
  
                
 
 

OneCare Vermont Accountable Care Organization, LLC 
Board of Managers Meeting Agenda 

March 20, 2018 
4:30 p.m. – 7:00 p.m. 

Central Vermont Medical Center – Conference Room 1 
                   
  Topic        Presenter  Time 
  

1. Call to Order       Kevin Stone  4:30 pm 
 

2. Approval of Minutes*      Kevin Stone  4:32 pm 
a. February 20, 2018 Board of Managers Meeting 

 
3. CEO Updates       Todd Moore  4:42 pm 

  
4. OneCare Committee Updates       4:50 pm 

a. Executive Committee     Kevin Stone 
b. Finance Committee     Todd Keating 
c. Patient and Family Advisory Committee  Betsy Davis 

 
5. CMO Update        Norm Ward, MD 5:00 pm 

 
6. Government Relations Update       5:05 pm 

a. GMCB Update      Vicki Loner 
i. Certification and Deliverables* 

b. 2018 Vermont Legislative Session   Todd Moore 
i. S.53 Universal Primary Care* 
ii. State FY’19 Budget 

 
7. Payer Program Updates        5:15 pm 

a. Modified Medicare Next Gen    Todd Moore 
b. Vermont Medicaid Next Gen (VMNG)  Vicki Loner 
c. Commercial Programs    Tom Borys 

 
8. Finance Update         5:25 pm 

a. 2018 Budget with Updated Attribution*  Karen Lee/Tom Borys 
 

9. Public Comment      Kevin Stone  5:35 pm 
  

10. Recess       Kevin Stone  5:40 pm  
 
11. OneCare Board of Managers Executive Session  Kevin Stone  5:45 pm 

 
 
 



12. Board Votes        Kevin Stone  6:50 pm 
1. Vote to Endorse 2019 Network Development  

Strategy 
2. Vote to Approve Blue Cross Blue Shield of Vermont 

      Stop-loss Proposal (Tentative) 
 

13. Other Business       Kevin Stone  6:55 pm 
 
14. Adjourn        Kevin Stone  7:00 pm 

 
*Denotes Attachments 

 
Attachments: 

2.    Draft OneCare Board of Manager Minutes from February 20, 2018 
6.ai.  GMCB Deliverables, Follow-up Memo for Certification and GMCB Presentation 
6.bi    S.53 as passed out of Senate Health and Welfare 
8 a.   2018 Budget with Updated Attribution Document 

   
 

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













2018 GMCB Budget Order Item
Budget 
Order 
Letter

Materials Requested
Date Due 

O neC are must request and receive an adjus tment to its  budget prior to executing a contract that would cause it to exceed the 
following maximum ris k levels :  4%  of the Medicare benchmark; 3%  of the Medicaid benchmark; and 3%  of the commercial 
benchmark. 

A risk levels  in contracts
1/15/2018

P rovide the B oard by J anuary 15, 2018, a policy approved by O neC are’s  B oard of Managers  which delegates  risk to the risk-
bearing hospitals  in the manner described in O neC are’s  budget filings ; F.1 R isk P olicy

1/15/2018
O neC are must fund Medicare S AS H and B lueprint for Health payments  (C HT  and P C P ) at 2017 levels  plus  an inflationary 
rate of 3.5%  in both ris k and non-ris k communities . G C itation in Medicaid C ontract

1/15/2018
O neC are must implement the delegated ris k model it des cribed in its  budget proposal and provide the B oard by J anuary 15, 
2018, contracts  that obligate each of the ris k-bearing hos pitals  to O neC are’s  risk sharing policy; F R isk-sharing contracts  and final 

amounts 1/15/2018

O neC are must submit to the B oard an updated P &L  after attribution has  been finalized and the benchmarks  for all payer 
programs  have been calculated.   T rend R ates  Approved:  3.5%  for Medicare
       3.5%  - 3.7% for C ommercial 
       6.1%  for Medicaid   

A Updated P &L  with attribution 

3/30/2018

P rovide the B oard with irrevocable letters  of credit from O neC are’s  founders  committing to cover risk-share for B rattleboro 
Memorial Hospital and S pringfield Hos pital; D Irrevocable letters  of credit from 

UVMMC  and DHMC 3/30/2018
O neC are must implement the delegated ris k model it des cribed in its  budget proposal and provide the B oard by J anuary 15, 
2018, contracts  that obligate each of the ris k-bearing hos pitals  to O neC are’s  risk sharing policy; F.2 final amounts  being allocated to 

each contracting entity 3/30/2018

O neC are must submit a report to the B oard that the B C B S VT  and UVMMC  programs  qualify as  S cale T arget AC O  Initiatives  
under section 6.b. of the AP M Agreement.  D S cale T arget R eport

3/30/2018
O neC are must submit a report to the B oard des cribing how B C B S VT  and UVMMC  contracts  align with the Medicare contract 
in the areas  of: total cos t of care; attribution and payment mechanisms ; patient protections ; provider reimbursement 
s trategies ; and quality meas ures , and a rationale for any differences .

E Alignment R eport (to include the 
attributes  mentioned)

3/30/2018
F irs t quarter O perating R esults  (per the R ule), with G MC B  monitoring to include: P H 3.1% , R eserves , Adminis trative expense 
ratio* and attribution L, H, M Q uarterly P &L

4/30/2018

O neC are must report to the B oard on the number of Medication Ass is ted T reatment providers  in its  network and update the 
B oard on its  network’s  capacity for s ubs tance us e dis order treatment at all levels  of care (including preventive care). J S ubstance Use D isorder P rovider 

update 6/30/2018
E stablish reserves  of at leas t $1.1 million by J uly 1, 2018.

F.4 Q uarterly P &L
6/30/2018

O neC are must s ubmit a payment differential report that des cribes : a) its  C omprehens ive P ayment R eform P ilot’s  payment 
methodology, and b) 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; c) the report should also address  
how the C omprehens ive P ayment R eform pilot reduces  adminis trative burden for primary care providers . 

I

P ayment D ifferential R eport to 
include: comparison of payments  

of providers  in model, 
adminis trative burden.

6/30/2018



S econd quarter O perating R es ults  (per the R ule), with G MC B  monitoring to include: P H 3.1% , R eserves , Adminis trative 
expense ratio* and attribution L, H, M Q uarterly P &L

7/28/2018

T hird quarter O perating R esults  (per the R ule), with G MC B  monitoring to include: P H 3.1% , R eserves , Adminis trative 
expense ratio* and attribution L, H, M Q uarterly P &L

10/31/2018
F ourth quarter O perating R esults  (per the R ule), with G MC B  monitoring to include: P H 3.1% , R eserves , Adminis trative 
expense ratio* and attribution L, H, M Q uarterly P &L

1/31/2019
E stablish res erves  of $2.2 million by December 31, 2018. F.4 Q uarterly P &L 1/31/2019
O neC are’s  adminis trative expens es  s hould be les s  than health care savings  generated through the All-P ayer Accountable 
C are O rganization Model. M G MC B  will draft plan for analys is

1/31/2019
In consultation with G MC B  s taff, identify a pathway by which potential savings  from this  model will be returned to participating 
commercial premium rate payers , initially focus ing on thos e individuals  with qualified health plan (Q HP ) coverage through 
Vermont Health C onnect.

O G MC B  to set a date for 
discuss ion 

1/31/2019

O neC are must s ubmit each payer contract, Medicare, Medicaid, C ommercial, to the B oard promptly after it is  executed. C P ayer C ontracts As  soon as  
complete

O neC are must consult with the O ffice of the Health C are Advocate to es tablish a grievance and appeals  process  cons is tent 
with R ule 5.000 and submit to the B oard a final policy that applies  to all aligned beneficiaries . N

O C V meets  with HC A regularly. 
G rievance and Appeals  process  

will be received during 
C ertification. no date

S eek approval from the board prior to res erves  being us ed. F.5 None no date
Notify the B oard promptly regarding its  intent to purchas e aggregate total cos t of care reinsurance for 2018. F.6 None no date
O neC are must fund its  other population health management and payment reform programs  at no less  than 3.1%  of its  overall 
budget. If the percentage decreas es , O neC are mus t promptly alert the B oard.* H None

no date
O neC are’s  adminis trative expens e ratio mus t be cons is tent with its  proposed budget. If the expense ratio increases  by more 
than one percent (1% ) from the budget, O neC are mus t promptly inform the B oard.* M None

no date
O neC are must ens ure that its  adminis trative expens es  are appropriately allocated by s tate (i.e., between VT  and NY ). K Annual financial audit with 

financial s tatements
no date 

determined
P ayment different report #2 quality report
NOTES with no end date:



Questions/Document Requests 

1. § 5.202(g).  Please resubmit a screenshot for OneCare’s “contact us” page with a checkbox 
for CAG-related communications.  
 

2. § 5.203(d)(5).  OneCare’s Compliance Officer is responsible for “oversight and operation” of 
the Compliance Plan. Does this responsibility include reporting probable violations of law to 
the appropriate authorities under section 5.b of the Compliance Plan?  
  

3. § 5.205(b).  Please describe OneCare’s process/timeline and criteria for accepting providers 
into its network for 2019.  
 

4. § 5.206(c).   
 

a. Apart from the use of the John’s Hopkins Clinical Grouper to calculate risk scores for 
attributed patients, does OneCare provide any additional supports that would help 
providers identify individuals with mental health and/or substance use disorder 
conditions (e.g., Camden Cards or other tools)?   
 

b. How does OneCare’s approach to providing holistic and person-centered care, as 
described in Procedure No. C02-05, improve coordination for individuals with mental 
health and/or substance use disorder conditions?  Please feel free to include a patient 
narrative or story if appropriate.  

 
5. § 5.206(j)(3). Please provide a sample (i.e., unpopulated) shared care plan and describe 

where self-management would be addressed.  
 

6. § 5.206(k).  We noted OneCare’s Care Coordination and Disease Management Program, 
Procedure C02-05, states that care coordination services need to be culturally competent, 
accessible and personalized to meet the needs of each individual served. We also noted that 
OneCare’s Network Support and Access Policy, Policy 06-06, states that OneCare will make 
interpreter services available to attributed patients. Besides interpreter services, are there 
other ways OneCare supports providers in delivering care coordination services that are 
responsive to different cultures and preferred languages? For example, is this topic part of 
OneCare’s care coordinator trainings? Is it addressed through tools such as Camden Cards?  
  

7. § 5.208(a).  OneCare’s Network Support and Access Policy, Policy 06-06, states that 
“OneCare will not restrict a patient’s access to any approved Payer Participants in or out of 
OneCare’s network.”  Does “approved Payer Participants” mean providers in a payer’s 
network? 

 
8. § 5.207.  Please describe or provide a document that describes the clinical priority areas 

OneCare has identified for its network in 2018?  
 



9. § 5.207.  We received OneCare’s Utilization Management Plan and Quality Improvement 
Procedure (C02-08). If there is an additional Quality Improvement Plan, please provide it.  

 
10. § 5.210(a)(2).  Please describe OneCare’s progress to date on enabling event notification 

through Care Navigator.  
 

11. § 5.210(a)(3).  Please provide a document that states the number of unique users that have 
received training on Care Navigator.  
 

12. § 5.210(b)(4).  Please provide a description for how you integrate your clinical and financial 
data systems to manage financial risk. This may include sample reports. Please describe any 
planned enhancements in 2018, including a timeline. 

Attestations 

Please attest to the following certification requirements by initialing in the spaces provided.  

1. § 5.205(d).  Decisions to terminate a Participant or Provider under an ACO program will be 
accompanied by a written statement of the reasons for the decision. ________ 
 

2. § 5.206(c).  OneCare makes its care coordination policies and procedures available to the 
public. ________ 
 

3. § 5.208(a). OneCare does not 
a. interfere with Enrollees’ freedom to select their own Health Care Providers, consistent 

with their health plan benefit, regardless of whether the Providers are ACO Participants; 
________ 

b. provide incentives to restrict access to Health Care Services solely on the basis of cost. 
________ 

 
4. § 5.208(b). OneCare does not  

a. Reduce or limit the services covered by an Enrollee’s health plan; ________ 
b. offer inducements to Providers to forego providing medically necessary Health Care 

Services to Enrollees or referring Enrollees to such services. ________ 
 

5. § 5.208(c). OneCare does not increase Enrollees’ cost sharing under the Enrollees’ health 
plan. ________ 

 
6. § 5.208(h)(6). OneCare maintains copies of all communications between OneCare and an 

Enrollee or the Enrollee’s representative regarding a grievance or complaint. ________ 
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Green Mountain Care Board 

ACO Certification

Rule 5.000: Sections 5.201-5.210
Oversight of Accountable Care 

Organizations

OneCare Vermont Review
Staff Discussion and Recommendations

March 14, 2018



Agenda

• Background

• Certification Timeline

• Statutory Criteria

• Certification Review

• Outstanding Issues and Monitoring

• Next Steps
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Background:

Act 113 of 2016 and 

Accountable Care Organization Regulation

• Establishes criteria for implementing all-payer value-based payment models 
and for entering into an agreement for Medicare’s participation.

• Requires review, modification, and approval of Accountable Care 
Organization (ACO) budgets.

• Requires Certification of ACOs.
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ACO Certification

• To be eligible to receive payments from Medicaid or a commercial 
insurer, an ACO must be certified by the Board. 18 V.S.A. § 9382(a) 
(effective Jan. 1, 2018). 

• The Board must begin certifying ACOs on or before January 1, 
2018. Act 113, § 8. 

• The Board may provisionally certify an ACO with conditions, in 
which case the ACO will be eligible to receive payments from 
Medicaid or a commercial insurer as specified in 18 V.S.A. § 9382(a). 
GMCB Rule 5.000, § 5.303(e). 
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OneCare Vermont Review

 Certification update – December 21, 2017

 On January 5, 2018, the Board provisionally certified OneCare with the 
condition that it successfully complete the certification process and comply 
with the certification criteria to the Board’s satisfaction by March 31, 2018. 

 Staff reviewed OneCare’s budget submissions against the certification 
standards in Rule 5.000 and identified additional documentation OneCare 
would need to provide to proceed with certification. 

 Staff also received a demonstration of Care Navigator and Workbench One, 
OneCare’s care coordination and analytic platforms. 
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16 Statutory Criteria
(1) The ACO's governance, leadership, and management structure is 

transparent, reasonably and equitably represents the ACO's participating providers 
and its patients, and includes a consumer advisory board and other processes for 
inviting and considering consumer input.

(2) The ACO has established appropriate mechanisms and care models to 
provide, manage, and coordinate high-quality health care services for its patients, 
including incorporating the Blueprint for Health, coordinating services for complex 
high-need patients, and providing access to health care providers who are not 
participants in the ACO.

(3) The ACO has established appropriate mechanisms to receive and distribute 
payments to its participating health care providers.

(4) The ACO has established appropriate mechanisms and criteria for accepting 
health care providers to participate in the ACO that prevent unreasonable 
discrimination and are related to the needs of the ACO and the patient population 
served.
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16 Statutory Criteria

(5) The ACO has established mechanisms and care models to promote 
evidence-based health care, patient engagement, coordination of care, use of 
electronic health records, and other enabling technologies to promote 
integrated, efficient, seamless, and effective health care services across the 
continuum of care, where feasible.

(6) The ACO's participating providers have the capacity for meaningful 
participation in health information exchanges.

(7) The ACO has performance standards and measures to evaluate the 
quality and utilization of care delivered by its participating health care 
providers.

(8) The ACO does not place any restrictions on the information its 
participating health care providers may provide to patients about their health 
or decisions regarding their health.
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16 Statutory Criteria

(9) The ACO's participating health care providers engage their patients in 
shared decision making to inform them of their treatment options and the 
related risks and benefits of each.

(10) The ACO offers assistance to health care consumers, including:

(A) maintaining a consumer telephone line for complaints and grievances 
from attributed patients;

(B) responding and making best efforts to resolve complaints and 
grievances from attributed patients, including providing assistance in 
identifying appropriate rights under a patient's health plan;

(C) providing an accessible mechanism for explaining how ACOs work;

(D) providing contact information for the Office of the Health Care 
Advocate; and

(E) sharing deidentified complaint and grievance information with the 
Office of the Health Care Advocate at least twice annually.
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16 Statutory Criteria

(11) The ACO collaborates with providers not included in its financial model, 
including home- and community-based providers and dental health providers.

(12) The ACO does not interfere with patients' choice of their own health care 
providers under their health plan, regardless of whether a provider is participating 
in the ACO; does not reduce covered services; and does not increase patient cost 
sharing.

(13) The meetings of the ACO's governing body comply with the provisions of 
section 9572 of this title (deals with meetings of an ACO’s governing body, such as 
posting the schedule of meetings and agendas and posting recordings or minutes of 
meetings).

(14) The impact of the ACO's establishment and operation does not diminish 
access to any health care or community-based service or increase delays in access to 
care for the population and area it serves.

9



16 Statutory Criteria

(15) The ACO has in place appropriate mechanisms to conduct ongoing 
assessments of its legal and financial vulnerabilities.

(16) The ACO has in place a financial guarantee sufficient to cover its potential 
losses.
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ACO Oversight: Certification Criteria

The GMCB must ensure that the ACO meets criteria in the following ten 
sections from Rule 5.000:

➢ 5.201 - Legal Entity

➢ 5.202 - Governing Body

➢ 5.203 - Leadership and Management

➢ 5.204 - Solvency and Financial Stability

➢ 5.205 - Provider Network

➢ 5.206 - Population Health Management and Care Coordination

➢ 5.207 - Performance Evaluation and Improvement

➢ 5.208 - Patient Protections and Support

➢ 5.209 - Provider Payment

➢ 5.210 - Health Information Technology

11



5.201

Legal Entity

Topics:

➢ ACO as legal entity separate from its participating providers.

➢ Registration with Sec. of State and authorization to do business in VT. 

Documents Reviewed:

➢ Certificate of Good Standing

➢ Operating Agreement

➢ Budget submission

Status: Complete
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5.202

Governing Body
Topics:

➢ General authority/responsibility of governing body.

➢ Composition of governing body (representation of Participants and consumers).

➢ Transparency of governing processes (18 V.S.A. § 9572).

➢ Mechanisms for consumer input.

➢ COI policy.

Documents Reviewed:

➢ Board of Managers (BOM) roster

➢ Operating Agreement and Bylaws

➢ Budget submissions (e.g., network information)

➢ Consumer advisory group documents (e.g., charter and orientation materials)

➢ Narrative responses to questions

➢ OneCare website (including minutes and agendas for BOM meetings)

➢ COI policy

Status: Complete, with proposed monitoring on: 

§ 5.202(b). Composition of Board of Managers

Note: Potential rule change identified for future
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5.203

Leadership and Management

Topics:

➢ Leadership and management structure.

➢ Responsibilities for clinical oversight.

➢ Compliance Plan.

Documents Reviewed:

➢ Operating Agreement

➢ Budget submissions

➢ Compliance Plan

Status: Complete
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5.204

Solvency and Financial Stability

Topics:

➢ Mechanisms/processes for assessing legal and financial risks.

➢ Financial stability/solvency.

Documents Reviewed:

➢ Narrative response

Status: Complete, with previously established monitoring through a quarterly 
P&L to evaluate financial stability, required by ACO Budget Order. 
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5.205

Provider Network

Topics:

➢ Existence of written agreements with ACO Participants that allow ACO to 
take remedial actions.

➢ Mechanisms and criteria for accepting providers.

➢ Provider appeal process.

Documents Reviewed:

➢ Participant and Affiliate (Preferred Provider) Agreements

➢ Network Support and Access Policy

➢ Provider Appeals Policy

Status: In process (see next slide)
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5.205

Provider Network

Items in process
§ 5.205(b).  Staff asked (3/9/18) OneCare to describe its process/timeline and criteria 
for accepting providers into its network for 2019.

➢ OneCare responded that its BOM is scheduled to endorse the 2019 contracting 
process/timeline and network development/expansion strategy at its March 20, 
2018 meeting. 

§ 5.205(d).  OneCare has a policy that allows ACO Participants to appeal decisions 
to terminate their participation in the ACO. The policy does not currently allow 
providers who are denied participation to file an appeal. We discussed the creation 
of such a process, whereby providers that fall within the ACO’s expansion strategy 
are able to appeal a decision to deny them participation. 

➢ OneCare responded that they will be amending their current appeals policy, 
which will be presented at their March 20, 2018 BOM meeting.

GMCB staff will provide Board with a status update after the March 20 meeting of 
OneCare’s BOM.
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5.206

Population Health Management 

and Care CoordinationTopics:

➢ How an ACO effectively coordinates services with Payers, Participants, and non-Participant 
providers, including community-based provider organizations for Attributed Enrollees, 
including the Blueprint for Health.

➢ How an ACO supports Participants in care coordination using a Population Health 
Management Model using data and analytics.

Documents and Materials Reviewed:

➢ SASH Statement of Work

➢ Medicare Next Generation Implementation Plans

➢ Care Coordination and Disease Management Program within an Integrated Care Delivery 
Model Policy

➢ Johns Hopkins ACG for risk stratification and OCV’s Population Health Approach to Care 
Coordination

➢ Workbench One and Care Navigator Platforms

➢ Care Navigator Training Procedure and training calendar

➢ OCV Utilization Management Plan

➢ Budget and certification narratives

Status: Complete
18



5.207

Quality Evaluation and Improvement

Topics:

➢ A Quality Improvement Program actively supervised by the ACO’s clinical director or 
designee that identifies, evaluates, and resolves potential problems and areas for 
improvement.

Documents Reviewed:

➢ Quality Improvement Procedure

➢ Clinical Priorities 2018

➢ Quality Improvement Procedure Work Plan

Status: Complete
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5.208 

Patient Protections and Support 

20

Topics:

➢ Enrollee freedom to select their own health care providers. 

➢ Prohibition against increasing cost sharing or reducing services covered under 
Enrollee’s health plan.

➢ Ensuring patients are not billed in the event an ACO does not pay a provider.

➢ ACO’s grievance and complaint process, including a consumer telephone line.

Documents Reviewed:

➢ Network Support and Access Policy

➢ Quality Improvement Workplan Policy

➢ Patient Complaint and Grievance Policy

➢ Internal Operations Inquiry Tracking Form (for tracking grievance and complaints)

Status: Complete, with monitoring on: 

§ 5.208(j). Completion of Enrollee notification 

§ 5.208(i). Regular reporting of grievance and complaint information 



5.209

Provider Payment
Topics:

➢ Ability to administer provider payments.

➢ Coupling of alternative payment methodologies with mechanisms to improve or 
maintain performance on quality/access measures.

➢ Alignment of ACO-payer incentives and ACO-provider incentives.

➢ Provider appeals re: payments from ACO.

Documents Reviewed:

➢ Fixed Prospective Payment Distribution Procedure

➢ Primary Care Case Mgmt. and Population Health Management Payment Distribution 
Procedure

➢ Advanced Community Care Coordination Payment Procedure

➢ Budget submissions (e.g., Value-Based Incentive Funds Calculation & 2018 Savings 
Losses Sharing Model Policy)

➢ Provider Appeals Policy

➢ Quality Improvement Procedure

Status: Complete
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5.210

Health Information Technology

Topics:
➢ Data collection and integration: consent of enrollees, data sharing to support care 

coordination, trainings and support.
➢ Data analytics: integrate data to make it actionable, measure care process improvements 

and costs of care.
➢ Integration of clinical and financial data system to manage financial risk.

Documents Reviewed:
➢ Budget submission
➢ BOM minutes re: vote to establish OHCA
➢ OneCare Data Use Policy
➢ OneCare Privacy and Security Policy
➢ Care Coordination & Disease Management Program within an Integrated Care Delivery 

Model
➢ Care Coordination Training and Responsibilities Procedures
➢ Site visit to view Workbench One and Care Navigator

Status: Complete
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Recommendation for Certification 

Recommendation: To certify the Accountable Care Organization, OneCare 
Vermont LLC, upon receipt of: 

➢ A 2019 contracting process, timeline and network development/expansion 
strategy 

➢ An amended appeals policy
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Existing Reporting Under Rule 5.000

§ 5.501(c): In addition to [other reporting the GMCB may require], an ACO 
must report the following to the Board within fifteen (15) days of their 
occurrence: 

• changes to the ACO’s bylaws, operating agreement, or similar documents; 

• changes to the ACO’s senior management team; 

• changes to the ACO’s provider selection criteria;

• changes to the ACO’s Enrollee grievance and complaint process; and

• any notice to or discussion within the ACO’s governing body of the ACO’s 
potential dissolution or bankruptcy, the potential termination of a Payer 
program, or a potential new Payer program.
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Suggestions for Additional 

Monitoring/Reporting

• § 5.202(b). Composition of Board of Managers

• § 5.208(j). Documentation of enrollee notification

• § 5.208(i). Regular reporting of grievance and complaint information
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Next Steps

• March 14th  to March 20th - Public Comment

• March 20nd – OCV submission to satisfy 5.205 Provider Network criteria

• March 21st – Report back and potential vote

• March 28th – Potential vote 
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(Draft No. 3.4 – S.53) Page 1 of 13 

3/2/2018 - JGC -  12:27 PM 

 

 

VT LEG #330579 v.3 

TO THE HONORABLE SENATE: 1 

The Committee on Health and Welfare to which was referred Senate Bill 2 

No. 53 entitled “An act relating to a universal, publicly financed primary care 3 

system” respectfully reports that it has considered the same and recommends 4 

that the bill be amended by striking out all after the enacting clause and 5 

inserting in lieu thereof the following: 6 

Sec. 1.  UNIVERSAL PRIMARY CARE; INTENT 7 

(a)  It is the intent of the General Assembly to create and implement a 8 

program of universal, publicly financed primary care for all Vermont residents.  9 

The program should ensure that Vermonters have access to primary health care 10 

without facing financial barriers that might otherwise discourage them from 11 

seeking necessary care.   12 

(b)  The General Assembly continues to support the principles for health 13 

care reform enacted in 2011 Acts and Resolves No. 48, Sec. 1a, and plans to 14 

use universal primary care as a platform for a tiered approach to achieving 15 

universal health care coverage.   16 

(c)  In order to improve Vermonters’ access to essential health care services, 17 

it is the intent of the General Assembly that universal access to primary care 18 

services should be available without cost-sharing. 19 

Sec. 2.  UNIVERSAL PRIMARY CARE; FINDINGS 20 

The General Assembly finds that: 21 
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VT LEG #330579 v.3 

(1)  Universal access to primary care will advance the health of 1 

Vermonters by addressing Vermonters’ health care problems before they 2 

become more serious and more costly.  A large volume of research from 3 

throughout the United States concludes that increased access to primary care 4 

enhances the overall quality of care and improves patient outcomes. 5 

(2)  Universal access to primary care will reduce systemwide health care 6 

spending.  A study completed in accordance with 2016 Acts and Resolves No. 7 

172, Sec. E.100.10 and submitted on November 23, 2016 found significant 8 

cost savings in a review of data from nonuniversal public and private primary 9 

care programs in the United States and around the world.  One reason for these 10 

savings is that better access to primary care reduces the need for emergency 11 

room visits and hospital admissions.    12 

(3)  The best primary care program is one that provides primary care for 13 

all residents without point-of-service patient cost-sharing or insurance 14 

deductibles for primary care services.  The study completed in accordance with 15 

2016 Acts and Resolves No. 172, Sec. E.100.10 found that primary care 16 

cost-sharing in many locales decreased health care utilization and affected 17 

individuals with low income disproportionately. 18 

(4)  A universal primary care program will build on and support existing 19 

health care reform efforts, such as the Blueprint for Health, the all-payer 20 

model, and accountable care organizations. 21 
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(5)  A universal primary care program can be structured in such a way as 1 

to create model working conditions for primary care physicians, who are 2 

currently overburdened with paperwork and administrative duties, and who are 3 

reimbursed at rates disproportionately lower than those of other specialties. 4 

(6)  The costs of a universal primary care program for Vermont were 5 

estimated in a study ordered by the General Assembly in 2015 Acts and 6 

Resolves No. 54, Secs. 16–19 and submitted on December 16, 2015. 7 

Sec. 3.  UNIVERSAL PRIMARY CARE; DRAFT OPERATIONAL MODEL; 8 

REPORT 9 

(a)(1)  The Green Mountain Care Board shall convene, facilitate, and 10 

supervise the participation of certified accountable care organizations, Bi-State 11 

Primary Care, and other interested stakeholders with applicable subject matter 12 

expertise to develop a draft operational model for a universal primary care 13 

program. 14 

(2)(A)  Using as its basis the primary care service categories and primary 15 

care specialty types described in 33 V.S.A. § 1852, the draft operational model 16 

shall address at least the following components: 17 

(i)  who would be eligible to receive publicly financed universal 18 

primary care services under the program; 19 

(ii)  who would deliver care under the program and in what 20 

settings; 21 
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(iii)  how funding for the primary care services would move 1 

through the health care system; and 2 

(iv)  how to ensure maintenance of records demonstrating quality 3 

of care without increasing the administrative burden on primary care providers. 4 

(B)  In addition to the components described in subdivision (A) of this 5 

subdivision (2), the draft operational model may also include recommendations 6 

regarding the specific services that should be included in the universal primary 7 

care program and a methodology or benchmark for determining reimbursement 8 

rates to primary care providers. 9 

(3)  To the extent permitted under the All-Payer ACO Agreement with 10 

the Centers for Medicare and Medicaid Services and Vermont’s Medicaid 11 

Section 1115 waiver, up to $300,000.00 in expenses incurred by certified 12 

accountable care organizations to develop the draft operational model 13 

described in this subsection may be funded through delivery system reform 14 

payments. 15 

(4)  The Senate Committee on Health and Welfare may meet up to five 16 

times following the adjournment of the General Assembly in 2018 to provide 17 

guidance and receive updates from the Green Mountain Care Board and 18 

participating stakeholders developing the draft operational model for universal 19 

primary care pursuant to this subsection. 20 
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(5)  All relevant State agencies shall provide timely responses to requests 1 

for information from the Green Mountain Care Board and participating 2 

stakeholders developing the draft operational model for universal primary care 3 

pursuant to this subsection. 4 

(6)  The Green Mountain Care Board and participating stakeholders shall 5 

submit the draft operational model for universal primary care on or before 6 

January 1, 2019 to the House Committee on Health Care, the Senate 7 

Committees on Health and Welfare and on Finance, the Department of Human 8 

Resources, and the Department of Vermont Health Access. 9 

(b)  On or before July 1, 2019, the Departments of Human Resources and of 10 

Vermont Health Access, as the administrative departments with expertise and 11 

experience in the administration and oversight of health benefit programs in 12 

this State, shall provide to the House Committee on Health Care and the Senate 13 

Committees on Health and Welfare and on Finance their assessments of the 14 

draft operational model plan for universal primary care and their 15 

recommendations with respect to implementation of the universal primary care 16 

program. 17 

(c)  On or before July 1, 2019, the Department of Financial Regulation shall 18 

provide to the House Committee on Health Care and the Senate Committees on 19 

Health and Welfare and on Finance its recommendations for appropriate 20 
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mechanisms for the State to employ to obtain reinsurance and to guarantee the 1 

solvency of the universal primary care program. 2 

Sec. 4.  UNIVERSAL PRIMARY CARE; LEGAL ANALYSIS; REPORT 3 

The Office of the Attorney General, in consultation with the Green 4 

Mountain Care Board and the Department of Financial Regulation, shall 5 

conduct a legal analysis of any potential legal issues regarding implementation 6 

of a universal primary care program in Vermont, including whether there are 7 

likely any legal impediments due to federal preemption under the Employee 8 

Retirement Income Security Act (ERISA) and whether the program could be 9 

designed in a manner that would permit Vermont residents to continue to be 10 

eligible under federal law to use a health savings account established in 11 

conjunction with a high-deductible health plan.  The Office shall submit its 12 

legal analysis on or before January 1, 2019 to the House Committee on Health 13 

Care and the Senate Committees on Health and Welfare and on Finance. 14 

Sec. 5.  UNIVERSAL PRIMARY CARE; SCOPE OF SERVICES AND  15 

             PROVIDERS; REPORT 16 

(a)  The Green Mountain Care Board shall convene a working group of 17 

interested stakeholders with applicable subject matter expertise to develop: 18 

(1)  recommendations for the specific services and providers that should 19 

be included in the universal primary care program, including the scope of the 20 
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mental health and substance use disorder services, and suggested modifications 1 

to 18 V.S.A. § 1852(a)(1) and (2);  2 

(2)  methods to resolve coordination of benefits issues in the universal 3 

primary care program; and 4 

(3)  recommendations for strategies to address other issues associated 5 

with the development and implementation of the universal primary care 6 

program. 7 

(b)  On or before October 1, 2018, the Green Mountain Care Board shall 8 

provide the working group’s recommendations to the House Committee on 9 

Health Care and the Senate Committees on Health and Welfare and on 10 

Finance. 11 

Sec. 6.  IMPLEMENTATION TIMELINE; CONDITIONS 12 

(a)  In addition to the plans, assessments, and analyses required by Secs. 3, 13 

4, and 5 of this act, the General Assembly adopts the following implementation 14 

timeline for the universal primary care program: 15 

(1)  submission by the Agency of Human Services of a final 16 

implementation plan for universal primary care on or before January 1, 2020; 17 

(2)  enactment by the General Assembly of the funding mechanism or 18 

mechanisms during the 2020 legislative session; 19 
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(3)  application by the Agency of Human Services to the U.S. 1 

Department of Health and Human Services for all necessary waivers and 2 

approvals for universal primary care on or before January 1, 2021; and  3 

(4)  coverage of publicly financed primary care services for Vermont 4 

residents under the universal primary care program beginning on or before 5 

January 1, 2022. 6 

(b)  Implementation of the universal primary care program shall occur only 7 

if the following conditions are met: 8 

(1)  the program will not increase the administrative burden on primary 9 

care providers; 10 

(2)  the program will provide reimbursement amounts for primary care 11 

services that are sufficient to attract an adequate number of primary care 12 

providers to participate; 13 

(3)  the program has appropriate financing in place to support the 14 

covered services while ensuring the continued solvency of the program; 15 

(4)  the program will include coverage for basic mental health care; 16 

(5)  the program will not include coverage for dental care services; 17 

(6)  the program will provide clear information to health care providers 18 

and consumers regarding which services are covered and which services are 19 

not covered under the universal primary care program; and 20 
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(7)  the program adheres to the principles of 2011 Acts and Resolves No. 1 

48, Sec. 1a. 2 

Sec. 7.  33 V.S.A. chapter 18, subchapter 3 is added to read:  3 

Subchapter 3.  Universal Primary Care 4 

§ 1851.  DEFINITIONS 5 

As used in this section: 6 

(1)  “Health care facility” shall have the same meaning as in 7 

18 V.S.A. § 9402.   8 

(2)  “Health care provider” means a person, partnership, or corporation, 9 

including a health care facility, that is licensed, certified, or otherwise 10 

authorized by law to provide professional health care services in this State to 11 

an individual during that individual’s medical care, treatment, or confinement. 12 

(3)  “Health service” means any treatment or procedure delivered by a 13 

health care professional to maintain an individual’s physical or mental health 14 

or to diagnose or treat an individual’s physical or mental condition or 15 

intellectual disability, including services ordered by a health care professional, 16 

chronic care management, preventive care, wellness services, and medically 17 

necessary services to assist in activities of daily living. 18 

(4)  “Primary care” means health services provided by health care 19 

professionals who are specifically trained for and skilled in first-contact and 20 

continuing care for individuals with signs, symptoms, or health concerns, not 21 
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limited by problem origin, organ system, or diagnosis.  Primary care does not 1 

include dental services. 2 

(5)  “Vermont resident” means an individual domiciled in Vermont as 3 

evidenced by an intent to maintain a principal dwelling place in Vermont 4 

indefinitely and to return to Vermont if temporarily absent, coupled with an act 5 

or acts consistent with that intent.  The Secretary of Human Services shall 6 

establish specific criteria for demonstrating residency. 7 

§ 1852.  UNIVERSAL PRIMARY CARE 8 

(a)  It is the intent of the General Assembly that all Vermont residents 9 

should receive publicly financed primary care services. 10 

(1)  The following service categories should be included in a universal 11 

primary care program when provided by a health care provider in one of the 12 

primary care specialty types described in subdivision (2) of this subsection: 13 

(A)  new or established patient office or other outpatient visit; 14 

(B)  initial new or established patient preventive medicine evaluation; 15 

(C)  other preventive services; 16 

(D)  patient office consultation; 17 

(E)  administration of vaccine; 18 

(F)  prolonged patient service or office or other outpatient service; 19 

(G)  prolonged physician service; 20 

(H)  initial or subsequent nursing facility visit; 21 
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(I)  other nursing facility service; 1 

(J)  new or established patient home visit; 2 

(K)  new or established patient assisted living visit; 3 

(L)  other home or assisted living facility service; 4 

(M)  alcohol, smoking, or substance use disorder screening or 5 

counseling; 6 

(N)  all-inclusive clinic visit at a federally qualified health center or 7 

rural health clinic; and 8 

(O)  mental health. 9 

(2)  Services provided by a licensed health care provider in one of the 10 

following primary care specialty types should be included in universal primary 11 

care when providing services in one of the primary care service categories 12 

described in subdivision (1) of this subsection: 13 

(A)  family medicine physician; 14 

(B)  registered nurse; 15 

(C)  internal medicine physician; 16 

(D)  pediatrician; 17 

(E)  physician assistant or advanced practice registered nurse; 18 

(F)  psychiatrist; 19 

(G)  obstetrician/gynecologist; 20 

(H)  naturopathic physician; 21 
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(I)  geriatrician; 1 

(J)  registered nurse certified in psychiatric or mental health nursing; 2 

(K)  social worker; 3 

(L)  psychologist; 4 

(M)  clinical mental health counselor; and 5 

(N)  alcohol and drug abuse counselor. 6 

(b)  For Vermont residents covered under Medicare, Medicare should 7 

continue to be the primary payer for primary care services, but the State of 8 

Vermont should cover any co-payment or deductible amounts required from a 9 

Medicare beneficiary for primary care services.  10 

§ 1853.  UNIVERSAL PRIMARY CARE FUND 11 

(a)  The Universal Primary Care Fund is established in the State Treasury as 12 

a special fund to be the single source to finance primary care for Vermont 13 

residents. 14 

(b)  Into the Fund shall be deposited: 15 

(1)  transfers or appropriations from the General Fund, authorized by the 16 

General Assembly; 17 

(2)  revenue from any taxes established for the purpose of funding 18 

universal primary care in Vermont; 19 



(Draft No. 3.4 – S.53) Page 13 of 13 

3/2/2018 - JGC -  12:27 PM 

 

 

VT LEG #330579 v.3 

(3)  if authorized by waivers from federal law, federal funds from 1 

Medicaid and from subsidies associated with the Vermont Health Benefit 2 

Exchange established in subchapter 1 of this chapter; and 3 

(4)  the proceeds from grants, donations, contributions, taxes, and any 4 

other sources of revenue as may be provided by statute or by rule. 5 

(c)  The Fund shall be administered pursuant to 32 V.S.A. chapter 7, 6 

subchapter 5, except that interest earned on the Fund and any remaining 7 

balance shall be retained in the Fund.  The Agency of Human Services shall 8 

maintain records indicating the amount of money in the Fund at any time. 9 

(d)  All monies received by or generated to the Fund shall be used only for 10 

payments to health care providers for primary care health services delivered to 11 

Vermont residents and to cover any co-payment or deductible amounts 12 

required from Medicare beneficiaries for primary care services.  13 

Sec. 9.  EFFECTIVE DATE 14 

This act shall take effect on passage. 15 

 16 

 17 

(Committee vote: ___________) 18 

 _______________________19 

 Senator _________________ 20 

 FOR THE COMMITTEE 21 
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Data Update
• OneCare now has attribution numbers and details for all three 

payer programs
• Having attribution details allows two important steps that affect payments:

• Assignment to practices
• Risk stratification for the Complex Care Coordination program

• OneCare also has historical claims data for the specific lives attributed to 
the 2018 plan year
• These data are used to re-model the spending targets by hospital, HSA, in-

network, out-of-network, etc. and build utilization benchmarks
• While we do have historical data, there are still some missing pieces that 

we continue to work through with the payers
• Medicare: missing a reliable source for calculating member months in 

historical claims data set
• BCBS: missing confidential claims breakdown and a revised preliminary 

benchmark
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Attribution

GMCB Budget Bennington Berlin Brattleboro Burlington Middlebury Springfield St. Albans Newport Windsor Lebanon Total
Medicare 604 6,077 2,342 15,270 3,687 2,401 3,093 0 0 0 33,474
Medicaid 5,471 5,905 3,571 14,724 4,069 2,238 2,952 2,892 1,174 1,215 44,211
BCBSVT 224 5,310 1,919 16,438 2,703 3,582 2,624 0 0 2,143 34,943
Self-Funded 0 337 1 8,986 216 2 405 0 0 15 9,962
Total 6,299 17,629 7,833 55,418 10,675 8,223 9,074 2,892 1,174 3,373 122,590

Actual Bennington Berlin Brattleboro Burlington Middlebury Springfield St. Albans Newport Windsor Lebanon Total
Medicare 650 5,740 2,786 19,023 3,912 5,068 2,523 0 0 0 39,702
Medicaid 5,094 5,513 3,340 13,690 3,760 2,081 2,743 3,920 1,071 1,130 42,342
BCBSVT 140 3,635 1,119 9,932 1,861 1,624 1,238 0 0 1,289 20,838
Self-Funded 0 337 1 8,986 216 2 405 0 0 15 9,962
Total 5,884 15,225 7,246 51,631 9,749 8,775 6,909 3,920 1,071 2,434 112,844

Change Bennington Berlin Brattleboro Burlington Middlebury Springfield St. Albans Newport Windsor Lebanon Total
Medicare 46 (337) 444 3,753 225 2,667 (570) 0 0 0 6,228
Medicaid (377) (392) (231) (1,034) (309) (157) (209) 1,028 (103) (85) (1,869)
BCBSVT (84) (1,675) (800) (6,506) (842) (1,958) (1,386) 0 0 (854) (14,105)
Self-Funded 0 0 0 0 0 0 0 0 0 0 0
Total (415) (2,404) (587) (3,787) (926) 552 (2,165) 1,028 (103) (939) (9,746)

Loss Rate -7% -14% -7% -7% -9% 7% -24% 36% -9% -28% -8%

Program GMCB Budget Actual Change Change Rate
Medicare 33,474 39,702 6,228 19%
Medicaid 44,211 42,342 (1,869) -4%

BCBSVT 34,943 20,838 (14,105) -40%
Self-Funded 9,962 9,962 0 0%
Total 122,590 112,844 (9,746) -8%

• As compared to the modeling data, 
the actual attribution increased for 
Medicare, and decreased 
(materially) for BCBS
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Benchmarks

Program
GMCB
PMPM

Preliminary 
PMPM $ Change % Change

Medicare $864.45 $856.48 ($7.97) -0.9%
Medicaid $246.44 $243.91 ($2.53) -1.0%
BCBSVT (paid)* $318.13 $426.18 $108.05 34.0%

• Medicare:
• The blended benchmark was very close to the initial modeling
• This is a preliminary benchmark, and will be subject to final 

adjustment at settlement for changes in risk score
• Medicaid:

• The PMPMs were known at the time of budgeting, but the final mix of 
aid category resulted in a slight overall shift of the blended rate

• BCBSVT:
• The BCBS preliminary benchmark is significantly higher than the 

budget modeling data
• The modeling amount supplied for deidentified claims was increased 

from $25 PMPM to $82 PMPM
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Total Cost of Care
GMCB Budget Attribution Blended PMPM TCOC
Medicare 33,474 $864.45 $347,240,276 
Medicaid 40,184* $246.44 $118,833,295 
BCBSVT 34,943 $318.13 $133,395,719 
Total $599,469,290 

Recast Budget Attribution Blended PMPM TCOC
Medicare 35,460* $856.48 $364,451,924 
Medicaid 38,563* $243.91 $112,873,027 
BCBSVT 20,004* $426.18 $102,306,619 
Total $579,631,570 

Net Change Attribution Blended PMPM TCOC
Medicare 1,986 ($7.97) $17,211,648 
Medicaid -1,621 ($2.52) ($5,960,268)
BCBSVT -14,939 $108.06 ($31,089,099)
Total ($19,837,719)

• The GMCB budget model used the attribution “high water mark” for 
modeling the total cost of care for Medicare and BCBSVT

• Medicaid incorporated an attrition rate per actuarial input
• The recast budget incorporates an estimated attrition rate as well to more 

accurately project the TCOC at final settlement
• CMS suppled a model for this type of analysis
• BCBS rate gleaned from XSSP experience
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Risk
• Because the TCOC has changed, the expected max risk has changed 

accordingly 
• Functionally, there are two angles to max risk

• The “quoted” max risk is the true ceiling we will not exceed
• This is built by applying the program risk corridors to the product of January 

1st attribution and preliminary benchmark PMPMs
• These amounts will be included in your contract addendums

• The “expected” max risk is the estimated ceiling based on forecasted 
attrition and, thus, is lower than the “quoted” amount

• Because the TCOC is dependent on attribution, as we experience attrition 
the actual annual TCOC will decrease

• The program risk corridors will be applied to the final TCOC to determine the 
actual max risk

Max Risk GMCB Budget Quoted Estimated
Medicare $13,889,611 $16,321,936 $14,578,077 

Medicaid $3,564,999 $3,780,003 $3,386,191 

BCBSVT $4,001,872 $3,947,009 $3,069,199 

Total $21,456,481 $24,048,948 $21,033,466 
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Risk Breakdown
Quoted Medicare Medicaid BCBSVT Total
Bennington $245,176 $510,258 $29,760 $785,194 
Berlin $2,485,305 $478,199 $671,058 $3,634,562 
Brattleboro $1,152,779 $263,432 $186,821 $1,603,031 
Burlington $7,355,740 $993,748 $1,921,735 $10,271,223 
Lebanon $0 $144,944 $359,929 $504,874 
Middlebury $1,651,749 $289,520 $308,404 $2,249,673 
Newport $0 $385,413 $0 $385,413 
Springfield $2,345,440 $257,891 $303,507 $2,906,838 
St. Albans $1,085,747 $378,986 $165,796 $1,630,528 
Windsor $0 $77,613 $0 $77,613 
Total $16,321,936 $3,780,003 $3,947,009 $24,048,948 

Estimated Medicare Medicaid BCBSVT Total
Bennington $0 $457,196 $0 $457,196 
Berlin $2,208,157 $431,317 $468,529 $3,108,002 
Brattleboro $952,520 $236,247 $175,116 $1,363,884 
Burlington $6,768,761 $891,385 $1,451,784 $9,111,929 
Lebanon $0 $130,247 $267,628 $397,874 
Middlebury $1,551,827 $259,671 $333,053 $2,144,550 
Newport $0 $347,032 $0 $347,032 
Springfield $2,103,045 $230,222 $221,036 $2,554,303 
St. Albans $993,767 $333,190 $152,053 $1,479,011 
Windsor $0 $69,685 $0 $69,685 
Total $14,578,077 $3,386,191 $3,069,199 $21,033,466 

Estimated Amount 
(factors attrition)

Quoted Amount 
(high water mark)
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Population Health Management
• Investments in population health management is largely driven 

by attribution
• Because attribution has been updated, so too has the modeled 

PHM spending breakdown
• Only two changes worth of note:

• The engagement rate for the Complex Care Coordination 
program has been reduced to account for additional ramp-up time

• The model for the Blueprint payments has been updated by the 
Blueprint (i.e. not a change made by OneCare)

Investment GMCB Budget Recast Budget $ Change % Change
Value-Based Incentive Fund $4,305,223 $4,116,546 ($188,677) -4%
Basic OCV PMPM $4,781,010 $4,041,185 ($739,825) -15%
Complex Care Coordination Program $7,064,722 $6,186,837 ($877,886) -12%
PCP Comprehensive Payment Reform Pilot $1,800,000 $1,800,000 $0 0%
Community Program Investments $1,577,600 $1,583,143 $5,543 0%
CHT Funding Risk Communities $1,771,057 $1,400,887 ($370,170) -21%
CHT Funding Non-Risk Communities $747,841 $844,966 $97,125 13%
SASH Funding Risk Communities $2,364,691 $2,572,500 $207,809 9%
SASH Funding Non-Risk Communities $905,263 $1,131,900 $226,637 25%
PCP Payments Risk Communities $1,255,720 $875,328 ($380,392) -30%
PCP Payments Non-Risk Communities $717,929 $954,936 $237,007 33%
Total $27,291,056 $25,508,227 ($1,782,829) -7%
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Operating Expenses

Expense GMCB Budget Recast Budget $ Change % Change

Executive leadership $     1,361,671 $   1,448,727 $        87,056 6%
Finance and accounting $        497,605 $      532,232 $        34,627 7%
Government and Commercial Relations $        474,740 $      312,395 $     (162,345) -34%
Clinical Team-Quality & Care Management $     2,124,873 $   2,110,887 $       (13,986) -1%
Informatics/Analytics $     1,186,193 $   1,037,681 $     (148,513) -13%
Operations $        938,910 $   1,085,493 $      146,583 16%

Subtotal Personnel $     6,583,992 $   6,527,414 $       (56,578) -1%

Contracted/Consulting $        845,766 $      845,766 $                - 0%
Software $     2,925,467 $   2,793,467 $     (132,000) -5%
Insurance $     1,579,891 $   1,579,891 $                - 0%
Supplies $        112,142 $      112,142 $                - 0%
Travel $          78,680 $        78,680 $                - 0%
Occupancy $        321,051 $      321,051 $                - 0%
Other Expenses $          45,671 $      165,671 $      120,000 263%

Subtotal General Operating $     5,908,668 $   5,896,668 $       (12,000) 0%

Total Operating Expenses $   12,492,660 $ 12,424,082 $       (68,578) -1%

• Operating expenses remain largely unchanged
• Shifts in the personnel category are due to updates and reclassifications of 

certain positions
• Other expenses have been updated to reflect the draft ADK ACO services 

agreement model and the expected GMCB billback
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Funding Model

GROSS INVESTMENT NET INVESTMENT
Hospital GMCB Budget Recast Budget $ Change % Change GMCB Budget Recast Budget $ Change % Change
SVMC $1,202,269 $1,098,885 ($103,384) -9% $630,491 $658,680 $28,189 4%
CVMC $2,922,084 $2,714,232 ($207,851) -7% $793,817 $829,308 $35,491 4%
BMH $1,078,336 $1,035,364 ($42,973) -4% $316,187 $330,323 $14,137 4%
UVMMC $9,291,668 $9,091,413 ($200,255) -2% $4,853,108 $5,070,090 $216,981 4%
Porter $1,232,268 $1,051,753 ($180,515) -15% $146,064 $152,594 $6,530 4%
Springfield $264,362 $288,194 $23,832 9% $113,533 $118,609 $5,076 4%
NMC $994,938 $958,830 ($36,108) -4% $421,821 $440,681 $18,860 4%
NCH $689,059 $610,432 ($78,627) -11% $155,843 $162,811 $6,968 4%
MAHHC $374,875 $250,457 ($124,418) -33% $91,646 $95,743 $4,097 4%
DHH $409,211 $204,790 ($204,422) -50% $0 $0 $0 0%

Total $18,459,071 $17,304,350 ($1,154,721) -6% $7,522,510 $7,858,840 $336,330 4%

• After remodeling the budget, we once again back into the required dues to 
achieve a break-even budget

• Note that this model doesn’t incorporate reserves; accounting/legal process 
is being reviewed

• Because of lower attribution, the expected cost for PHM investment is 
down, which results in lower gross funding needed from hospitals

• Conversely, because of less PHM flowing back out, the reduced attribution 
does increase the net investment amount from hospitals
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ONECARE VERMONT ACCOUNTABLE CARE ORGANIZATION, LLC 

BOARD OF MANAGERS MEETING 
MARCH 20, 2018 

MINUTES  

A meeting of the Board of Managers of OneCare Vermont Accountable Care Organization, LLC 
(“OneCare”) was held on March 20, 2018 at Central Vermont Medical Center in Berlin, Vermont. 
     

I. Call to Order 

Kevin Stone called the meeting to order at 4:36 p.m. and welcomed Karen Lee as the new Vice 
President of Finance and Strategy for OneCare.  There was one member of the public, Dr. Robert 
Holland from Newport, VT. 
 

II. Minutes 

The minutes from February 20, 2018 were approved unanimously. 

III. CEO Update 

Todd Moore noted that leadership and staff has been quite busy with this legislative session, the 
Green Mountain Care Board (GMCB) certification process, and in operationalizing all of the risk 
programs.  Mr. Moore and Kevin Stone both stated that going forward their vision is that the 
Board meetings will start to focus more on having overall strategy discussions for the future of the 
Accountable Care Organization (ACO) as daily ACO operations start to normalize. 

IV. Committee Updates 

Executive Committee: The Executive Committee discussed ongoing legislative commitments from 
OneCare leadership and staff as well as the continued required reporting and certification 
requirements from the Green Mountain Care Board (GMCB).  The committee also discussed 
2019-network development strategy, and standardized parameters for participation in network. 

Finance Committee:  
The Finance Committee discussed the final Blue Cross Blue Shield of Vermont (BCBSVT) Risk 
Program attribution numbers for OneCare and the fact that they are lower than expected.  The 
committee continued to discuss the BCBSVT stop-loss proposal to cover the attributed lives under 
the program.  The committee also discussed the letters of credit that are required by CMS to cover 
2% of the total cost of care benchmark.  Another discussion point was the upcoming hospital 
budget year guidance and how hospitals will be affected while being a part of the ACO.  They also 
reviewed the progress of the Vermont Medicaid Next Gen Program (VMNG) claims run out 
against the target.  There is no financial P&L for this month as leadership and staff would like to 
streamline the budget reporting process to a quarterly update.  The first quarterly update will be 
brought to the next Board meeting for review and approval. 
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Patient and Family Advisory Committee:  
 
Betsy Davis reported that the committee met March 8 and due inclement weather, a remote access 
option via WebEx was offered for the first time and this option was well received by members that 
travel long travel distances to participate.  The Committee discussed an OneCare clinical initiative 
around improving Mental Health follow-ups after Emergency Department (ED) visits. The 
Committee also discussed the Howard Center’s First Call program which addresses mental health 
trained first responders and the issue of limited access to mental health providers in much of the 
state. The Committee supports follow-up phone calls the day after an ED visit as a check-in and to 
see if additional services are needed.  The Committee also supports embedding mental health 
counselors in primary care practices. Additional recommendations by the committee included 
having ED nurses trained in mental health, more outpatient mental health resources/supports, and 
individuals having an Advance Directive that includes contacts, supports, and preferences. It was 
noted that Care Navigator has an ED crisis plan option available to the care team as well as 
notification alerts when an ED visit has occurred. 
 

V.  CMO Update 
Dr. Norm Ward gave an update on the implementation of the Next Gen benefit enhancement 
waivers and reported that staff are in the process of rolling out the Skilled Nursing Facility waiver 
in select communities.  Dr. Ward and Todd Moore will be traveling to Bennington the following 
week to participate in a community forum that has been planned by retired doctors in the area, to 
discuss healthcare reform in Vermont.  Dr. Ward spoke to Springfield Hospital’s medical staff a 
few weeks ago and thanked Tim Ford, Board Member and Springfield Hospital CEO, for hosting 
him.  He reminded the Board that OneCare’s Grand Rounds on Dementia: A Prescription for Hope 
is scheduled for March 26th and all are welcome to attend.  Dr. Ward also noted that OneCare 
leadership and staff spent time at the State House for a Legislative Coffee and it was time well 
spent.  There were no clinical meetings since the last Board meeting. 
 

VI. Government Relations Update 

Vicki Loner updated the Board on the GMCB certification process, and that OneCare has been 
providing the GMCB staff with the final documentation needed for certification.  The final 
certification vote is scheduled for tomorrow or the following week depending on public comment 
and final documentation being received. 
 
Mr. Moore updated on legislative activities, including changes to S.53 the Universal Primary Care 
bill.  The bill has been pared down by Senate Appropriations and does not mention the ACO by 
name, rather the bill tasks the GMCB to convene a group of stakeholders to evaluate and 
determine the feasibility of universal primary care in Vermont.  The Governor’s state fiscal budget 
proposes the elimination of the Medicaid Primary Care Case Management (PCCM) payments.  
The House is evaluating this proposal and will consider reinstating this funding, but the status is 
currently undetermined.  There is another proposal to cut some of the delivery system reform 
(DSR) funding in order to provide funding to free clinics in Vermont.  Ms. Loner noted that our 
DSR funding is embedded within our Medicaid contract and is deliverable based.  Mr. Moore 
updated the Board on possible GMCB hospital budget guidance for 2019.  There is a concern that 
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the proposed reductions could have a direct impact on OneCare’s budget and ability to fund health 
reform initiatives.   
 

VII. Payer Programs Update 
Medicare Next Generation continues to progress and staff are starting to evaluate some of the 
more difficult questions around the financials, including settlement processes and how risk 
adjustment might factor into the settlement.  Planning for 2019 is quickly approaching on the 
Vermont Medicare ACO program. 
 
Vermont Medicaid Next Generation continues to focus on the proposed network for next year, as 
well as continued discussions around the expansion of the Prior Authorization waiver. There could 
be a re-opening of the contract mid-year in order to deal with PCCM issue, to address any Prior 
Authorization issues/revisions, and any other housekeeping items.   
 
The Blue Cross Blue Shield Program attribution is final and is lower than expected.  The payments 
for the program will remain fee-for-service for 2018 as a technical challenge prevented the 
implement population based payment system in time for the start of the program.  All parties will 
work toward a resolution for 2019. Ms. Loner noted that the Letter of Agreement is in place with 
University of Vermont Medical Center (UVMMC) for the self-funded pilot.  OneCare is sending 
self-funded contract addendums out to all network participants, as UVMMC employee could 
receive services throughout the state, depending on where the employee lives.  OneCare wants to 
make sure all eligible providers receive care coordination payments for UVMMC lives they are 
encountering.  Payments will begin flowing in April and the contract is retroactive to January 1.   

VIII. Finance Update 

Tom Borys highlighted the key points of the updated budget with revised attribution numbers (see 
attachment). The Total Cost of Care (TCOC) dropped from around $600 million to $580 million, 
which means a lower overall expected risk.  The Per Member Per Month amounts have decreased 
slightly as a result.  This revised, and now finalized budget, will allow OneCare to provide the 
hospitals individual maximum risk amounts.  The max risk addendums have been generated for 
the hospitals to sign and are to be provided to the GMCB as part of our budget order.  Mr. Borys 
also has been modeling the end of the year TCOC and, at the moment, predicts it will be lower 
claims experiences so far this year. 

 
IX. Public Comment:   

There was no public comment. 

X.   Recess 

XI. Executive Session 

XII. Voting 

a. The Executive Session Minutes from February 20, 2018 were approved unanimously. 

b. The 2019 Network Strategy and Timeline as proposed by leadership was approved 
unanimously. 
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c. The Blue Cross Blue Shield Stop-Loss Proposal as recommended by leadership was 
approved unanimously.  

XIII. Other Business 

There was no other business  

XIV. Adjourn 

Upon a motion that was seconded, the meeting adjourned at 7:02 p.m.  
 

 
Attendance: 
 
OneCare Board Members 
 

☒ Angela Allard ☒ Steven Gordon ☒ Joseph Perras, MD 
☐ Lorne Babb, MD ☒ Todd Keating ☒ Judy Peterson 
☒ Jill Berry-Bowen ☒ Steve LeBlanc ☒ Toby Sadkin, MD 
☒ John Brumsted, MD ☒ Steve Leffler, MD ☐ John Sayles 
☒ Betsy Davis ☒ Judy Morton ☒ Kevin Stone 
☒ Tim Ford ☒ Mary Moulton  
☒ Claudio Fort ☒  Pamela Parsons  
   

OneCare Risk Strategy Committee 
 

☒ Tom Dee ☒ Tom Manion  
☒ Jeffrey Haddock, MD ☐ Anna Noonan  

 
OneCare Leadership and Staff 
 

☒ Todd Moore ☒ Tom Borys ☒ Linda Cohen Esq. 
☒ Vicki Loner ☒ Leah Fullem ☒ Spenser Weppler 
☒ Norm Ward, MD ☒ Sara Barry ☒ Amy Bodette 
☒ Jennifer Parks 
☒ Martita Giard 

☒ Joan Zipko 
☒ Susan Shane    
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