.5 million in
its administrative budget. Resubmission at Sec. 4, Attach E. However, the details of a potential
policy are still being explored, and no formal or binding proposal has been made. If OneCare can
purchase reinsurance, a contract could not be executed until sometime in 2018, after attribution is
finally determined and the benchmarks are calculated. Testimony of Tom Borys (Nov. 2, 2017)
at 69:00-69:42.
Operating/Administrative Budget
27. OneCare budgeted $12,492,660 for operating expenses, including personnel, office space,
utilities, supplies, information systems and security, and contracted services (e.g., finance,
auditing, accounting, actuarial and legal services), as well as a commercial reinsurance premium.
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Resubmission at Sec. 4, Attach. C-5. Excluding the $1.5 million reinsurance premium expense,
OneCare’s administrative expense PMPM is $7.47. Id. at 32.
28. While no ACO-specific administrative expense benchmarks currently exist, OneCare
compared its projected administrative expenses to managed care operations benchmarks
developed by the Sherlock Company, the national leader in such benchmarking. Based on ACOapplicable categories for medical management, provider network management, and
administration, including finance and information systems, OneCare’s expected range is from
$6.00 PMPM to $8.00 PMPM. As a second benchmark exercise, OneCare applied a percent of
premium approach by dividing its projected administrative expenses into the total of its payer
risk targets plus those administrative expenses. OneCare calculated that the percent of premium
for its administrative expenses is 1.8%, which it concluded is well within an expected range for a
risk-bearing ACO of its size. Id. at 32.
Population Health Management and Payment Reform Programs
29. OneCare plans to invest in several programs to support population health management
activities and provide support to community providers, such as designated mental health
agencies and home health providers, across the full continuum of care. Id. at 33. While OneCare
quantified its planned investments, the actual amounts may change as the benchmarks change.
Board staff therefore calculated each investment as a percentage of total projected revenue:
Population Health Management / Payment
Reform Program
Value-Based Incentive Fund
Basic OneCare PMPM
Complex Care Coordination Program
PCP Comprehensive Payment Reform Pilot
RiseVT
CHT/SASH/PCP (Risk & Non-Risk Communities)
Total

Investment
Amount
$4,305,223
$4,781,010
$7,064,722
$1,800,000
$1,577,600
$7,762,501
$27,291,056
($18.55 PMPM)

Percentage of
Budget
0.7%
0.8%
1.1%
0.3%
0.2%
1.3%
4.4%

GMCB PowerPoint (Dec. 12, 2017) at 29.
Value-Based Incentive Fund
30. OneCare established a Value-Based Incentive Fund (VBIF) as part of the 2017 Medicaid
program that it plans to expand in 2018 to all payer programs. Resubmission at 59. If OneCare
can distribute money from the VBIF based on its performance against payer program quality
measures, 70% will go to primary care practices based on attribution and the remainder will go
to other providers based on their percentage of total eligible expenditures. Id. at Sec. 3, Attach.
C. OneCare states that this distribution recognizes that the preponderance of quality measures
rely on primary care and that primary care providers are the cornerstone to its population health
management strategy. Id. at 59. By 2019, OneCare intends to add a variable component to the
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distribution formula to account for performance at a provider organization level. Id.; OneCare
PowerPoint (July 13, 2017) at 38.
Basic OneCare PMPM Payments
31. OneCare plans to make basic payments of $3.25 PMPM to the practices of attributing
providers, typically primary care providers, for each of their patients attributed to any OneCare
program. The payments are intended to support OneCare’s overall population health
management and quality model by providing financial support for engaging in quality
measurement, participating in quality improvement activities, working with Community
Collaboratives, and undertaking similar activities. The payments will be in addition to any
Blueprint for Health (Blueprint) payments a provider may receive. Resubmission at Sec. 4,
Attach. D; Testimony of Todd Moore (July 13, 2017) at 149:24-150:15.
Complex Care Coordination Program Payments
32. OneCare implemented a complex care coordination program under the 2017 Medicare
program that targets high- and very high-risk Medicaid patients. The program aims to mitigate
spending on these populations through the delivery of more proactive and preventive care.
Resubmission at 43. OneCare plans to expand this program in 2018 to include patients attributed
under other payer programs. Id. at 44; Questions and Answers re: Resubmission at ¶ 18.
33. OneCare plans to make payments of $15.00 PMPM to primary care practices for the
practices’ attributed patients in the complex care coordination program, as well as to designated
agencies, home health agencies, and area agencies on aging involved in these patients’ care.
Resubmission at Sec. 4, Attach. D. OneCare plans to make additional payments of $10.00
PMPM, as well as a one-time payment (expected to be $150), to the organization of whichever
care team member is selected by a patient to be the “lead care coordinator,” responsible for tasks
such as leading the development of a shared care plan, coordinating communication amongst
team members, planning care conferences, facilitating patient education and referrals, and
monitoring milestones. Id.; OneCare PowerPoint (July 13, 2017) at 24. Finally, OneCare will
make payments (expected to be $25,000 per year) to community program organizing entities to
provide support for their work. Resubmission at Sec. 4, Attach. D.
Comprehensive Payment Reform (CPR) Pilot for Independent Primary Care
34. OneCare will implement a blended capitation pilot for primary care services in 2018.
OneCare offered the program to independent practices with at least 500 attributed lives across all
payer programs. The three practices that agreed to participate will receive monthly prospective
payments to cover primary care services delivered to patients attributed by the practice. Id.;
OneCare PowerPoint (Nov. 2, 2017) at 28.
Blueprint and SASH Funding
35. OneCare plans to continue Medicare SASH and Blueprint payments (CHT and primary
care practice-level) statewide, in both “risk” and “non-risk” communities. In PY1 of the APM
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Agreement, it will fund these payments at the 2017 Medicare levels plus an inflationary rate of
3.5%. Resubmission at Sec. 4, Attach. D. DVHA and BCBSVT will also continue to make
payments, but not through OneCare.
RiseVT
36. RiseVT is a community-based primary prevention program. Piloted in St. Albans, the
program emphasizes healthy lifestyles in, for example, schools and businesses, and is a major
feature in OneCare’s population health management model. OneCare plans to expand the
program to other communities in 2018. Id.
Model of Care and Integration with the Blueprint for Health
37. OneCare employs a population health model that segments the attributed population into
four quadrants based on their health status. OneCare runs claims and clinical data through a risk
stratification algorithm, the John’s Hopkins Adjusted Clinical Grouper, to evaluate the
prospective risk of each patient. For patients that fall into the first two quadrants of risk,
OneCare’s focus is on maintaining health through preventive care and community-based
wellness activities and optimizing health and self-management of chronic disease. While a
relatively small percentage of the attributed population, patients that fall into the third and fourth
quadrants often have one or more chronic conditions or mental health conditions and account for
the majority of spending. OneCare seeks to better manage the health of this population through
its complex care coordination program. Id. at 57-58; OneCare PowerPoint (July 13, 2017) at 20;
Testimony of Sara Barry (July 13, 2017) at 157:20-160:31.
38. OneCare’s complex care coordination program enables providers to work with patients to
develop shared care plans. OneCare has included tools in the care plan development process to
help providers identify social determinants of health that may be affecting a patient’s health. For
example, OneCare described how “Camden Cards” are used to help identify patients’ goals and
priorities, as well as obstacles to achieving these goals and potential areas for intervention or
support (e.g., lack of transportation or housing, or substance use). OneCare PowerPoint (July 13,
2017) at 22; Testimony of Sara Barry (July 13, 2017) at 166:47-168:05.
39. OneCare uses Care Navigator, its care coordination software platform, to support crossorganization communication and coordination of care. ACO participants and collaborators can
use Care Navigator to access patient-level information. OneCare plans to expand Care
Navigator’s functionality to incorporate event notification so that members of a patient’s care
team can receive timely notice of the patient’s admissions and discharges and can then conduct
outreach to the patient to ensure effective care transitions. Resubmission at 62. Care Navigator
can also be customized to deliver reminders and trigger specific tasks for care team members and
patients (e.g., sending a patient a reminder that it is time to fill a prescription). Id.
40. Over the past year, OneCare has worked with the Blueprint to coordinate activities and
build on pre-existing Blueprint infrastructure. Examples of this coordination include evolution of
Community Collaboratives in each HSA, co-leadership of statewide training sessions, and
alignment of OneCare priorities and Blueprint HSA project management contracts. Id. at 62-63.
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OneCare has also actively worked with the Blueprint and the Vermont Health Care Innovation
Project to implement the Integrated Communities Care Management Learning Collaborative
(ICCMLC). Id. at 57. The ICCMLC framework has evolved into OneCare’s complex care
coordination model. Id. at 63. The Blueprint and OneCare continue to collaborate on cosponsoring care coordination trainings, facilitating community dialogue at “All Field Team”
meetings, and developing plans to monitor and adjust the model and associated payment
methodology. Id.
41. OneCare is promoting the use of registered nurses to expand the primary care workforce
by involving them in the performance of the Medicare Wellness Visit, which frees up physicians
and APP-level clinicians to manage other acute and chronically ill patients. Id. at 65.
42. OneCare has recently focused on a number of initiatives, including: 1) developing and
implementing a controlling hypertension project in partnership with the Blueprint, the Vermont
Department of Health, and other community partners; 2) collaborating with the Vermont Child
Health Improvement Project to support 22 pediatric and family practices in improving pediatric
quality measure results related to developmental screening and adolescent well care visits; 3)
partnering with The Permanent Fund for Vermont’s Children to explore opportunities to promote
health for children and families through early care and education settings; 4) developing
partnerships to investigate social determinants of health screening in primary care settings (e.g.,
adverse childhood events (ACES), food insecurity, and maternal depression); 5) providing
training for primary care medical homes on effective panel management to identify subpopulations that could benefit from enhanced care planning; 6) organizing, evaluating, and
obtaining feedback on current and proposed ACO quality measures to identify efficiencies and
align priorities with gaps in care; and 7) facilitating the development and deployment of best
practices for caring for people with congestive heart failure, reducing readmission rates, and
reducing high emergency room utilization. Id. at 52.
43. OneCare implemented a waiver of prior authorization for a specific set of services under
the 2017 Medicaid contract to reduce administrative burden on providers, while developing an
analytic application to monitor utilization and identify any unwarranted variation in services. Id.
Initiatives to Address APM Agreement Population Health Goals
44. The APM Agreement establishes three overarching population health goals for the State:
1) increasing access to primary care, 2) reducing deaths caused by suicide and drug overdose,
and 3) reducing the prevalence and morbidity of chronic disease. To support achievement of the
goals, the APM Agreement also establishes a number of specific measures. APM Agreement at
App. 1. OneCare described a current or planned strategy for each of these measures.
Resubmission at Sec. 5, Attach. B.
45. Regarding the first goal, OneCare has worked under the 2017 Medicaid program to
ensure each Medicaid beneficiary attributed to a specialist has an identified primary care
provider. It plans to undertake similar efforts for other attributed populations as it expands to
more risk-based contracts with specialist attribution in 2018. OneCare also identified Medicaid
adolescents with well-care visits as a clinical priority area and is partnering with the VCHIP on a
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quality improvement project to improve this pediatric measure. Id. As noted above, OneCare is
piloting a capitated payment model for primary care services in 2018 that it hopes will enhance
recruitment of primary care providers. Finally, OneCare’s complex care coordination program
and the payments that come with it should help primary care providers identify high- and veryhigh risk patients and allow them to provide these patients the extra time and attention they need.
46. Regarding the second goal, several HSAs within OneCare’s network are exploring best
practices to embed mental health and substance abuse services into primary care practices.
OneCare plans to look into opportunities for data sharing with designated agencies and other
community providers so it can incorporate social determinants of health data into its risk
stratification process and improve its ability to identify high-risk/high-needs individuals.
OneCare plans to continue discussions with State leadership on dissemination strategies for
Screening, Brief Intervention, and Referral to Treatment, and is planning a “Grand Rounds” on
mental health/suicide prevention that will be available to anyone in the OneCare network.
Finally, OneCare is striving to educate providers on prescription drug monitoring rules and
medication-assisted treatment (MAT) resources, and is promoting training to allow providers to
become MAT providers. Id.; Testimony of Sara Barry (July 13, 2017) at 162:20-164:35.
47. Regarding the third goal, OneCare provides analytic tools through Care Navigator that
enable providers to identify patients that have certain disease states, such as hypertension or
COPD, and identify potential gaps in their care. OneCare is researching evidence-based tools and
resources for patients with the goal of building a patient resource library on hypertension within
Care Navigator. OneCare has been and will continue to work in partnership with the Vermont
Department of Health to support the 3-4-50 campaign and is also supporting the expansion of
RiseVT. Finally, OneCare plans to explore future education and quality improvement initiatives
on pre-diabetes as part of its overall population health management strategy. Resubmission at
Sec. 5, Attach. B; Testimony of Sara Barry (July 13, 2017) at 164:35-166:35.
Comments
48. The Board received four public comments on OneCare’s FY18 budget. The Board also
received comments from the HCA. Commenters generally expressed concern about the lack of
finalized payer contracts, the addition of expenses to the system, the sufficiency of OneCare’s
investments in community-based services and primary care, and the shifting of risk to hospitals,
as well as concerns about properly monitoring quality, access to care, and utilization of health
care services. Some commenters were concerned that OneCare’s performance in shared savings
programs were indicative of future poor performance in programs modeled on the Medicare Next
Generation ACO program.
CONCLUSIONS
OneCare bears the burden of justifying its proposed FY18 budget. In deciding whether to
approve or modify the budget, the Board must consider the criteria of 18 V.S.A. § 9382(b) and
the requirements of the APM Agreement. GMCB Rule 5.000, § 5.405(a), (b).
I.

APM Agreement
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A. Rates
We set the trend rate that will be used to calculate the benchmark for the 2018 Medicare
program at 3.5%. Findings at ¶ 10. This should permit OneCare to make investments in PY1 of
the APM Agreement that may be essential to achieving savings in later years. Furthermore, while
3.5% is higher than the projected national Medicare growth rate for 2018, it is lower than
preliminary data suggests may be the true rate of growth for OneCare-aligned beneficiaries in
2018. Id. Thus, 3.5% may represent an aggressive spending target for OneCare.
We approve a 1.5% Medicaid trend rate, excluding Medicaid pricing changes, or a 6.1%
rate including those changes. The rate falls within the range Wakely will certify, which has been
reviewed by L&E and found to be reasonable. Because pricing changes can be excluded from the
calculation of all-payer TCOC per beneficiary growth, the rate is below the APM Agreement’s
all-payer CAGR target of 3.5%. Id. at ¶ 12.
Finally, we approve a combined annual trend rate for the 2018 commercial program of
between 3.5% and 3.7%, consistent with the approved FY18 hospital budgets and the utilization
trend we established in BCBSVT’s 2018 QHP premium rate case. Id. at ¶¶ 13-14. We do not
believe a rate in this range will cause the overall rate for Medicare, Medicaid, and commercial to
exceed the all-payer CAGR target of 3.5%. See id. at ¶ 9.
B. Alignment and Scale
Vermont must ensure that the programs offered in 2018 by Medicaid and by commercial
and self-insured plans reasonably align with the 2018 Medicare program in the areas of
beneficiary alignment, quality measures, payment mechanisms, risk arrangements, and services
included in the calculation of shared savings and shared losses. APM Agreement at § 6.f. DVHA
has sought to align the 2018 Medicaid program with the Medicare and commercial programs.
Findings at ¶ 18. Because the commercial and self-insured programs are new and their terms are
not yet final, we will require OneCare to report to the Board on how these programs align with
the Medicare program and explain the rationale for any differences.
The APM Agreement also includes targets for the percentage of Medicare and all-payer
beneficiaries aligned to a “Scale Target ACO Initiative.” APM Agreement at § 6.a. As described
in its budget filings, the 2018 payer programs appear to qualify as Scale Target ACO Initiatives.
However, we will require OneCare to demonstrate that this is indeed the case no later than the
end of the first quarter of 2018, after the programs are finalized and the contracts executed.
Overall, OneCare’s payment model has a strong emphasis on redirecting dollars from
hospitals to primary care providers, which should act as a financial incentive for these providers
to join OneCare’s network. Findings at ¶¶ 20, 29-36. Because scale is calculated based on
attribution, which is done largely through attracting primary care providers into the program, this
emphasis should build scale over time. It is important, however, to ensure that OneCare can
accommodate and manage the growth; otherwise, the care management model discussed below
is less likely to be successful.
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C. Population Health Goals
The APM Agreement establishes three statewide population health goals and, to support
achievement of these goals, a number of measures. Id. at ¶ 44. OneCare described a current or
planned strategy for each of these measures. Id. at ¶¶ 45-47. We note that OneCare will also be
accountable for meeting quality measures under each of its payer contracts and these measures
should reasonably align with the APM measures. We also note that OneCare has a solid track
record in the shared savings programs of meeting these payer measures. Id. at ¶ 2. As part of our
ongoing monitoring, we will require OneCare to continue to provide us with information on its
current or planned initiatives to address the APM measures and will review payer-ACO and
ACO-provider quality measures for alignment and consistency with the APM measures.
While we commend OneCare for the work it has done and plans to do on the APM
measures, we believe OneCare should work to better understand its network’s capacity for
providing substance use disorder treatment. We will therefore require OneCare to report on the
number of MAT providers in its network and its network’s capacity for substance use disorder
treatment at all levels of care.
II.

Statutory Criteria
A. Ability to Assume Financial Risk
We must approve a maximum amount of risk that OneCare can assume for 2018 and
ensure that OneCare has in place a financial guarantee sufficient to cover these potential losses.
GMCB Rule 5.000, § 5.403(b); 18 V.S.A. § 9382(a)(16). We cannot approve an actual dollar
amount because the benchmarks will not be calculated until after this Order is issued and will
shift over the course of year as attribution changes.8 Therefore, we approve the risk-sharing
arrangements OneCare proposed in its budget, which means that OneCare’s maximum risk will
be the sum of 4% of the Medicare benchmark, 3% of the Medicaid benchmark, and 3% of the
commercial benchmark. Findings at ¶ 16.
If OneCare implements the “delegated risk model” described in its filings and
presentations, it should be able cover its maximum potential losses, so long as hospitals cover
their MRLs. Id. at ¶ 22. The fixed prospective payment system for hospitals will reduce the
likelihood that OneCare will be responsible for losses approaching its maximum risk because it
will essentially lock in the majority of OneCare’s overall expected spending. If FFS spending
exceeds expectations and OneCare is responsible for repaying losses, hospitals will be obligated
to contribute funds to cover those losses, up to their MRLs. Id. at ¶¶ 21-23.
OneCare did not independently analyze whether hospitals can afford the potential losses
they will assume under the delegated risk model. However, it provided each risk-bearing hospital
with an estimate of their MRL so each hospital could determine whether participation would
jeopardize its solvency. Id. at ¶ 24. Board staff have confirmed that these risk-bearing hospitals
8

For example, under the 2017 Medicaid program, the number of attributed lives has dropped from 29,102 to 24,038
(82.6%). GMCB PowerPoint (Dec. 14, 2017) at 25.
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understand their level of risk and have sufficient cash on hand to cover their maximum risk for
2018. Id. at ¶ 25. Through the hospital budget process, we will monitor the ability of these
hospitals, on an ongoing basis, to take on this level of risk long-term.
We will require OneCare to provide documentation for some of the representations it has
made in its filings. For example, OneCare must provide letters of credit from its founders
evidencing their commitment to cover the top half of the risk being delegated to Brattleboro
Memorial Hospital and Springfield Hospital in 2018 and must provide us with contracts that
obligate each of the risk-bearing hospitals to share risk in the manner described in the budget
filings. To help mitigate risk, OneCare must also establish reserves of $1.1 million by the
midpoint of FY18 and $2.2 million by the end of FY18.
While OneCare expressed interest in purchasing reinsurance at the ACO level and
budgeted $1.5 million for a reinsurance premium expense, it has been unable to provide us with a
quote and discussions on the availability and potential parameters of a policy are still ongoing.
Id. at ¶ 26. We will not require OneCare to purchase reinsurance for 2018. However, if OneCare
can purchase a policy and decides to do so, we need to reevaluate the reserve requirement we are
imposing.9 We will therefore require OneCare to promptly notify us regarding its intent with
respect to reinsurance and obtain our approval prior to purchasing a policy.
B. Information regarding utilization of services and the effects of care models on
appropriate utilization, the ACO’s efforts to prevent duplication of services, and
the ACO’s integration of efforts with the Blueprint for Health and its regional
care collaboratives.
We have reviewed and considered OneCare’s performance in the Medicare, Medicaid,
and commercial shared savings programs in relation to state and national performance. See id. at
¶ 2. While OneCare shared in savings in only one year of one program, this is not necessarily
indicative of what its performance will be in 2018. The design of the Commercial Exchange
Shared Savings Program was flawed and its results are confounded by the program coinciding
with the first year of the merged individual and small group markets in Vermont and an influx of
previously uninsured as a result of the Affordable Care Act. OneCare’s financial performance in
the Medicare Shared Savings was within the norm for most shared savings programs across the
country. Given the national results, it is feasible that OneCare’s failure to achieve savings is due
in part to the weak financial incentives provided for in shared savings programs. See id.
Nationally, performance has been better in two-sided risk programs and preliminary data for
2017 suggest that OneCare’s actual spending in the 2017 Medicaid program, a two-sided risk
program, has been fairly consistent with expected spending. Id. at ¶¶ 2-3.
OneCare has developed a comprehensive model of care designed to achieve quality,
patient experience, and cost goals through increased coordination and collaboration across the
care spectrum. OneCare also described a history of close collaboration and integration with the
Blueprint and existing Community Collaboratives, which can be expected to prevent duplication
with the existing Blueprint networks. Id. at ¶ 40.
9

If OneCare decides not to purchase reinsurance, our expectation is that it would use the budgeted reinsurance
premium to partially fund the reserves, and the remaining $700,000 would be funded by hospitals.
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OneCare plans to expand the complex care coordination program it developed for the
2017 Medicaid program to all payers in 2018. Findings at ¶ 32. This robust program uses risk
stratification to identify the most complex patients and meet their needs through coordinated
efforts at the primary care and community-based provider levels. Increased coordination among
local providers under this program, enabled by web-based care coordination software, should
help prevent duplication of services.
We note that OneCare’s approach to care management and clinical prioritization is
decentralized and relies heavily on the Blueprint Community Collaboratives. If this decentralized
model is ineffective in supporting the achievement of TCOC and quality targets, OneCare may
need to consider refining the approach or seeking a different approach in the future.
C. The extent to which the ACO provides incentives for systemic health care
investments to strengthen primary care (e.g., recruiting additional primary care
providers, providing resources to expand capacity in existing practices, and
reducing the administrative burden of reporting requirements for providers
while balancing the need to have sufficient measures).
OneCare plans to redirect money from AIPBP hospital payments to primary care
practices. It will offer a basic payment of $3.25 PMPM to all “attributing providers,” which are
typically primary care providers, and payments of $15.00 PMPM to primary care providers for
OneCare attributed patients in the complex care coordination program. Id. at ¶¶ 20, 31, 33. These
payments, which will augment existing Blueprint payments, appear likely to attract new primary
care providers to OneCare’s network and will provide new financial support to primary care
practices. OneCare is also offering certain independent primary care practices a capitation
payment model for primary care services, which may appeal to some larger practices. Id. at ¶ 34.
Finally, for the 2018 performance year, primary care providers will receive 70% of any
distributions OneCare is able to make from the VBIF. Id. at ¶ 30.
OneCare described several strategies to expand capacity in existing primary care
practices. First, it noted that because hospital-owned primary care practices will be capitated for
their attributed lives, they will have more flexibility to use non-face-to-face visit models,
including telehealth, patient portal, and phone calls. Id. at ¶ 20. It also noted the availability of
clinical tools like Care Navigator. Id. at ¶ 39. Finally, it explained that it is promoting the use of
registered nurses to expand the primary care workforce by involving them in the performance of
the Medicare Wellness Visit, which frees up physicians and APP-level clinicians to manage
other acute and chronically ill patients. Id. at ¶ 41.
OneCare also described actions that can be expected to reduce administrative burdens on
primary care providers, including the waiver of some prior authorization and utilization
management requirements under the 2017 Medicaid Program. Id. at ¶ 43. In addition, OneCare
stated that it has prioritized reducing the burdens of quality measure reporting by emphasizing
claims-based measures that do not require labor-intensive data gathering from medical records.
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D. The extent to which the ACO provides incentives for systemic integration of
community-based providers in its care model or investments to expand capacity
in existing community-based providers, in order to promote seamless
coordination of care across the care continuum.
As explained above, OneCare has developed a complex care coordination program to
treat its most complex patients through a coordinated effort at the primary care and communitybased provider levels, including a web-based platform for care coordination and analytics. Id. at
¶¶ 32, 37-39. The program includes financial support to community-based providers for their
work in caring for these high-needs patients. Id. at ¶ 33. The program and the payments that
come with it appear to have a strong potential to engage and integrate community-based
providers in OneCare’s model of care and appears to rely on attracting existing communitybased providers into the model, rather than providing an incentive for hospitals to hire their own
providers. Again, the funding for this financial support is redirected from hospitals to
community-based providers. Id. at ¶ 20.
E. The extent to which the ACO provides incentives for preventing and addressing
impacts of trauma and for investments in social determinants of health (e.g.,
developing support capacities that prevent hospital admissions and
readmissions, reduce length of hospital stays, improve population health
outcomes, reward healthy lifestyle choices, and improve the solvency of and
address the financial risk to community-based providers).
OneCare’s investment strategy for addressing social determinants of health and the
impacts of trauma were not clearly articulated, although it did describe a number of activities that
could address these issues. For example, OneCare is making substantial investments in its
complex care coordination program. Id. at ¶ 33. Under this program, providers work with
complex patients to develop and execute a shared care plan, which may address non-medical
barriers to health like lack of housing or transportation. Id. at ¶ 38. OneCare is also making
investments to expand RiseVT as part of its strategy to support prevention and healthy living. Id.
at ¶ 36. Finally, OneCare is developing partnerships to investigate social determinants of health
screenings in primary care settings (e.g., ACES, food insecurity, and maternal depression) and is
partnering with The Permanent Fund for Vermont’s Children to investigate opportunities to
promote health for children and families through early care and education settings. Id. at ¶ 42.
With respect to developing support capacities that address the financial risk to
community-based providers, we note that hospitals bear all the risk under OneCare’s delegated
risk model and that community-based providers will receive payments for engaging in quality
measurement, participating in quality improvement activities, working with their Community
Collaboratives, and engaging in care coordination activities. Id. at ¶¶ 21-22, 31, 33. OneCare will
also continue to fund Medicare SASH and Blueprint payments in risk and non-risk communities
statewide. Id. at ¶ 35. Finally, OneCare described a primary care capitation pilot that it hopes can
serve as an attractive funding model for independent primary care practices. Id. at ¶ 34.
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F. The effect, if any, of Medicaid reimbursement rates on other payers’ rates.
Increased Medicaid reimbursement rates account for much of the 6.1% Medicaid trend.
After adjusting for these rate increases, which may be excluded from the calculation of all-payer
TCOC per beneficiary growth under the APM Agreement, the rate is 1.5%. Id. at ¶ 12. We will
seek to examine the degree to which the Medicaid rate provided to OneCare maintains, lessens,
or widens the differential with other payers participating in the All-Payer ACO Model for the
same services.
G. Information on the ACO's administrative costs.
OneCare’s projected administrative expenses are reasonable and consistent with available
benchmarks. Id. at ¶ 28. We will monitor OneCare’s administrative expenses throughout the year
to ensure they remain close to the budgeted amounts. We will also monitor the administrative
expense ratio year-over-year and compared to national data. Finally, we will require that
administrative expenses be appropriately allocated between Vermont and other states.
While we believe the All-Payer ACO Model holds great promise for controlling health
care cost growth and improving quality of care in Vermont, we understand the concern expressed
by some that ACOs add another layer of complexity and expense to an already complicated and
expensive health care payment system. ACOs should provide a net benefit to the system and we
will monitor OneCare’s administrative expenses to ensure they are less than the total health care
savings generated through the All-Payer ACO Model.
H. The extent to which the ACO makes its costs transparent and understandable.
OneCare has been transparent about the expected costs of its programs and the
administration thereof. OneCare has estimated the amounts each hospital will receive under its
fixed prospective payment model, as well as each hospital’s projected MRL. It has also described
the payments it plans to make under its population health management program. Finally, it has
provided a detailed breakdown of its proposed administrative budget. Representatives from
OneCare have answered questions in several public meetings regarding this information and the
Board has posted all submissions on its website. We note, however, that OneCare has not
described its primary care capitation pilot in as much detail as its other programs. We will
require OneCare to submit more information regarding this pilot program, including a
description of how the capitated payments for primary care services under the pilot compare to
payments hospitals make to primary care providers not participating in the pilot.
I. Public comment on all aspects of the ACO's costs and use and on the ACO's
proposed budget.
We have sought to address some of the concerns raised by the public and the HCA
through conditions we are imposing on our approval of OneCare’s budget. For example, the
HCA expressed concern about the adequacy of OneCare’s grievance policy and the fact that it is
currently limited to Medicaid beneficiaries. To address this concern, we will require OneCare to
consult with the HCA in establishing a process that is consistent with Rule 5.000 and to submit a
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final policy that applies to all aligned beneficiaries. Another commenter noted the need for a plan
to address the provider pay disparity. As explained above, we will require OneCare to provide a
report that describes how the capitated payments under its primary care capitation pilot compare
to payments hospitals make to primary care providers not participating in the pilot. We will also
require that OneCare include in the report a discussion of the degree to which the pilot reduces
administrative burdens for primary care providers. Other issues raised by commenters can be
addressed through the certification process, through ongoing monitoring and reporting, or were
identified as considerations for future ACO budget reviews.
J. The goals and recommendations of the Health Resource Allocation Plan and the
expenditure analyses for the previous year and the year under review.
The Health Resource Allocation Plan or HRAP was last updated in 2009 and the
recommendations in the HRAP were not relevant in OneCare’s budget planning. We are
currently reviewing the HRAP and how it can be used more effectively in our regulatory
processes. In the future, we may want to better understand how ACOs are using the HRAP in
their planning, but for this review we did not find it relevant.
K. The character, competence, fiscal responsibility, and soundness of the ACO and
its principals, and any reports from professional review organizations.
We believe this consideration weighs in favor of approving OneCare’s budget. OneCare
is governed by an 18-member Board that includes experienced executives and clinicians selected
by participating providers. Each member of OneCare’s executive team has been at the ACO for
at least four years and has relevant qualifications. Id. at ¶ 5. No legal actions have been taken
against OneCare, its leadership team, or its Board of Managers. Id. There are no reports from
professional review organizations for us to consider.
ORDER
Based on our Findings and Conclusions above, and pursuant to 18 V.S.A. § 9382 and Act
113, § 8, we hereby approve OneCare’s FY18 budget on the terms, and subject to the conditions,
set forth below:
A. The trend rates used to calculate OneCare’s 2018 benchmarks are approved at 3.5% for
Medicare; 3.5% - 3.7% for commercial; and 6.1% for Medicaid (1.5% after All-payer TCOC
calculation exclusions). OneCare must submit to the Board an updated P&L after attribution
has been finalized and the benchmarks for all payer programs have been calculated.
B. The maximum amount of risk OneCare may assume for 2018 is the sum of the following: 4%
of the Medicare benchmark, 3% of the Medicaid benchmark, and 3% of the commercial
benchmark. OneCare must request and receive from the Board an adjustment to its budget
prior to executing a contract that would cause it to exceed these risk levels.
C. OneCare must submit each payer contract, Medicare, Medicaid, commercial, to the Board
promptly after it is executed.
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D. No later than the end of the first quarter of 2018, OneCare must submit a written report to the
Board demonstrating to the Board’s satisfaction that the BCBSVT and UVMMC programs
qualify as Scale Target ACO Initiatives under section 6.b. of the APM Agreement.
E. No later than the end of the first quarter of 2018, OneCare must submit a report to the Board
that describes how its contracts with BCBSVT and UVMMC align with the Medicare
contract in the areas of total cost of care, attribution and payment mechanisms, patient
protections, provider reimbursement strategies, and quality measures, and that explains the
rationale for any differences in these areas.
F. OneCare must implement the delegated risk model it described in its budget proposal, except
that it must:
1. provide the Board by January 15, 2018, contracts that obligate each of the risk-bearing
hospitals to OneCare’s risk sharing policy;
2. provide the Board by January 15, 2018, a policy approved by OneCare’s Board of
Managers which delegates risk to the risk-bearing hospitals in the manner described in
OneCare’s budget filings;
3. provide the Board with irrevocable letters of credit from UVMMC and DH-H committing
to cover risk-share for Brattleboro Memorial Hospital and Springfield Hospital;
4. establish reserves of $1.1 million by July 1, 2018 and $2.2 million by December 31,
2018;
5. seek and obtain approval from the Board prior to using reserves; and
6. notify the Board promptly regarding its intent to purchase aggregate total cost of care
reinsurance for 2018 and obtain the Board’s approval prior to purchasing a policy.
G. OneCare must fund SASH and Blueprint for Health payments (CHT and PCP) at 2017
Medicare levels plus an inflationary rate of 3.5% in both risk and non-risk communities, as
described in the proposed budget.
H. OneCare must fund its other population health management and payment reform programs—
Value-Based Incentive Fund, Basic OneCare PPM, Complex Care Coordination Program,
PCP Comprehensive Payment Reform Pilot, and RiseVT—at no less than 3.1% of its overall
budget. The Board will monitor this ratio throughout the year to ensure it does not decrease
below 3.1%. If the percentage decreases, OneCare must promptly alert the Board.
I. No later than the end of the second quarter of 2018, OneCare must submit a payment
differential report that describes its Comprehensive Payment Reform Pilot’s payment
methodology and analyzes how the capitated payments for primary care services under its
program compare to the payments hospitals make to primary care providers that are not
participating in the pilot. The report must also address how the Comprehensive Payment
Reform pilot reduces administrative burden for primary care providers. At the end of the
fourth quarter of 2018, OneCare must submit a quality report that includes a description of
the measurement process and preliminary quality results comparing the outcomes of the
Comprehensive Payment Reform Pilot cohort with the non-pilot cohort. A final report of
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quality results must be submitted in 2019 at a time to be determined by Board staff in
consultation with OneCare.
J. No later than the end of the second quarter of 2018, OneCare must report to the Board on the
number of Medication Assisted Treatment providers in its network and update the Board on
its network’s capacity for substance use disorder treatment at all levels of care (including
preventive care).
K. OneCare must ensure that its administrative expenses are appropriately allocated by state
(i.e., between VT and NY).
L. OneCare’s administrative expense ratio must be consistent with its proposed budget, as
modified by this Order. If the expense ratio increases by more than one percent (1%),
OneCare must promptly notify the Board.
M. OneCare’s administrative expenses should be less than the health care savings generated
through the All-Payer Accountable Care Organization Model.
N. OneCare must consult with the Office of the Health Care Advocate to establish a grievance
and appeals process consistent with Rule 5.000 and submit to the Board a final policy that
applies to all aligned beneficiaries.
O. In consultation with GMCB staff, OneCare must identify a pathway by which potential
savings from this model will be returned to participating commercial premium rate payers,
initially focusing on those individuals with qualified health plan (QHP) coverage through
Vermont Health Connect.
P. After notice and an opportunity to be heard, the Board may make such further orders as are
necessary to carry out the purposes of this Order and of 18 V.S.A. § 9382.
Q. All materials required under this Order shall be provided electronically, unless doing so is
not practicable.
R. The findings and orders contained in this decision do not constrain the Board’s decisions in
future ACO budget reviews, hospital budget reviews, certificate of need reviews, insurance
rate reviews, or in any other future regulatory or policy decisions.
So ordered.
Dated: January 3, 2018 at Montpelier, Vermont
s/ Kevin Mullin, Chair
s/ Jessica Holmes
s/ Robin Lunge

)
)
)
)
)

GREEN MOUNTAIN
CARE BOARD
OF VERMONT
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s/ Maureen Usifer
s/ Tom Pelham

)
)
)
)

Filed: January 3, 2018
Attest: s/ Erin Collier
Green Mountain Care Board
Administrative Services Coordinator

NOTICE TO READERS: This document is subject to revision of technical errors. Readers are
requested to notify the Board (by e-mail, telephone, or in writing) of any apparent errors, so that
any necessary corrections may be made. (Email address: Janeen.Morrison@vermont.gov).
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ONECARE VERMONT ACCOUNTABLE CARE ORGANIZATION, LLC
BOARD OF MANAGERS MEETING
JANUARY 16, 2018
MINUTES
A meeting of the Board of Managers of OneCare Vermont Accountable Care Organization, LLC
(“OneCare”) was held on January 16, 2018, at OneCare Vermont in Colchester, Vermont.
I.

Call to Order
Kevin Stone called the meeting to order at 4:35 p.m.

II.

Introductions/Attendance
Tim Ford CEO of Springfield Hospital and Steve Gordon CEO of Brattleboro Memorial Hospital
were welcomed as new Board Members. There were no public members in attendance from the
public.

III.

Minutes
Upon a motion duly made and seconded, the minutes from December 19 and December 22, 2017,
were approved.

IV.

CEO Update
Todd Moore highlighted the accomplishments from OneCare over the past year, (see attached
document) many of which did not even exist one year ago. He also gave a high-level outlook for
what to look forward to in the coming year, including the 2nd year of the All Payer Model,
development and submission of OneCare VT’s second annual budget using actual numbers from
our first year in the All Payer Model. Other highlights include the launching of Care Navigator
and Event Notification, which allows for real time discharge information into Care Navigator to
allow providers and care coordinators to see in real time what is happening with beneficiaries.

V.

Committee Updates
Executive Committee: The committee discussed who would replace Kevin Kelley who left the
Board. The committee is recommending that Tim Ford, CEO of Springfield Hospital which is
owned by an FQHC. The committee also discussed the upcoming legislative session. OneCare
leadership was asked to testify regarding their thoughts on the Universal Primary Care bill, S.53.
Todd quickly summarized the bill (See attached). There are questions that still need to be
addressed at the state level including implementation and financing of the program. They
committee also discussed the remaining certification requirements need required by the GMCB.
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Upon a motion duly made and seconded, Tim Ford was appointed to the Executive Committee by
a supermajority.
Finance Committee: The Committee met and discussed the remaining requirements from the
GMBC budget order including reserves and how they could begin to meet the outstanding
requirements. There were some additional documents that were required by the GMCB by January
15th which were submitted yesterday. The committee also discussed the BCBSVT program
parameters and what will be needed to start to move forward and implement that program from the
finance side. There was a discussion around truncation for Medicare. They are still discussing
with BCBSVT large case protection and staff is evaluating further what their options are. The
Committee also reviewed monthly Medicaid Spending report and then reviewed and financials for
the month of ending November.
Upon a motion duly made and seconded to approve that was s, the monthly financials were
approved.
Population Health Strategy Committee: The Committee discussed expanding its membership by 6
new members. (See proposed additions in packet). This expansion will require amending the
Population Health Strategy Committee Charter to allow up to 10 clinical network representatives
to participate on the committee. A discussion ensued on whether it might be better to increase
the membership by more (15) to factor in that as OneCare grows, the committee will need to
continue to expand as well. A second motion was made to increase the membership to 15 instead
of 10 as previous proposed. Dr. Stephen Leffler named the new members that the Committee was
recommending to the Board to be added. Claudio highlighted the correct title for the member from
North County. .
Upon a motion duly made and seconded, the charter was amended by supermajority vote to
increase the membership of the committee to include 15 representatives of the clinical network.
Upon a motion duly made and seconded, by supermajority vote, the new members of the
Population Health Strategy Committee were appointed.
Network Clinical Committees: There were no updates because no meetings have occurred since
the last meeting.
Patient and Family Advisory Committee: The Patient and Family Advisory Committee discussed
how consumers will know they are part of an ACO and what does it mean for those that are a part
ACO from the patient perspective. There is still concern around understanding what an ACO
really is and there is a feeling it resembles an HMO and there continues to be a real fear of
rationing care. Dr. Toby Sadkin did highlight RiseVT at the last committee meeting and they
seemed to be very curious and interested about program and would like to have a presentation on
this program in the future. Todd highlighted that he has a GMCB advisory committee and there
has been discussion about how to brand All-Payer Model at the state level and how to help educate
the public. There was also a discussion around the opt-out procedures for various payer programs.
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VI.

Government Relations Update
Tom Borys gave an update on the GMCB budget order (see attached document) and highlighted
some of outstanding items are OneCare is required to submit to the GMCB including how we plan
to meet the All-Payer Scale targets as well as what we are doing to align the payer programs so
they are seamless as possible across all three payers. The GMCB also wanted OneCare to provide
our risk sharing losses policy as well as letters of credit from the founders for the half of the risk
for the two new hospitals that are in participating in all three programs. Tom highlighted the
reserves requirement as well as needing approval from the GMCB for use of these reserves.
OneCare leadership has met and will continue to meet with GMCB staff to layout a timeline and
project plan to meet the deadlines to complete the requirements of the budget order and our
certification requirements.
Todd explained that the certification is different from the budget order, and that certification is
more like a readiness review and OneCare showing that we have the capabilities to do what we
say we will do as an ACO.
There was a brief update on the start of the legislative session and that there is not much in way of
new bills that will affect the ACO itself rather the focus will be on mental health, prescription
drugs and dealing with the elimination of subsidies on the exchange.
Payer Programs Update
Todd updated that OneCare now has a program coordinator from CMMI for the Medicare Next
Generation program who has been very helpful to date. We have received our total alignment file,
but not our attribution by practice file. We are also still waiting on a full claims lookback file.
Staff is spending time getting up to speed on and making sure we are meeting the program
requirements thus far. The Comprehensive Payment Reform Pilot (CPR) initial monthly payment
will be made this.
The Vermont Medicaid Next Generation Program (VMNG) is progressing smoothly. The First
month’s payments will be made this week and we are now in the process of final settlement and
run outs for the 2017 Performance Year.
The BCBS Program Agreement has been signed and OneCare should receive attribution and
claims data in February. Meetings with BCBS are being scheduled to focus on resolving the
outstanding issues around the technical aspects of payments and claims submission process.
The UVMMC pilot for its self-insured plan now has a draft of “memorandum of understanding”
that outlines the program and parameters. The target start date is February 1st retrospective to
January 1. The Complex care Coordination program within the pilot is also set to begin in
February or March.

VII.

Payment Reform Update
Tom re-highlighted the Comprehensive Payment Reform (CPR) pilot payment schedule as noted
above as well as the fixed payments to the hospitals also noted above. Todd explained that the
Blueprint payments will be being paid using advanced shared savings from CMS and not our
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regular ACO All Inclusive Population Based Payments (AIPBP). OneCare is acting as the fiscal
agent for the Blueprint payments and we are on track to make the first payment in February, and
then quarterly thereafter.
Public Comment:
There was no public comment.
Recess

VIII.
IX.
X.

Executive Session
Voting
1. The Minutes from the December 19 and December 22 Board of Managers Executive Session
were approved unanimously by a supermajority
2. Motion to Invoke the CMS fraud and abuse waivers as part of its participation in the Next
Generation program was approved unanimously by a supermajority.
3. Motion to approve to dispersing 2017 OneCare surplus back to the Network Hospital
participants as a partial refund to their 2017 dues was approved unanimously by a
supermajority.

XI.

Other Business
No new business was presented.

XII.

Adjourn
Upon a motion that was seconded, the meeting adjourned at 6:56 p.m.
Attendance:
OneCare Board Members
☐ Angela Allard
☒ Lorne Babb, MD

☒ Steven Gordon
☒ Todd Keating

☒ Joseph Perras, MD
☐ Judy Peterson

☒
☒
☒
☒
☒

☒
☒
☒
☐
☒

☒ Toby Sadkin, MD
☒ John Sayles
☒ Kevin Stone

Jill Berry-Bowen
John Brumsted, MD
Betsy Davis
Tim Ford
Claudio Fort

Steve LeBlanc
Steve Leffler, MD
Judy Morton
Mary Moulton
Pamela Parsons

OneCare Risk Strategy Committee
☒ Tom Dee
☒ Jeffrey Haddock, MD

☒ Tom Manion
☐ Anna Noonan
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OneCare Leadership and Staff
☒
☒
☒
☒
☒

Todd Moore
Vicki Loner
Norm Ward, MD
Jennifer Parks
Martita Giard

☒
☒
☒
☒
☒

Tom Borys
Leah Fullem
Sara Barry
Joan Zipko
Susan Shane
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☒ Linda Cohen Esq.
☒ Spenser Weppler
☒ Amy Bodette

