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Executive Summary

LCYAELCEVENS

= The Vermont All-Payer Accountable Care Organization Model (VTAPM)
agreement lays out financial targets and benchmarks designed to bring
health-care spending in line with Vermont’s overall economic growth and to
achieve population health goals.

= The Model is designed to align payers, including all of Vermont’s public and
:;Fluoo. commercial insurers, by shifting some financial risk for patient care to

o — oo hospitals through participation in a risk-bearing accountable care organization
(ACO).

= InPY2 (2019), only 8 of the 15 hospitals in the OneCare provider network
participated in all of the VTAPM’s ACO payer initiatives (Medicare, Medicaid,
and commercial).

providers, payers, and the state to engage in meaningful discussions about

}I‘ = Stakeholders agree that the VTAPM provides an important, unifying forum for
health-care reform and set goals.

= The VTAPM Medicare ACO initiative has seen favorable impacts, including
statistically significant gross spending reductions in total Medicare Parts A & B
1 I spending over 2018 and 2019, significant decreases in acute care stays and
I = days in 2019, and significant decreases in specialty evaluation and
management (E&M) visits in 2019. Additionally, statewide, there were
significantly fewer beneficiaries with unplanned 30-day readmissions.

The Centers for Medicare & Medicaid Services (CMS), through the Center for Medicare &
Medicaid Innovation (CMMI), designed the Vermont All-Payer ACO Model (“VTAPM” or the
“Model”) to test whether scaling an ACO model across all major payers in the state would
incentivize broad care delivery transformation, and ultimately reduce statewide spending and
improve population health outcomes.! The VTAPM builds on nearly two decades of payment
and delivery system reform initiatives, including Vermont’s Global Commitment to Health
Section 1115 waiver, the Blueprint for Health, and a multi-payer ACO Shared Savings Program
(SSP) pilot under Vermont’s State Innovation Models (SIM) Testing Grant. The VTAPM
launched in 2017 (Performance Year [PYO0]) with the Medicaid Next Generation ACO pilot,
which represented Medicaid’s participation in the All-Payer ACO Model. The Model expanded
in PY1 (2018) to include Medicare and commercial beneficiaries, aligning with some of the
requirements and payment arrangements used in the Medicare Next Generation ACO Model.>*

NORC at the University of Chicago is conducting an independent evaluation of the VTAPM to
assess the implementation and impact of the Model. Findings on implementation are based on
thematic analysis of semi-structured interviews with state officials, OneCare leaders, Blueprint

FIRST EVALUATION REPORT | VI



NORC | Evaluation of the Vermont All-Payer Accountable Care Organization Model

project managers in each of the state’s health service areas (HSAs),? and representatives from
provider organizations conducted during an in-person site visit in June 2019 and a series of
virtual interviews conducted between June and September 2020. Findings on Model participation
and enrollment scale are based on descriptive analyses of program participation data, Medicare
fee-for-service (FFS) claims, and Medicare provider enrollment data. To assess impacts on
Medicare spending, utilization, and quality of care, we used a quasi-experimental difference-in-
differences (DID) impact analysis design. Claims-based outcomes in this report are limited to
FFS Medicare beneficiaries and include findings from PY1 (2018) and PY2 (2019). We present
findings for ACO-attributed beneficiaries and for the statewide population in order to reflect the
VTAPM’s accountability for outcomes at both the ACO and state levels.

Design of the Vermont All-Payer ACO Model

The VTAPM aims to bring health-care spending in line with Vermont’s overall economic
growth. Under the VTAPM, CMS and the state Medicaid agency provide Vermont flexibility in
designing a state-specific, all-payer ACO initiative. In exchange, the state is accountable for
meeting financial, enrollment scale, and population health targets designed to curb health-care
spending growth and to encourage participating providers to work together in achieving
population health goals.* The Model’s scale targets—attributing a minimum percentage of the
Medicare, Medicaid, and commercial populations to the all-payer ACO initiative in each Model
PY—are designed to encourage broad payer, provider, and practitioner participation across the
state. Setting targets to increase the Model’s scale and participation aims to encourage
investments in care delivery redesign, thereby helping the state commit to statewide care delivery
transformation.!

Vermont developed a unique multi-layered accountability structure among CMS, state agencies,
payers, and the state’s health-care delivery system. The Green Mountain Care Board (GMCB) is
an independent, nonpartisan, regulatory body that regulates commercial health insurance rates,
individual hospital budgets, major health-care capital spending, and ACO budgets. The All-Payer
ACO Model Agreement charges the GMCB with developing benchmarks for the Medicare's
Vermont ACO initiatives and producing data and reporting to CMS on progress toward the
Agreement’s targets. The Vermont Agency of Human Services (AHS) is responsible for
coordinating health care reform initiatives across the state’s government. The Director oversees
health care reform collaborations among executive branch agencies, departments, and offices;
and the GMCB.5 The Model Agreement charges AHS with developing and implementing the
Medicaid ACO initiative and ensuring that Vermont Medicaid participates and acts as a reliable

payer.

2 OneCare’s definition of HSA refers to one or more counties that are relatively self-contained with respect to the
provision of routine hospital care as defined by the Dartmouth Atlas methodology. The Blueprint uses a different
HSA definition, and includes only 13 HSAs.
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The VTAPM aims to align payers through an all-payer ACO, by offering risk-based payments
tied to provider performance on quality and spending measures and encouraging practitioners to
participate in an ACO and move from FFS to value-based payment. OneCare Vermont is
currently the sole ACO operating in the state. Participating payers in PY1 (2018) and PY2 (2019)
included Medicare, Medicaid, and Blue Cross Blue Shield of Vermont (BCBSVT) through
qualified health plans offered in the state’s health insurance marketplace and a self-insured plan
covering University of Vermont Medical Center employees. The design allows for both payer-
specific attribution methods across payers and for the flexibility to experiment with them. The
Model also includes mechanisms to support risk-sharing arrangements and population-based
payments that flow through OneCare Vermont to participating hospitals.

Model Participation in PY1 and PY2

Although the VTAPM aims to achieve all-payer alignment across payment and incentive
structures, participating hospitals are not required to participate with all participating payers.
Furthermore, because hospitals are the primary risk-bearing entities in the Model, other
providers—including individual practitioners and non-hospital institutional providers—in each
of Vermont’s 15 HSAs" are eligible to participate in an ACO payer initiative (Medicare,
Medicaid, commercial) only if the “home” hospital in the HSA opts to participate. In PY2
(2019), only 8 of the 15 hospitals in the OneCare provider network participated in all of the
VTAPM’s ACO payer initiatives (Medicare, Medicaid, and commercial). The Model has been
most successful in increasing participation in the Medicaid payer initiative, with 13 of the 15
hospitals participating.

The Medicare ACO initiative has limited presence in Vermont’s more rural areas, as only two of
eight critical access hospitals (CAHs) in the state participated. For CAHs not affiliated with an
academic medical center, concerns about taking on additional risk in the face of thin operating
margins was the primary barrier to participation in the Medicare ACO initiative. There was also
a lack of guidance for CAHs about how the Medicare’s All-Inclusive Population-Based Payment
(AIPBP) mechanism aligned with CAH cost-based reimbursement and payment benefits.

For both PY1 (2018) and PY2 (2019), the VTAPM did not meet the all-payer and
Medicare-specific scale targets. In PY2 (2019), 47 percent of the eligible insured Vermont
population was attributed to the Medicare ACO initiative, falling short of the scale target goal of
75 percent. However, due to the large percentage of Medicare beneficiaries who did not seek
care within Vermont (27 percent in PY2), stakeholders reported that the scale target goals were
not attainable. Excluding Medicare beneficiaries who did not seek care in Vermont in PY2

b OneCare’s definition of HSA refers to one or more counties that are relatively self-contained with respect to the
provision of routine hospital care as defined by the Dartmouth Atlas methodology. The Blueprint uses a different
HSA definition and includes only 13 HSAs.
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(2019), the Model’s Medicare scale target performance improved to 65 percent, albeit still short
of the 75 percent goal.

While the VTAPM is designed to include Vermont’s major public and commercial
insurers, BCBSVT was the only commercial payer in the Model in PY1 (2018) and PY2
(2019). GMCB and OneCare view increasing commercial payer participation as the biggest
opportunity for reaching the Model’s all-payer scale targets. However, the consensus is that, this
will require additional buy-in from self-insured employers in the state.

VTAPM Implementation

While the Model builds on several previous and ongoing initiatives, it entailed changes to roles,
novel payment mechanisms, increased financial risk, and the implementation of new programs.
The first two years of the five-year performance period were largely a ramp-up period and
implementation is still in process.

State Oversight

The GMCB’s ACO budget review process has been key to fostering investments in population
health and GMCB leaders noted that the hospital budget review has encouraged hospital
investments in population health in particular. While the GMCB has required the ACO to invest
a certain amount in population health programs through budget orders, the Board also earmarks a
percentage of the ACO’s overall revenues for population health programs while granting
flexibility in how the ACO invests in specific population health initiatives over time.*

Because the GMCB’s role has evolved with the VTAPM, aligning pre-existing regulatory
processes to support the Model’s goals has been a challenge.®* GMCB is working to streamline
regulatory processes, revamp how it provides budget guidance and collects data, and align
activities internally through cross-team collaboration.

Implementation of the Payment Model

FFS incentives continue to drive care delivery given limited commercial participation across the
state and the lack of predictability of AIPBPs, which are reconciled with FFS. Medicaid’s fixed,
prospective payment, rolled out with the pilot in PY0 (2017), is widely supported across the
state.”® Medicaid sets the rates in advance of each calendar year to provide predictability for
OneCare and participating providers. By contrast, the Medicare AIPBP is reconciled annually

¢In PY1 (2018) and PY2 (2019), GMCB required OneCare to fund population health management and payment
reform investments at set percentages of their total budget. OneCare must also fund the SASH and Blueprint for
Health programs at 2018 Medicare levels plus a specified growth rate (PY1 +3.5%; PY2 +3.8%) in risk and non-risk
communities (GMCB’s FY19 Accountable Care Organization Budget Order). GMCB did not require OneCare to
fund population health management and payment reform at set percentages in 2020 and 2021...
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with FFS claims. When negotiating with CMS, state leaders expected that the Medicare payment
mechanism would be similar to the Medicaid capitated payment. Hospital administrators would
have preferred the predictability of a Medicare fully capitated payment similar to that of
Medicaid. They voiced frustration about the continued need to submit and track FFS claims for
attributed Medicare beneficiaries with the AIPBP, which has posed a challenge for achieving the
administrative efficiencies they had anticipated. Due to the reconciliation process, hospitals are
reluctant to invest the AIPBP in population health initiatives because they expect CMS to recoup
a portion of the funds in the settlement phase.

In the absence of formal guidance from CMS, CAHs participating in the Medicare ACO
initiative struggled to clarify how to report ACO-related expenses and payment as part of their
cost report through PY?2 (e.g., whether to carve out ACO beneficiaries). CAHs also faced unique
challenges with respect to the timeline for submitting cost reports, which does not align with the
timeline for AIPBP reconciliation. This in turn makes it challenging for CAHs to hold reserves
for both AIPBP and performance-based reconciliation.

Population Health Initiatives

OneCare, hospitals, and the state are investing resources in population health initiatives to impact
population health, quality-of-care targets, and total costs of care (TCOC). OneCare used the
upfront funding from CMS and provider contributions to fund population health initiatives, many
of which serve not only ACO-attributed beneficiaries, but the entire community.>® These
investments include new initiatives as well as the continuation of existing programs (e.g., the
Blueprint’s patient-centered medical homes [PCMH] and the Support and Services at Home
[SASH] program). Notably, OneCare introduced systematic risk stratification to enhance care
coordination for high- and very high-risk patients, expanded RiseVT (a primary prevention
initiative), and is piloting capitated payments for primary care practices. Hospitals are beginning
to invest in local population health initiatives, such as by expanding mental health and care
coordination capacity; hiring RiseVT staff; improving health information technology
capabilities; and improving access to primary, hospice, and dental care. PY1 (2018) and PY2
(2019) payments were intended to build capacity for care coordination, but provider and
community organizations were reluctant to hire staff without more certainty around the future of
the Model.

Provider Engagement

In the first two PY's, OneCare struggled to engage CAHs, federally qualified health centers
(FQHC:s), and independent practitioners. OneCare was founded by two academic medical
centers, the University of Vermont Medical Center (UVMMC) Health Network and the
Dartmouth-Hitchcock Medical Center. Most FQHCs and independent practitioners previously
participated in two ACOs that ceased operations at the outset of the VTAPM, which may have
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posed challenges for OneCare in building trust among those particular providers. Stakeholders
shared their concerns that OneCare was not adequately positioned to support CAHs, FQHCs, and
independent practices in the Model’s financial structure; non-hospital providers, including
individual practitioners and other institutional providers, have limited financial incentives to
transform care delivery. Under the State Innovation Model (SIM) grant, the state provided
support to physician practices for clinical transformation through several learning collaboratives.
Under the VTAPM, some of these trainings have continued under the ACO in a limited capacity,
albeit without direct funding from the state.!°

VTAPM Impact on Medicare Spending, Utilization, and Quality of Care

We assessed the impact of the VTAPM on Medicare spending, utilization, and quality of care in
and across the first two performance years. We focused on both beneficiaries attributed to
OneCare’s participating practitioners (i.e., for the ACO-level analysis) and those residing in
Vermont and receiving a meaningful level of care within Vermont or from OneCare’s
participating practitioners (i.e., for the state-level analysis).

Due to Vermont’s distinct sociodemographic characteristics, health-care market, and health-
reform history, identifying a comparison group was methodologically challenging for a number
of reasons, including the following:

Meaningful differences in sociodemographic, health insurance, and health-care
market characteristics. Vermont had significantly greater upside-risk Medicare SSP
ACO penetration and lower Medicare Advantage penetration rate than did comparison
states in the baseline period. To address this, the comparison group for the ACO-level
analysis was limited to Medicare beneficiaries attributed to Track 1 Medicare SSP ACO
providers. We also explored the use of an alternative comparison group that matched
Vermont counties to comparison state counties. However, due to sizeable differences in
key characteristics (e.g., educational attainment, uninsured rates), we could not determine
a consistent matching approach across all Vermont counties.

Delayed impacts of Vermont’s ongoing health-reform initiatives in the baseline
years. As the VTAPM builds on a long history of health-reform efforts in Vermont, our
evaluation findings may be due in part to delayed impacts from other previous and
ongoing initiatives in the state. To mitigate this effect, we selected comparison states with
a similar history of health-reform efforts (e.g., PCMH and multi-payer reform initiatives).

Varying trends in outcomes in the baseline years for VTAPM and the comparison
groups. Although our analytic model assumes common trends in the baseline period
between the treatment and comparison groups, we did not observe common trends for all
outcomes. To address this, we used a flexible DID model framework in our analysis that
allows for differing baseline trends in outcomes.
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= The magnitude of our findings was sensitive to the baseline period definition. There
is uncertainty associated with our estimate of the group-specific baseline trends because
the baseline period included only three points in time (2014-2016). To assess how a
different definition of the baseline period would affect our impact findings, we conducted
a sensitivity analysis that included PYO0 (2017) as a fourth baseline year. Across the
different baseline approaches, results for PY2 consistently showed reductions in
Medicare spending, although the magnitude of the reduction varied by approach.

We provide additional detail on how we addressed these challenges in Section 5.1 and Appendix
E of the main report.

Impacts on Medicare Spending

Cumulatively, both the ACO- and state-level analyses showed significant gross savings relative
to the comparison group, driven in part by large reductions in PY2 (2019) (Exhibit ES.1).
Observed reductions in Medicare spending—for both the Medicare ACO and statewide Medicare
populations—reflect rising spending in the comparison groups and relatively flat spending in the
VTAPM groups that began in the baseline period and continued into the first two PYs.¢
Additionally, after taking into account the shared savings and pass-through payments from
Medicare, the VTAPM achieved a cumulative net spending reduction at the state level.

Exhibit ES.1. Gross and Net Impacts on Medicare Spending in the First Two VTAPM
Performance Years

Gross Impact Net Impact
Estimate Percent Estimate Percent

ACO-Level Analysis
Cumulative (PY1 and PY2) v -5.5 \V4 -4.7
PY2 (2019) v -6.9 v -6.5
PY1 (2018) Vv -3.4 Y% -2.2

State-Level Analysis
Cumulative (PY1 and PY2) v -6.8 v -6.5
PY2 (2019) v -10.0 v -9.9
PY1 (2018) \V4 -3.4 \V4 -2.9

NOTE: ‘Gross impact’ represents the impact on gross Medicare Parts A & B spending, as estimated by a difference-in-differences
(DID) model. ‘Net impact’ accounts for CMS incentive payments to the VTAPM and comparison group in the baseline (CY2014-
2016) and performance (CY2018-2019) periods. CY2017 was considered a ramp-up year for the VTAPM and thus is excluded from
the findings presented here. ‘Estimate’ indicates the directionality and significance of the per-beneficiary-per-year DID impact
estimate; arrows signify the direction of the impact (e.g., an arrow pointing downward indicates savings relative to the comparison
group), filled arrows indicate that an estimate is significant at p<0.10, and unfilled arrows indicate non-significant findings. ‘Percent’
is the impact relative to expected average Medicare spending for VTAPM beneficiaries in performance year(s) absent the model.

4 Spending in the treatment group has remained relatively flat since 2016.
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Impacts on Medicare Utilization and Quality of Care

Both statewide and for the Medicare ACO, hospital-based utilization (acute care stays and
days) decreased in PY2 (2019). We observed decreases of 17.9 percent and 14.7 percent for
acute care stays and acute care days, respectively, for the Medicare ACO initiative, and statewide
decreases of 9.3 percent for both acute care stays and acute care days. Statewide, there were also
significantly fewer beneficiaries with unplanned 30-day readmissions, a decrease of 22.4 percent.
As hospital spending represents approximately one-third of total Medicare spending, these
significant reductions likely contributed to the observed gross spending reductions.

Specialty E&M visits significantly declined in PY2 (2019), both for the statewide Medicare
population and for VTAPM’s Medicare ACO, with decreases of 10.2 percent and 7.7 percent,
respectively.

Given the limited occurrence of some types of utilization (e.g., acute-care stays) relative to
others (e.g., E&M visits) at the ACO level, impact estimates should be interpreted with caution,
especially those that are not statistically significant.

Discussion

While the Vermont All-Payer Model failed to achieve its all-payer and Medicare scale target
goals, it achieved statistically significant, cumulative Medicare spending reductions over the first
two PYs at both the ACO and state levels. These decreases in utilization and spending reflect
rising spending in the comparison groups and relatively flat spending in the VTAPM groups that
began in the baseline period and continued into the first two PYs. They may also reflect the
Model’s continuation of primary care and population health investments in Vermont and a
statewide culture of reform. The continuation of existing population health initiatives may
contribute to state-level impacts through Model spillover beyond the attributed beneficiaries.

Stakeholders agree that the VTAPM provides an important, unifying forum for providers, payers,
and the state to engage in meaningful discussions about health-care reform and goal setting. The
VTAPM is also strengthening relationships among hospitals, community organizations,
designated mental health agencies, primary care practices, and other providers. However, the
complexity of the Model, perceived lack of transparency, and distrust have contributed to
challenges with engaging practitioners and the public.

Widespread care delivery transformation will take time and require a more comprehensive
transition to value-based payment among participating providers. The VTAPM intended to
transition away from FFS by providing an avenue for health-care organizations to receive
prospective monthly payments. The Model has not yet reached its goals of broad participation
across all major payers, due in part to CAHs’ hesitancy to participate in the Medicare ACO
initiative and limited commercial participation. As a result, providers report having their feet “in
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two canoes "—with capitated payments comprising a very small portion of their revenue and FFS
incentives still driving care delivery for a sizeable share of patients.

Increasing participation and progress toward Model scale, including bringing in more self-funded
employers and Medicare Advantage plans, and increasing participation in the Medicare ACO
initiative, is a focus for the state and OneCare alike. Achieving all-payer scale requires
increasing commercial participation, particularly among self-funded employers and Medicare
Advantage plans, and increasing participation in the Medicare ACO initiative. The State
Employees’ Health Care Plan joined OneCare in PY4. One of the larger hospitals in the state
began participating in the Medicare ACO initiative in PY4 (2021), adding approximately 7,500
beneficiaries.® In future reports, we will conduct subgroup analyses to examine outcomes by
provider participation across payer programs to further examine the association between payer
participation and Model outcomes.

The findings in this report provide an early picture of the implementation and impact of the
VTAPM. Future reports will include impact findings for the Medicaid population, which we will
use to synthesize and expand our understanding of the VTAPM’s impact; we will also
descriptively assess Model participation for individuals attributed through commercial payers.
However, we anticipate that the effects of the COVID-19 public health emergency may limit our
ability to draw meaningful inferences based on 2020 data in future reports.

¢ See December 10, 2020, letter from State of Vermont Office of the Governor to CMS in response to warning
notice of Vermont’s non-compliance with ACO scale targets.

f CMS adopted MSSP’s Extreme and Uncontrollable Circumstances policy for the Vermont Medicare ACO
Initiative, reducing 2020 downside risk by reducing shared losses by the proportion of months during the COVID-19
pandemic (June 24, 2020, memo from CMS to Michael K. Smith, Secretary, Agency of Human Services, and Kevin
Mullin, Chair, Green Mountain Care Board). GMCB requested that this reduction in downside risk continue through
the duration of the PHE in 2020 (December 23, 2020, memo from Kevin Mullin, GMCB to CMS).
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Chapter 1: Introduction

The Centers for Medicare & Medicaid Services (CMS), through the Center for Medicare &
Medicaid Innovation (CMMI), designed the Vermont All-Payer Accountable Care Organization
Model (“VTAPM?” or the “Model”) to test whether scaling an ACO structure across all major
payers in the state would incentivize broad care delivery transformation and ultimately reduce
statewide spending and improve population health outcomes.! Under the Model, CMS provided
Vermont flexibility in designing a state-specific, all-payer ACO program. In exchange, the state
is accountable for meeting statewide scale population targets (i.e., Model participation), financial
targets, and population health targets.*

CMMI selected NORC at the University of Chicago to conduct an independent evaluation of the
Model. This is the first of a series of reports for CMMI as part of NORC’s evaluation. We
describe our evaluation approach and aims in the following sections.

1.1 Overview of Evaluation

The Model’s underlying aim is to increase value-based payments across major payers using an
ACO structure to accelerate care delivery transformation in Vermont.!! NORC’s five-year
evaluation will answer questions about how stakeholders at various levels implemented the
Model, associated challenges, and lessons learned. Initiated in 2017, the VTAPM is scheduled to
end in performance year (PY) 5 (2022) with six distinct performance years, PY0-PYS5, beginning
on January 1 of each year; PYO0 (2017) is considered a transition period. In PY0, CMS provided
$9.5 million in startup funding to support care coordination activities, make connections to
community-based resources, and support practice transformation for Medicare fee-for-service
(FFS) beneficiaries.* Beginning in PY1 (2018), the Vermont Medicare ACO initiative went into
effect and Vermont became responsible for meeting statewide targets (described in Section
2.3).% 12 Across the five PYs, our evaluation will examine the impact of the Model on population
health outcomes; statewide spending by payer (Medicare and Medicaid®); delivery system and
process measures; and other measures of health-care utilization, spending, and quality of care.

Conceptual Framework and Research Questions

Exhibit 1.1, adapted from Damberg et al.,'* presents the conceptual framework that informs our
understanding of the Model and our approach to evaluating the VTAPM’s implementation
effectiveness and impact. Key framework constructs include contextual factors, such as
Vermont’s history of health-care reform efforts led by the Governor’s office and Agency for
Human Services (AHS), and the regulatory role of the Green Mountain Care Board (GMCB), an
independent entity with a five-member board appointed by the governor for six-year terms. To

¢ Assessment of the Model’s impact on the Commercial payer population is not part of this evaluation’s scope.
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understand the context in which the ACO is implementing the Model, the evaluation also
addresses the characteristics of the markets, organizations, provider networks, and ACO
beneficiaries during the implementation period. We also consider VTAPM design features, such
as the GMCB’s regulatory and implementation oversight authority for the Model and Vermont’s
flexibility to determine ACO outcomes, set ACO benchmarks, structure risk arrangements and
payment mechanisms, invest in care management and monitoring, and enhance benefits. We
explore how stakeholders and participating providers implement these design features in their
local communities.

Additionally, we assess stakeholder, hospital, and practitioner perspectives on the
implementation of the Model, including alignment of incentives across payers, population
health initiatives, coordination of care across the continuum, performance monitoring and
oversight, stakeholder collaboration, and community engagement. Understanding
implementation experiences and progress informs our interpretation of the implementation and
program effectiveness (state and ACO level) outcomes. Implementation effectiveness
measures focus on ACO scale targets" and usage of model features, while program effectiveness
measures focus on spending, utilization, and quality of care.

h Scale targets are goals for scaling the model to all Vermonters through staged participation of payers and
practitioners.
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Exhibit 1.1.

* History of health-care reform efforts

 Regulatory bodies (CMS, GMCB, AHS)

Design Features

« State-level flexibility

* Financial benchmarks

* Risk arrangements

* Payment
mechanisms

* Benefit
enhancements

 State-level
accountability for
population health

* GMCB's oversight
authority

Conceptual Framework

Contextual Factors

» HIT and data infrastructure
» Health-care market

Implementation

 Alignment of incentives across payers
* Population health initiatives
 Coordination of care across the continuum
* Performance monitoring and oversight

« Stakeholder collaboration

»  Community engagement

Model Participants and

Implementation Partners

* Payers (Medicare, Medicaid, and commercial)
* Accountable Care Organization (OneCare)

» Hospitals

» Community providers

* Blueprint for Health / Primary Care Providers
* Independent providers and FQHCs

* Vermonters

Implementation effectiveness

* Medicaid and commercial
insurance market

Outcomes

Scale beneficiary attribution
targets

Provider motivations and
perceptions

Use of model features

Program effectiveness
(State and ACO level)

Quality of care
Health-care expenditures
and utilization

Population health

SOURCE: Adapted from Damberg, Sorbero, Lovejoy, Martsolf, Raaen, and Mandel, 2014, Measuring Success in Health Care
Value-Based Purchasing Programs: Findings from an Environmental Scan.
https://www.rand.org/pubs/research_reports/RR306.html.

In this report, we begin to address a subset of the research questions (RQs):

Program Design Features

=« How ACO program design features compare across payers and to other Medicare ACO
programs (RQ1)

= Key issues for the GMCB when setting the trend factor for the benchmark of the
modified Next Generation ACO/Vermont Medicare ACO initiative (RQ5)

Implementation

= How the health-care delivery and public health systems are collaborating to reach the
population-level health goals (RQ4)

= How the GMCB uses its regulatory authority to influence ACO care management
programs and organizational structure (RQ6)

= Influence of the Model’s key design features on care delivery transformation; challenges
participating providers are encountering (RQ7)
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How program design features impact implementation at the community level (RQS)

Participation
Characteristics of beneficiaries and providers in the Model across PYs (RQ2/RQ9)
How the state, ACO, and payers are working together to reach the statewide ACO targets
and barriers they are encountering (RQ3)
Model Impact: Spending, utilization, and cost of care
Change in population health measures during the performance period (RQ13)

Impact of the Model on statewide Medicare spending, utilization, and quality of care
outcomes (RQ14)

Impact of the Model on spending, utilization, and quality-of-care outcomes for Medicare
beneficiaries attributed to the VTAPM (RQ15)

Appendix A provides a list of the Model’s common terms and acronyms. Appendix B includes
the complete list of RQs cross-walked with the conceptual framework domains for this
evaluation.

1.2 Methods

Our evaluation employs an embedded, mixed-methods design that enables qualitative and
quantitative analyses to inform one another across the PYs. The design facilitates an iterative
approach to data collection and analysis. Below we provide an overview of the methods
informing the findings in this report.

Impact analysis methods

We employed a difference-in-differences (DID) design to assess the impact of the VTAPM on
Medicare spending, utilization, and quality of care in PY'1 (2018) and PY2 (2019). In the DID
analysis, we compared the change in outcomes between the baseline and performance period for
the VTAPM group to the change in outcome between the baseline (2014-2016) and performance
period in a comparison group.

Because the VTAPM aims to improve outcomes for Vermont’s entire statewide population by
redesigning the care delivery system across all major payers and geographic areas, we deemed a
within-state comparison group to be infeasible. Therefore, we drew the comparison group from
26 states with similar health-care reform histories as Vermont, emphasizing areas within those
states that were most similar to Vermont, and persons within those areas who were similar to
Vermonters. We included similar health-care reform history as a criteria for selecting
comparison group states because we hypothesized that Vermont’s focus on population health and
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health-care reform during the baseline period may affect outcomes in the VTAPM performance
period.!

For estimating the VTAPM’s treatment effects, we employed a flexible DID specification’ that
allowed for linear deviations in baseline period outcomes trends between the treatment and
comparison groups.'* Recognizing the multi-tiered accountability and incentive structure
inherent in the VTAPM, we assessed the Model’s impact on all eligible Medicare FFS
beneficiaries at the state and ACO levels:

ACO-level analysis: We assessed whether the VTAPM Medicare ACO initiative (i.e.,
OneCare Vermont, LLC, (“OneCare”) the sole all-payer ACO in the state) is achieving
spending, utilization, and quality of care goals for the Medicare beneficiaries attributed to
the VTAPM- participating practitioners. The comparison group for the ACO-level
analysis comprised FFS Medicare beneficiaries attributed to upside-risk Medicare Shared
Savings Program (MSSP) participating practitioners in comparison states.

State-level analysis: We assessed whether Vermont is achieving spending, utilization,
and quality-of-care goals statewide for the Medicare population. The comparison group
for the state-level analysis comprised FFS Medicare beneficiaries residing in comparison
states.

The unique context in Vermont posed several methodological challenges with respect to
constructing a comparison group to assess the Model’s impact on Medicare spending and
utilization. Few areas outside Vermont have similar sociodemographic and health insurance
market characteristics and such an extensive history of health-care reform (see Appendix
Exhibit E.1.2). To address these methodological challenges, we employed several mitigations
strategies, including constructing alternative comparison groups, employing a flexible DID
framework that allowed groups to have differing baseline trends for outcomes, and prioritizing
area-level characteristics that were most likely to influence outcomes in the weighting stage. For
a more detailed account of the methodological challenges posed by Vermont’s unique context
and the strategies used to mitigate these challenges, see Appendix E. The Model participation
and impact analysis findings reflect only PY1 (2018) and PY2 (2019) and present data only on
Medicare beneficiaries and the comparison group relative to baseline. The analyses do not
include data on Medicaid recipients, as those data were unavailable for this report. Additional
information regarding the quantitative methods is available in Chapter 5 and Appendix D.

i Refer to Appendix Exhibit D.2.1 for the list of the 26 comparison states.

J The baseline covariates included in the entropy balancing models were also included in the DID models to address
any residual differences between the treatment and weighted comparison groups.
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Qualitative methods

We reviewed existing documents, such as state- and ACO-level budget documents, as well as a
wide array of public information available on the state and the GMCB websites. Specifically, the
GMCB annual reports, the ACO performance year budgetary documentation, and Model
overview presentations provided a significant amount of background to inform a comprehensive
understanding of the Model’s design and implementation to date.

We conducted two rounds of semi-structured interviews (June 2019 and July-September 2020)
with state officials, OneCare leaders, Blueprint project managers in each of the state’s health
service areas (HSAs),* hospital leaders, physicians, and representatives from designated mental
health agencies and federally qualified health centers (FQHCs). In total, we conducted 49
interviews with representation from 12 of 15 HSAs. We based the interview guides for each
stakeholder group on the evaluation RQs (see Appendix B), conceptual framework, and
document review; interview guides captured the overall background on value-based initiatives,
relationships among stakeholders, and new or existing activities occurring at the state and
community levels. After transcribing each interview, we analyzed and coded the transcripts and
our notes using NVivo software (QSR International Pty Ltd., Melbourne, Australia). We
systematically reviewed and sorted the qualitative data, using a deductive and inductive approach
to identify themes and important concepts. Additional information regarding the qualitative
methods is available in Appendix C.

Qualitative findings are integrated throughout Chapters 2 through 4 to understand the
experiences and perspectives of stakeholders implementing the Model and in Chapters 5 and 6 to
interpret findings from the impact analysis.

1.3 Overview of This Report

As noted previously, this report is the first in a series of public reports summarizing evaluation
findings. Its purpose is to provide information on implementation experiences, state- and ACO-
level Model impacts on Medicare spending, utilization, and quality of care in PY1 (2018) and
PY2 (2019). Exhibit 1.2 presents the organization of the remainder of this report.

The discussion in Chapter 6 triangulates our findings on implementation progress, the Model’s
impact on outcomes, and the contributing factors. Future reports will incorporate data from the
planned qualitative interviews, survey of eligible practitioners, and Medicaid claims to add to the
key findings from the PY 1-PY2 impact analysis in the context of stakeholders and providers

K OneCare’s definition of HSA refers to one or more counties that are relatively self-contained with respect to the
provision of routine hospital care as defined by the Dartmouth Atlas methodology. The Blueprint uses a different
HSA definition, and includes only 13 HSAs.
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implementing the Model and assess the Model’s cumulative impacts on the Medicare and
Medicaid populations during the performance period (PY1-PY5).

Exhibit 1.2.  First Evaluation Report: Early Findings on Implementation Experience
and Impact

Chapter 2: Chapter 3: Chapter 4: Chapter 5: Chapter 6:
Overview of Implementation Model Impact of Discussion
VTAPM of VTAPM Participation VTAPM
= How VTAPM = Statewide = Characteristics = Change in = Triangulation of
builds on prior oversight and of hospitals, population key findings
payment and monitoring practitioners, health measures , Evaluation
delivery reform [RQ6] and [RQ13] limitations and
initiatives = Implementation beneficiaries = ACO and challenges
« Model aims and of the payment [RQ2, RQI] statewide = Next steps
key program model, provider =« ACO and impacts on
design features engagement, statewide scale spending,
[RQ1, RQ5] and efforts to targets [RQ3] utilization, and
« Comparison with address quality for the
other Medicare population Medicare
ACO models health goals population in
[RQ1] [RQ2-4; RQ7-9] PY1 (2018) and
PY2 (2019)
[RQ14,15]

NOTE: RQ = research question. See Appendix B for a complete list of RQs for this evaluation.
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Chapter 2: Overview of the VTAPM—Context and
Model Design

Key Takeaways

Context

@ = The VTAPM builds on two decades of health reform in Vermont, facilitating
Vermont’s capacity to leverage lessons learned from stakeholder, provider,
and payer experiences for Model design and implementation.

Key Model Stakeholders

= Vermont developed a multi-layered accountability structure among CMS,
state agencies, payers, the ACO, participating hospitals, and community

providers.
= The Model currently includes one private-sector, statewide ACO: OneCare
1 b & Vermont (OneCare).
{31 = The GMCB oversees OneCare and regulates health insurance rates,

individual hospital budgets, and major health-care capital spending.

= The Vermont Agency of Human Services (AHS) is responsible for
coordinating health care reform initiatives across the state government. The
Model agreement charges AHS with developing and implementing the
Medicaid ACO initiative.

Program Design Features

= The VTAPM agreement lays out financial targets and benchmarks designed
to bring health-care spending in line with Vermont’s overall economic growth
and to achieve population health goals. Vermont is also responsible for
meeting scale targets for Model participation, namely attributing a minimum
percentage of Medicare and insured Vermont beneficiaries to the VTAPM
across each performance year.

= CMS holds Vermont accountable to achieve the financial and scale targets,
while providing the state with flexibility to tailor the VTAPM to the state’s

.."'.. distinctive health-care environment.
'.oJEL',_B: » The Model is designed to align incentives across payers by shifting some
%0’ financial risk for patient care to hospitals and practitioners through

participation in a risk-bearing ACO. Participants may elect to receive
prospective payments through the ACO for payer programs in which they
participate where prospective payments are offered. The ACO distributes
the prospective payments to participating providers within a given HSA.

= The VTAPM employs a prospective attribution methodology to attribute
Vermonters to the ACO initiatives.

= Similar to other Medicare ACO models with higher two-sided risk, such as
the Next Generation ACO (NGACO) Model, the VTAPM uses prospective
beneficiary attribution. However, it has relatively higher shared-savings/loss
rates and relatively lower shared-savings risk limits than do other Medicare
ACO initiatives.
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In this chapter, we discuss the evolution of reforms that led to the VTAPM, state accountability
and Model oversight among key Model stakeholders, and the Model’s aims and key design
features. Finally, we compare the VTAPM Medicare ACO initiative to other Medicare ACO
initiatives. Our analysis draws from a systematic document review of state documents (e.g.,
GMCB budget presentations, meeting minutes, and legislative briefings); the Model agreement;
CMS materials (e.g., Shared Savings Program [SSP] ACO Public Use Files, NGACO
benchmarking methodology); GMCB public reports; other gray literature; and prior evaluation
reports from state initiatives that preceded the VTAPM.

2.1 How Does the VTAPM Build on Prior Payment and Delivery System Reforms?

The VTAPM builds on nearly two decades of innovation in the state, facilitating Vermont’s
capacity to leverage lessons learned from stakeholder, provider, and payer experiences for Model
design and implementation. This is also CMMTI’s first evaluation of a model in which all major
payers within an entire state aim to improve value and quality with a focus on population health
outcomes.! Exhibit 2.1 illustrates the timeline of Vermont’s health-care payment and delivery
system reform initiatives leading up to the launch of the VTAPM.!°

First approved in 2005, Vermont’s Medicaid Section 1115 waiver, known as the Global
Commitment to Health,'” laid the groundwork for future health-care delivery/payment reforms. '
Under this waiver, the state agreed to a cap on federal Medicaid funding. In return for the state
taking on the risk of operating under a capped funding arrangement, the waiver allowed Vermont
to use federal Medicaid funds to pay for non-Medicaid health programs and provided the state
with more financial and programmatic flexibility to restructure benefits, increase beneficiary cost
sharing, and cap enrollment for Medicaid enrollees.!”
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Exhibit 2.1. Timeline of Vermont’'s Payment and Delivery System Reforms
Medicaid Global Commitment to Health 1115(a) Waiver (est. 2005)

Multi-Payer Advanced Primary Care Practice
Demonstration (MAPCP)

Vermont Medicare ACO Shared Savings Program (SSP) Ngj\igge

State Innovation Model (SIM)

Vermont Health Care Innovation Project (VHCIP)

Medicaid
Vermont Medicaid SSP NGACO
Pilot
Vermont Commercial SSP
Vermont All Payer ACO Model

@rrsnnni@uuunnn@uunsnn@uunnn@uunnns@uuunnni@uuunnn @ uunnna@ uunnna@uunnni@uuunnn@uunnnn@uunnna@iunnnna@uurnnni@uunnnn@
2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

L = Act48 passed > Green Mountain Care Board I_
established

= Blueprint for Health expanded statewide

2020 2021 2022

= Vermont All-Payer ACO Model Agreement/1115(a)
Waiver Renegotiated
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Launched in 2003 as a governor’s initiative and codified into Vermont statute in 2006,
Vermont’s Blueprint for Health served as a precursor to the VTAPM, with a focus on
“Iintegrating a system of health care for patients, improving the health of the overall population,
and improving control over health-care costs by promoting health maintenance, prevention, and
care coordination and management.”'®!° The Blueprint supports primary care practices across
Vermont in achieving and maintaining PCMH certification through the National Committee for
Quality Assurance (NCQA).?° In addition, the Blueprint operates community-led strategies to
improve health and well-being (see Exhibit 2.2)."

Exhibit 2.2.  Blueprint for Health Programs

Accountable Communities for Health/Community Collaboratives: Initially funded through the SIM
grant, the community collaboratives are community-level groups designed to bolster population health
planning and identify local priorities. Accountable Communities for Health are mature community
collaboratives that take on governance roles and responsibility in HSAs.

Community Health Teams (CHTs): Multi-disciplinary care coordination teams employed to support
PCMHs and manage patients’ complex illnesses across providers. CHT members may include
registered nurse (RN) care/case coordinators/managers, social workers, dieticians, behavioral health
providers, and community health workers/lay navigators.

Hub and Spoke: This primary care-based initiative is the state’s medication-assisted treatment (MAT)
referral program for Vermonters with an opioid use disorder. (2015—present)

Integrated Communities Care Management Learning Collaborative: Initially funded through the SIM
grant, this is an HSA-level, rapid-cycle quality improvement initiative to improve cross-organization care
coordination and care management.

PCMHs: NCQA-certified primary care practices using team-based approaches for care coordination and
care management.

Supports and Social Services at Home (SASH): Coordinates social service agencies, community
health providers, and nonprofit housing organizations to support Medicare seniors in living
independently.

Women's Health Initiative: Women’s specialty providers that deliver psychosocial risk factor
screenings, offer access to birth control, connect women with treatment, and link community
organizations and participating practices with referral protocols.

In 2011, Medicare joined Medicaid and commercial payers in supporting primary care practices
through the Blueprint under the Multi-Payer Advanced Primary Care Practice (MAPCP)
Demonstration. Medicare, Medicaid, and Vermont’s major commercial insurers provided
primary care practices with NCQA recognition with a per member per month (PMPM)
payment.?!! All payers also supported regional community health teams (CHTs), multi-
disciplinary care coordination teams that support PCMHs and manage patients’ complex
illnesses across providers.'® In addition to supporting PCMHs and CHTs, Medicare provided
funding under MAPCP for the Supports and Services at Home (SASH) program, which

! This began with a 2008 pilot program in two communities and expanded under MAPCP.
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coordinates services to help seniors continue living independently at home.?? Through this
demonstration, Medicare and other participating payers provided funding to practices, CHTs, and
SASH, and extended the PCMH model to 133 primary care practices by 2019.2° Through this
demonstration, participating practices also expanded access to care through after-hours phone
access, extended weekday hours, telemedicine, and same-day appointments.

The state’s passage of Act No. 48%*in 2011 laid a multi-year plan to launch Green Mountain
Care, a statewide single-payer health-care system aimed at providing coverage to all
Vermonters.>> Act No. 48 also created the independent GMCB to oversee creation of the single-
payer system and to regulate health-care entities.?® Due to the implementation of the Patient
Protection and Affordable Care Act, the 1332 State Innovation Waiver necessary to create this
single-payer system was not available until 2017.% Ultimately, the need for $2.5 billion in
additional tax revenue to launch the single-payer initiative led then-Governor Peter Shumlin to

announce that the state would no longer proceed with Green Mountain Care in December
2014.27%

In the interim, the state pursued other types of innovation in health-care delivery. In 2013, CMS
approved and awarded the state’s $45 million State Innovation Model (SIM) initiative, the
Vermont Health Care Innovation Project (VHCIP), which facilitated stakeholder convening
throughout the state for communities to develop their own priorities within an ACO framework.
The GMCB collaborated with the Department of Vermont Health Access (DVHA) to
operationalize all aspects of the state’s SIM VHCIP initiative.!” Vermont’s early SIM VHCIP
focus was on the creation and implementation of value-based payment models, including
episodes of care, pay-for-performance programs, and ACOs. °

Also in 2013, Vermont providers organized and began participating in the Medicare SSP through
two ACOs—OneCare and HealthFirst’s ACO.™ Led by the GMCB, Vermont also engaged in
multi-payer payment and delivery reform pilots, establishing parallel Medicaid and commercial
SSPs with Blue Cross Blue Shield of Vermont (BCBSVT) as the sole participating commercial
payer.! Each ACO had a unique leadership structure and network of providers. The University
of Vermont Medicare Center (UVMMC) (formerly Fletcher Allen Health Care) and Dartmouth-
Hitchcock Medical Center (DHMC) in New Hampshire established OneCare Vermont in 2012.
OneCare participated in the Medicare, Medicaid, and BCBSVT SSPs with a network that
included 13 Vermont hospitals and their employed physicians, five rural health clinics, two
federally qualified health centers (FQHCs), the state’s sole private psychiatric hospital, and 58
provider practices.'® HealthFirst’s ACO was the first Medicare SSP contract in Vermont and
included an independent practice association network of eight independent primary care and
specialty physician practices; the ACO only participated in the Medicare and BCBSVT SSPs.!'?

™ HealthFirst is the independent practice association and its ACO was known as both the Vermont Collaborative
Physicians (VCP; commercial SSP) and the Accountable Care Coalition of the Green Mountains (ACCGM,;
Medicare SSP).
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Beginning in 2014, many of the state’s FQHCs formed a third ACO, Community Health
Accountable Care (CHAC), which emphasized primary care and participated in the Medicare
and Medicaid SSPs. SIM provided startup funding to all three ACOs.

To continue the community-driven and primary care focus, as well as to mitigate provider
fatigue stemming from reform efforts, Vermont concentrated on ensuring that ACO SSPs aligned
with other state initiatives, including the Blueprint.*
programs, including the Integrated Communities Care Management (ICCM) Learning
Collaborative, that furthered care coordination through a variety of learning sessions and
reference materials.*® The SIM VHCIP also supported health information technology (HIT)
infrastructure development and care delivery transformation by encouraging health-care
providers, social service providers, and community-based organizations to work together.'”

SIM funding contributed to Blueprint

The SIM VHCIP evaluation found that for ACO-attributed Medicaid beneficiaries, relative to a
comparison group, total PBPM expenditures decreased during the first two years of the SIM
VHCIP implementation and increased during the third year (at a slower rate).'” However, rates of
emergency department (ED) visits that did not lead to a hospitalization declined. There was no
difference in the rate of ED visits or total PBPM expenditures for statewide Medicare
beneficiaries, and both the rate of ED visits and PBPM expenditures increased for the statewide
commercial population.'® The evaluation found that SIM VHCIP funding accelerated the
adoption and use of HIT, which increased data-sharing capability and capacity to track patient
data from specialty and community providers, particularly those focused on behavioral health.!°

As the state began to renegotiate its Global Commitment to Health waiver in 2016, officials
sought to align the waiver with VTAPM goals. This included continuing existing Medicaid
coverage of essential services for vulnerable populations, securing Medicaid participation in the
Model, and maintaining flexibility in using Medicaid funds to invest in population health and
other health-care initiatives. CMS made over $200 million in Delivery System Reform (DSR)
funds available through the 2017 waiver, subject to matching state funding,” which was to be
dedicated to supporting infrastructure and programming for participating providers.'>

The VTAPM launched in 2017 with the Medicaid NGACO pilot, which represented Medicaid’s
participation. In 2017—PY0 of the Model—four HSAs participated. OneCare was the only ACO
to participate; HealthFirst’s ACO and CHAC had ceased operations. In 2018, the Model
expanded to include Medicare and commercial beneficiaries, with some requirements and
payment arrangements closely aligned with the Medicare NGACO Model.>?

" State leaders noted that this new category of funds was available within a larger category of investments allowed
by the Global Commitment to Health waiver. Total investments were subject to a cap, meaning that new investments
would compete for funding with established investments. Ultimately, the availability of state matching dollars and
the restrictions of the investment cap limited the startup funds to significantly less than $200 million.
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2.2 State Accountability and Oversight—Key Model Stakeholders

Vermont developed a unique multi-layered accountability structure among CMS, state agencies,
payers, and the health-care delivery system in the state (see Exhibit 2.3). Multiple stakeholders
developed and negotiated the VTAPM agreement with CMS, including the governor of Vermont,
the GMCB, and the AHS.!?

Exhibit 2.3.  Accountability Structure of the VTAPM

Oversight Organizations

Centers for Medicare & Medicaid Green Mountain Care Board State of Vermont: Governor’s Office
Services and Agency of Human Services

t v
| VemontHealthCareDelverySystem
e
e

Oversight Organizations

CMS provided Vermont with flexibility to tailor the VTAPM to the state’s distinctive health-care
environment, along with startup funds to support care coordination and collaboration among
physician practices and community-based providers. CMS holds the state of Vermont
accountable for achieving statewide financial, quality, ACO scale targets, and population health
targets.

The GMCB oversees OneCare and regulates health insurance rates, individual hospital budgets,
and major health-care capital spending. In 2011, the Vermont legislature passed legislation* to
create the GMCB, an independent, nonpartisan, regulatory body. The GMCB is charged with
moderating health-care spending growth through hospital and insurance rate regulation,
innovation, and evaluation’; bolstering statewide HIT initiatives; and improving the health of
Vermonters by overseeing health-care reforms, including Vermont’s unsuccessful attempt to
implement a single-payer health-care system.!

The GMCB’s role also includes the additional authority to regulate ACOs, granted by Act 113 in
2016.>* GMCB certifies ACOs (if required) when they begin operating in Vermont and annually
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confirms their eligibility for continued certification. GMCB also annually reviews, modifies, and
approves ACO budgets.

The GMCB is an All-Payer Model signatory, in partnership with the Governor and Agency of
Human Services. Under the All-Payer ACO Model Agreement, the GMCB is charged primarily
with developing benchmarks for Vermont’s Medicare's ACO initiatives (Vermont Modified Next
Generation ACO Initiative in PY1 and Vermont Medicare ACO Initiative in PY2) and producing
data and reporting for CMS on progress toward the Agreement’s targets.>* The GMCB is
required to coordinate with OneCare to achieve the Model’s ACO scale beneficiary attribution
targets, statewide financial targets, and statewide health outcomes and quality-of-care targets.'?

The Vermont AHS is responsible for coordinating health care reform initiatives across state
government. Act 48 of 2011 created the Director of Health Reform position® to oversee
collaborations for health care reform among executive branch agencies, departments, offices, and
the GMCB.> Under the Model agreement, the AHS is responsible for developing and
implementing the Medicaid ACO initiative and ensuring that Vermont Medicaid participates and
acts as a reliable payer. The AHS, the state’s umbrella agency for all human service activities,
has an intergovernmental agreement with the DVHA to administer Vermont’s Medicaid
program. DVHA offers a scale target qualifying ACO program.® To facilitate Model
participation, DVHA sets ACO program rates prospectively for each calendar year to provide
predictability for OneCare and participating providers.” The AHS supported the alignment of
Medicaid ACO requirements with Medicare ACO standards, including modifying ACO-level
quality and performance measures to harmonize measures across payers and reduce
administrative burden for providers.’

Accountable Care Organization

Vermont’s Model currently includes one private-sector, statewide ACO: OneCare.”? OneCare
negotiates contracts and aligns Model features across payers, supports implementation in the
delivery system, and sets provider-specific financial and quality targets. Participating payers in
PY1 (2018) and PY2 (2019) included Medicare, Medicaid, and BCBSVT through qualified
health plans offered in the state’s Health Insurance Marketplace and a self-insured plan covering
UVM Medical Center employees.

GMCB certification requires ACOs to have mechanisms and care models to execute the
following activities: provide, manage, and coordinate high-quality health-care services for
patients; receive and distribute payments to participating providers; and promote evidence-based

© The Director of Health Reform role, originally in the Governor’s office under the Agency of Administration,
shifted to AHS in 2017.

P In 2010, three ACOs operated in the state. At the end of 2017, two ACOs suspended operations, leaving OneCare
as the sole ACO operating in the state. CHAC, a primary care association, and Vermont Collaborative Physicians,
LLC (VCP), an independent practice association, did not ultimately join the Model.
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health care, patient engagement, coordination of care, and use of HIT to promote integrated,
efficient, seamless, and effective health-care services across the continuum of care.*

Health-Care Delivery System

The key implementation partners for the Model include organizations in the Vermont health-care
delivery system—participating hospitals and community providers—that are situated within each
of the state’s 15 HSAs. The following sections describe the design features that align Model
targets and financial incentives, so hospitals and community providers transform health-care
delivery within their local communities to reduce spending and achieve population health
outcomes.

2.3 Model Aims and Key Program Design Features

The VTAPM aims to align payers through an ACO by offering risk-based payments tied to
provider performance on quality and spending measures and encouraging practitioners to
participate in an ACO and move from FFS to value-based payment. The Model offers several
benefits to Vermonters, including the Medicaid Next Generation Agreement Prior Authorization
Waiver; Medicare benefit enhancements? (e.g., post-discharge home visits, admission to a skilled
nursing facility [SNF] without a three-day hospital stay, and telehealth services); and a common
set of health improvement goals to encourage a cross-sector, coordinated approach to improving
access and quality.!>%

As part of the GMCB’s oversight of the Model, the Board must ensure that the payers’ ACO
initiatives “reasonably align” in their design. The GMCB oversees alignment across payers for
the beneficiary attribution methodology, ACO quality measures, payment mechanisms, and risk
arrangements.'? This key Model tenet is based on the assumption that alignment across payers
will ease the administrative burden on providers and facilitate provider behavior change toward
delivering high-quality and efficient care.*® According to the GMCB’s first annual report on
Vermont’s progress toward achieving alignment of ACO initiatives:

ACO initiatives in 2018 were well aligned on most components. All initiatives used
prospective attribution methodologies, included services akin to Medicare Part A and B
coverage, worked to use similar sets of quality measures, and included similar approaches
to risk. The biggest opportunity for increasing alignment going forward relates to the
payment mechanisms employed.*

9 For more information about these benefit enhancements, see the Next Generation ACO Model page on the CMS
website.
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Below we provide an overview of program design features across Medicare, Medicaid,
commercial, and self-insured employer plans.”

Model Targets

The VTAPM agreement lays out financial, enrollment scale, and population health targets
designed to curb health-care spending growth and to encourage participating providers to work
together in achieving population health goals.!? The VTAPM aims to bring health-care spending
in line with Vermont’s overall economic growth. The Model targets are based on the hypothesis
that broad ACO participation across the state will enable Vermont providers to reach the tipping
point where redesigning the entire care delivery system will be a rational business strategy for
providers, thereby helping the state to commit to statewide care delivery transformation.!

Financial targets and benchmarks

One of the Model’s primary goals is to reduce health-care spending growth. Stakeholders
interviewed explained that the Model’s spending growth targets were driven by a desire to bring
health-care spending in line with growth in the state’s overall economy. While health-care
spending is relatively low in Vermont, it is growing at a higher rate than Medicare spending
nationally.?

Medicare ACO initiative benchmarks. Vermont developed a customized approach to
calculate its Medicare ACO initiative benchmarks, which is distinct from other state and
Medicare ACO models. The GMCB must prospectively develop the Medicare ACO Benchmarks
for PY1-PY5.!? The GMCB calculates these benchmarks in relation to each PY’s Annual
Projected National Medicare Total Cost of Care (TCOC) per Beneficiary Growth rate. However,
for PY1, the benchmark was set with a floor to ensure that it would not be too low and to
reasonably account for population health investments.’® The PY1 Annual Projected National
Medicare TCOC per Beneficiary Growth rate was 2.74 percent, resulting in the initial
benchmark, which limits growth to 3.5 percent. Each subsequent PY will be set at 0.2 percent
below each new projection (see Appendix F.1).

Statewide financial targets and benchmarks. The population used to calculate the statewide
performance metric is dependent on the PY—i.e., the PY1 and PY?2 calculations relied on the

" A self-insured employer plan retains the financial risk of providing health benefits to workers, in contrast to a fully
insured plan where the employer and employees pay a premium to an insurance carrier that assumes financial risk
for covering the cost of health benefits for covered workers. Self-insured plans are regulated by the federal
government and are exempt from state insurance regulation.
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Medicare ACO-aligned population in those respective PYs.* Vermont has the following
statewide financial targets:

1) The All-Payer TCOC per Beneficiary Growth Target, which limits the growth rate to 3.5
percent

2) The Medicare TCOC per Beneficiary Growth Target, which limits growth to 0.2 percent
below the PY’s Annual Projected National Medicare TCOC per Beneficiary Growth
rate!239

Given concerns about an achievable target, the Model agreement does not require a corrective

action plan unless growth exceeds 4.3 percent.

Population health and quality-of-care targets

The Model agreement outlines three primary population-level health outcome goals: (1) increase
access to primary care, (2) reduce deaths from suicide and drug overdose, and (3) reduce
prevalence of morbidity of chronic disease. Key stakeholders explained that reducing deaths
from suicide and drug overdose and addressing chronic disease are in line with Vermont’s State
Health Improvement Plan.*° State officials identified increasing access to primary care as a goal
during Model negotiations. One key informant explained: “We thought strongly that primary
care had to be the entry point to the system.” State officials also viewed the focus on primary
care as attractive to potential Model participants, particularly for independent providers. Section
3.4 provides more detail on provider approaches to changing care delivery to achieve these
targets.

Each payer sets a payer-specific financial target (i.e., ACO Benchmark) that accounts for
expenditures on ACO-aligned beneficiaries for the payer. The Model agreement allows CMS to
adjust the Medicare Performance Year Benchmark downward if the ACO does not achieve a
high-enough quality score for Medicare beneficiaries.*! The quality measures for Medicaid,
commercial, and self-insured plans are aligned with Medicare. Each of the payers provides
incentives to the ACO based on their participating providers’ performance on quality measures
for aligned beneficiaries. The ACO, OneCare, may choose to distribute these quality measure
performance funds to the participating providers in the ACO’s network.” Appendix Exhibit G.2
details Vermont’s population health targets and process milestones (e.g., increasing the number
of Vermont residents receiving MAT for substance use disorders to 150 per 10,000 Vermont
residents ages 18-64 who achieve between the 70 and 80™ percentiles of the national Medicare

$In PY3 (2020), the performance metric would only be based on the entire state’s Medicare population if Vermont
achieves at least 65 percent in the Medicare ACO Scale Target.
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performance for percent of Vermont ACO-aligned beneficiaries receiving a screening for clinical
depression).'?

Scale targets: Beneficiary attribution

Vermont is responsible for meeting scale targets Model Scale Targets

for Model participation—or attributing a
minimum percentage of Medicare beneficiaries
and insured Vermonters to the VTAPM across
each PY. The state and federal governments set
scale targets for the VTAPM’s participating payers to attribute 70 percent of Vermont’s insured
residents and 90 percent of Medicare beneficiaries to participating ACO providers by 2022 (see
Exhibit 2.4).!? There were no individual scale targets set for Medicaid, commercial, or self-
insured beneficiaries. Scale targets for the end of PY1 (2018) included 36 percent of all insured
Vermont residents across payers and 60 percent of Medicare beneficiaries; in PY2 (2019), scale
targets were 50 percent of insured Vermont residents and 75 percent of Medicare beneficiaries,
respectively. This minimum percentage marginally increases over the term of the Model
agreement (2018-2022), adopting a phased-in approach to full implementation. We discuss the
ACO and state’s progress in meeting scale targets through PY2 (2019) in Chapter 4 (see
Exhibits 4.9 and 4.10).

Attribute 70 percent of Vermont’s insured
residents and 90 percent of Medicare
beneficiaries to participating practitioners
by 2022

Exhibit 2.4. VTAPM Scale Targets PY1-PY5
By the end | By the end By the end By the end | By the end of
of PY1 of PY2 of PY3 of PY4 PY5
(2018) (2019) (2020) (2021) (2022)
All Insured
Vermonters Across 36% 50% 58% 62% 70%
Payers
N bizelie 60% 75% 79% 83% 90%
Beneficiaries

The VTAPM employs a prospective attribution' methodology to attribute Vermonters to each of
its ACO initiatives.*” Vermonters are attributed to the Model if they receive a meaningful level
of primary care services from the Model’s attribution-eligible, participating practitioners during a
two-year period prior to each PY.” Participating practitioners are attribution-eligible if they
have one or more qualifying primary or specialty care designations. Participating specialists who
provide primary care services are also attribution-eligible, such as cardiologists or
endocrinologists participating in the Medicare ACO initiative. Each ACO payer initiative can

! Although voluntary attribution (i.e., allowing beneficiaries to opt into the Model by identifying a Model participant
as their primary care provider online or by mail) was a feature carried over from the Next Generation ACO Model,
attribution occurred solely through prospective means and voluntary alignment was not used.
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choose a different set of attribution-eligible primary or specialty care designations; the majority
in PY1 (2018) and PY2 (2019) were primary care and internal medicine practioners.* 7*¥The
Model’s ACO initiatives also contract with “preferred” practitioners to extend the reach of the
provider network. However, their patient panel would not be attributed to the Model.

To improve attribution methodology and overcome challenges to achieve the scale targets, in
PY2 (2019) DVHA and OneCare piloted an expanded attribution methodology for Medicaid
recipients in the St. Johnsbury HSA. The pilot based attribution on the beneficiary’s geographic
residence in an HSA instead of relying on claims (detailed in Chapter 4).%

Financial Structure

The VTAPM features population-based payments that shift financial risk for attributed
populations to hospitals and practitioners through participation in a risk-bearing ACO (OneCare
in PY1 and PY2).!% In addition to these payment mechanisms, CMS provided $9.5 million in an
upfront payment to the AHS to support care coordination activities, make connections to
community-based resources, and support practice transformation for Medicare FFS beneficiaries.
Exhibit 2.5 illustrates the funding flows from payers through OneCare to the participating
providers, including hospitals, primary care practitioners, and non-hospital-aligned practitioners.
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Exhibit 2.5. VTAPM Funding Flows

L | l\

Payment Mechanisms

A Fee-For-Service X
4 Fixed Prospective Payments 1 \

/ CMS’s Upfront Payment T \

/ Shared-Savings/Losses #

t

Accountable Primary Care &
Hospitals m Care Non-Hospital m
Organization Aligned Practices

Fee-for-Service
Fixed Prospective Payments$
— Basic OneCare PBPM §

Fee-for-Service
Fixed Prospective Payments § < OneCare
Shared-Savings/Losses - > Vermont$§

Hospital Participation Fees CPR Pilot$
Population Health . Funding fom Payers 1
Management { . Funding from Accountable Care Organization §
and Reform .
. Shared Savings/Losses £
Programs
(e_g., Blueprint, SASH) . Contribution from Provider Enties

NOTE: *Commercial includes self-insured, CPR = Comprehensive Payment Reform, PBPM = per beneficiary per month, SASH =
Support and Services at Home.
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Payment mechanisms

The prospective population-based payments from each payer flow through OneCare, which
distributes the prospective payments to participating hospital providers based on their attributed
patients. Medicare and Medicaid provide OneCare with fixed PBPM prospective payments.“ For
providers that accept the all-inclusive population-based payment (AIPBP), Medicare pays for
each attributed beneficiary, which is reconciled to FFS payments at the end of the year.
Medicaid’s fixed prospective payment is not reconciled.”®* BCBSVT pays practitioners (through
their health-care organization) a fixed PBPM prospective payment for each attributed
beneficiary.* Payers continue to pay claims for practitioners and institutional providers that
serve non-attributed beneficiaries as previously negotiated, including FQHCs, independent
primary care providers and specialists, home health and hospice providers, designated mental
health agencies, and SNFs.

OneCare requires hospitals to pay dues (or ACO participation fees).***> OneCare uses these fees
to support population health programs for primary care and community-based providers (detailed
in Exhibit 3.1). Medicare has continued to provide, as advanced shared savings, an amount
approximately equal to its investments in Blueprint and SASH under MAPCP (plus inflation);
this is a cash flow mechanism intended to support continued investment in ACO population
health programs and infrastructure investments, however, it is not explicitly or implicitly
allocated to them. This same amount is also added to the TCOC benchmark in the Vermont
Medicare ACO Initiative to ensure that it is not reducing shared savings from other programs.
The original intention was to maintain the payments at the 2017 Medicare levels with an annual
inflation rate of 3.5 percent, but this is not required by the Agreement and has fluctuated in
subsequent years.?***” GMCB requires OneCare to continue Medicare SASH and the Blueprint
payments for all Vermonters.

Risk-sharing arrangements

OneCare established agreements that include risk corridors, shared-savings/loss rates, and
shared-savings/loss limits for each payer (see Exhibit 2.6). While OneCare is ultimately
responsible and takes on both upside and downside risk (i.e., sharing in both potential savings
and losses), each participating hospital agrees to take on some portion of OneCare’s risk for the
TCOC of beneficiaries attributed to its HSA. In the first two years of the Model, OneCare used a
“Robin Hood principle” when distributing risk to hospitals, using net patient service revenue as
one marker, so larger hospitals took on more of the financial burden than smaller hospitals. In
PY1, OneCare did not share any risk with employers who administered self-insured plans (only

" DVHA continues to pay Medicaid FFS claims for non-hospital providers in OneCare’s network, for all providers
who are not part of OneCare’s network, and for all services not included in the fixed prospective payment. See the
Department of Vermont Health Access Vermont Medicaid Next Generation ACO Program 2019 Performance

report.
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UVM Medical Center in PY1).*® However, starting in PY2 (2019), self-insured plans
transitioned to a two-sided risk model.*

Exhibit 2.6. 2019 Risk Arrangements, by Payer

Medicare | Medicaid | Commercial |Self-Insured
Shared-Savings Rate 100% 100% 50% 30%
Shared-Loss Rate 100% 100% 50% 30%
Shared-Loss Limit (stop loss as a percentage of o o o o
TCOC) 5% 4% 6% 6%
?gegecc)i-Savmgs Limit (stop gain as a percentage of 59 6% 6% 6%

2.4 Comparison with Other Medicare ACO Initiatives

The VTAPM is distinct from other Medicare ACO initiatives in that funding from all
participating payers flows through a single ACO. Other Medicare ACOs are often a single payer
(e.g., Medicare only) and funding often flows through multiple ACOs to participating providers
and practitioners. Exhibit 2.7 compares the VTAPM Medicare ACO initiative to other Medicare
ACO initiatives. It is important to note that in PY'1 (2018), the Medicare portion of the VTAPM
was a modified version of the Medicare NGACO Model.'? The VTAPM used the NGACO
design features to get started quickly in 2017.

The VTAPM diverges from the NGACO methodology in calculating the benchmark; the
VTAPM agreement gives the GMCB authority to set the Vermont Medicare ACO benchmark, or
the agreement’s spending target. The benchmark score also incorporates the ACO’s performance
on quality measures instead of impacting its shared-savings rates.*S

Both the NGACO Model and the VTAPM Medicare ACO initiative feature prospective
beneficiary attribution. Both were designed with the option for beneficiaries to voluntarily
attribute themselves to a participating practitioner within an ACO; however, VTAPM has not
implemented voluntary alignment. VTAPM’s Medicaid ACO initiative piloted expanded
attribution in PY2" (2019) and moved to expanded attribution in PY3 (2020).*

VTAPM payment mechanisms and benefit enhancements for Medicare beneficiaries also are
similar to the NGACO Model. Both models allow waivers for SNF care, telehealth, and post-
discharge home visits for Medicare beneficiaries and feature an AIPBP for attributed Medicare
beneficiaries.”® While an AIPBP is an NGACO Model feature, only one of 50 NGACOs elected
the AIPBP as an alternative payment mechanism in 2018.%° Thus, the VTAPM’s widespread use

v This approach was originally referred to as geographic attribution.
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of the AIPBP for Medicare is distinct. Participants in the VTAPM and NGACO Models serving
a high volume of Medicare beneficiaries also had the option to receive credit for participation in
an Advanced Alternative Payment Model (APM), a track of the CMS Quality Payment
Program."

The VTAPM moves to prospective beneficiary attribution and higher shared-savings/loss rates
than prior initiatives. The VTAPM Medicare ACO initiative and the NGACO Model differ from
the Medicare SSP ACO Tracks 1 and 1+ across a number of key features. Unlike the prospective
attribution used in the VTAPM, Medicare SSP Track 1 and Track 1+ use concurrent beneficiary
attribution and lack Medicare benefit enhancements and payment mechanisms available to the
VTAPM. Medicare shared-savings/loss rates of 100 percent for the VTAPM fall at the higher
limit of the NGACO Model and are much higher than Medicare SSP Track 1+ (up to 50 percent).
However, the Medicare shared-savings/loss limits for the VTAPM (5 percent of TCOC) fall at
the lower end of the range of the NGACO Model (5-15 percent). While the shared-savings/loss
rates are relatively high for the VTAPM, the risk limits are at the lower end of the range for other
Medicare ACO models.

Exhibit 2.7. VTAPM Medicare ACO Initiative Compared to Other Medicare ACO
Initiatives—PY2 (2019)

VTAPM: Medicare Medicare Medicare Medicare SSP,

2019 Design Features ACO initiative NGACO SSP, Track 1 Track 1+
Beneficiary Attribution and Characteristics

Attribution Type Prospective Prospective Concurrent Concurrent
Option for Voluntary ® ® °
Alignment

BgneflClary Eligibility Medicare Medicare Medicare Medicare
Criteria
Average Number of
Attributed Beneficiaries 53973 33.404 20,445 22496

per ACO (Medicare
initiative only for VT)

Advanced APM [ ] ® ®

Risk Arrangements

One-Sided Risk
(“Upside Risk”)

Two-Sided Risk
(“Downside Risk”)

W Model participants also have the option to participate in other Medicare incentive programs if they meet eligibility
requirements. These providers are automatically eligible to receive 5 percent bonuses through their Quality Payment
Program participation and are exempt from Merit-based Incentive Payment System (MIPS) reporting requirements.
Medicare providers that do not participate in an Advanced Alternative Payment Model must follow MIPS reporting
requirements but will earn performance-based payment adjustments."
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VTAPM: Medicare Medicare Medicare Medicare SSP,
2019 Design Features ACO initiative NGACO SSP, Track 1 Track 1+
Shared-Savings Rate 80% or 100%™ 80% or 100%** 50% 50%
Shared-Loss Rate 80% or 100%™ 80% or 100%** 30%
0,

Shared-Loss Limit 4 é)rog(;ecgcc:éngrk
(“Stop Loss” as a 5% 5-15% Meodicare
percentage of TCOC) ok

revenue
Shared-Savings Limit
(“Stop Gain” as a 5% 5-15% 10% 10%

percentage of TCOC)

0.5-2% fixed
2-3.9% corridor or 2-

savings**** 3.9% variable

corridor****

Minimum Savings/Loss
Requirements (“Risk
Corridor”)

Quality Measurement

Quality Score Affects
Shared-Savings Rate

Quality Score Affects
Spending Benchmark

Medicare Benefit Enhancements

Skilled Nursing Facility
3-Day Rule Waiver

Telehealth Waiver o °

Post-Discharge Home
Visit Waiver

Payment Mechanisms

AIPBP ° °

Advanced APM Bonus

Payments ° ¢ °

Sources: 2019 Shared Savings Program (SSP) ACOs PUF. https://data.cms.gov/Special-Programs-Initiatives-Medicare-Shared-
Savin/2019-Shared-Savings-Program-SSP-Accountable-Care-O/v3c3-qaff.

Vermont All-Payer ACO Model Annual ACO Scale Targets and Alignment Report Performance Year 2 (2019).
https://gmcboard.vermont.gov/sites/gmcb/files/documents/payment-
reform/PY2%20Annual%20AC0%20Scale%20Targets%20and%20Alignment%20Report FINAL2.pdf.

Next Generation ACO Model Financial and Quality Targets: Performance Year 4 (2019) Results.
https://innovation.cms.gov/media/document/nextgenaco-py4finqualresults.

Next Generation ACO Model Calculation of the Performance Year Benchmark: Performance Years 2019 and 2020.
https://innovation.cms.gov/files/x/nextgenaco-benchmarkmethodology-py4.pdf.

MSSP Shared Savings and Losses Assignment Methodology.
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/Shared-Savings-Losses-
Assignment-Spec-V7.pdf.

* Exhibit adapted from Kaiser Family Foundation’s “Medicare Delivery System Reform: The Evidence Link.”%2

* At the time of this report, there is only one participating ACO, which has chosen 100% shared savings and losses rates.
**These shared-savings/loss rates are based on risk option.

***Shared-loss limit based on ACO size.

**** These minimum savings/loss requirements are based on ACO size.
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/Shared-Savings-Losses-Assignment-Spec-V7.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/Shared-Savings-Losses-Assignment-Spec-V7.pdf
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Chapter 3: Model Participation—Hospitals,
Practitioners, and Beneficiaries

LCVAELCEWENS

Payer Participation

e While the VTAPM is designed to include Vermont’s major public and
commercial insurers, BCBSVT was the only commercial payer in the Model in
@ PY1 (2018) and PY2 (2019).
o> ¢ While the University of Vermont Medical Center (UVMMC) self-insured plan
participated beginning in PY1, the two largest self-insured plans (Vermont
teachers’ union and the State Employees’ Health Care Plan) did not
participate in PY1 or PY2.

Hospital Participation

e In PY2 (2019), only 8 of the 15 eligible hospitals participated in all
participating payer ACO initiatives (Medicare, Medicaid, and commercial).
o Critical Access Hospitals (CAHs) were reluctant to participate in the Medicare
m ACO initiative due primarily to concerns about taking on additional risk in the
face of thin operating margins and the lack of guidance regarding how the
Medicare’s AIPBP mechanism aligned with CAH cost-based reimbursement
and payment benefit.

Practice- and Practitioner-Level Participation

o Because hospitals are the risk-bearing entities, practitioners can only

(O participate with a hospital partner.
m e The Medicare ACO participation rate is higher among large practices (those
with more than 50 participating practitioners) than among smaller practices.

o Practitioner participation in the Model increased between PY1 and PY2
e There was only a small increase in the number of practitioners who
participated in all participating payer initiatives, mirroring that of the hospitals.

Scale Target Performance

¢ The Model failed to achieve the all-payer and Medicare-specific beneficiary
attribution scale targets in PY1 (2018) and PY2 (2019).
e The Medicare ACO initiative has limited presence in the state’s more rural

areas.
¢ Given the Model’s limited scale, most providers continue to have a majority of

ﬁ their revenue in FFS, which is an additional barrier to widespread delivery

n ] system transformation.

e The greatest opportunities for reaching scale are: (1) adjust mechanisms for
Model attribution; (2) increasing participation of self-insured employers; and
(3) increasing the participation of CAHs in the Medicare ACO initiative.

* One of the 15 hospitals—Dartmouth Hospital and Clinic—is located in Lebanon, NH, but its service area includes
counties in Vermont.
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As discussed in Chapter 2, Vermont is responsible for meeting scale targets for Model
participation, namely, to attribute a minimum percentage of the Medicare, Medicaid, and
commercial populations to the VTAPM in each Model PY. For payers and providers,
participation in the Model is voluntary. While the VTAPM aims to achieve a uniform payment
and incentive structure across payers, providers who choose to participate are not required to do
so with all participating payers. Hospitals are the primary risk-bearing entities in the Model. As a
result, unless the “home” hospital in each of Vermont’s 15 HSAs Y opts to participate in the
VTAPM, other health-care providers and practitioners in the HSA will not be eligible to
participate. (See Exhibit 3.1 for a schematic depicting the mechanism for participation.) The
payers and providers can opt to change their participation decisions during each performance
period.

In this chapter, we present findings on the extent of payer and provider participation (hospitals,
practices, and practitioners both individually and as part of networks) in the VTAPM during the
first two PYs. Additionally, we consider the Model’s progress toward achieving the all-payer and
Medicare scale targets, and the barriers and facilitators associated with Model participation.
Sources for the analyses presented in this chapter include Medicare claims; Model participation
lists; the CMS National Plan and Provider Enumeration System (NPPES); the Medicare Provider
Enrollment, Chain, and Ownership System (PECOS); American Hospital Association Annual
Survey Database; stakeholder interviews; and Model documents, including GMCB and OneCare
reports.

Exhibit 3.1. Model Participation Mechanisms

@ Payers optto participatein the VTAPM

L —d

Hospitals within each HSA opt to participate in each ofthe VTAPM ACO Initiatives
(Medicare, Medicaid, and/or Commercial)

l i Practitioners within each participating HSA are eligible
} ‘ Patients of participating practitioners are prospectively
‘ attributed

Y OneCare’s definition of HSA refers to one or more counties that are relatively self-contained with respect to the
provision of routine hospital care as defined by the Dartmouth Atlas methodology. The Blueprint uses a different
HSA definition and includes only 13 HSAs.
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3.1 Payer Participation

While the VTAPM is designed to include Vermont’s major public and commercial
insurers, BCBSVT was the only commercial payer in the Model in PY1 (2018) and PY2
(2019). The two major public insurers—Medicare and Medicaid—have participated with
BCBSVT through its qualified health plans (QHPs) and self-insured employer plans that decided
to participate (see Appendix Exhibit H.1). While some national commercial payers have a
growing market share in Vermont in the large group market, they have not chosen to participate.
One stakeholder suggested this may be due to the limited size of national payers’ enrollment in
the state and the Model’s reporting requirements. A GMCB report cited the lack of state
regulatory oversight over self-insured employer plans and increasing market share of Medicare
Advantage (MA) plans as barriers to meeting scale targets.” OneCare is working with payers to
facilitate self-insured employers joining through third-party plan administrators, but stakeholders
noted resistance among some of the self-insured employers (e.g., Vermont-National Education
Association [NEA] and the State Employees’ Health Care Plan) to join the Model.”

3.2 Hospital Participation

Most hospitals serving Vermonters participated in one or more of the three payer ACO
initiatives (13 of 15 in PY2); however, small, independent hospitals in rural areas of the
state (5 of 7 in PY2; see Exhibit 3.2) opted not to participate in the Medicare ACO initiative
because of the greater downside risk and concern about the impact of AIPBP on CAH
reimbursement and benefits.** The OneCare provider network is divided into 15 HSAs, each
with its own home hospital. The hospitals include Vermont’s 14 hospitals and the DHMC in
New Hampshire.®™ The number of hospitals participating in any VTAPM ACO payer initiative
increased during the first two PYs (from 4 in PYO to 10 in PY1 and 13 in PY?2). The number of
hospitals participating in all VTAPM ACO payer initiatives also increased during this period
(from 0 in PYO0 to 6 in PY1 and 8 in PY2). Five of the seven hospitals that did not participate in
the VTAPM’s Medicare ACO initiative were CAHs.

“ The State Employees’ Health Care Plan joined the Model in PY4 (2021).

a CMS adopted MSSP’s Extreme and Uncontrollable Circumstances policy for the Vermont Medicare ACO
Initiative, reducing 2020 downside risk by reducing shared losses by the proportion of months during the COVID-19
pandemic (June 24, 2020, memo from CMS to Michael K. Smith, Secretary, Agency of Human Services and Kevin
Mullin, Chair, Green Mountain Care Board). GMCB requested that this reduction in downside risk continue through
the duration of the PHE in 2020 (see December 23, 2020, memo from Kevin Mullin, GMCB to CMS).

% OneCare’s definition of HSA refers to one or more counties that are relatively self-contained with respect to the

provision of routine hospital care as defined by the Dartmouth Atlas methodology. The Blueprint uses a different
HSA definition and includes only 13 HSAs.
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Exhibit 3.2. Hospital Participation by Payer, Performance Period, and Organizational
Characteristics
Health . Type of Number Hospital
Service Area o2 el Hospital of Beds* Affiliation 2l AU AU
Burlington UVM Medical Center PPS 415 UVM Health Medicaid All Risk All Risk
Network Programs Programs
. Central Vermont UVM Health . All Risk All Risk
i Medical Center P e Network izl Programs Programs
Middlebury Porter Medical Center | CAH 25 UVMHealth | 1o dicaig | All Risk All Risk
Network Programs Programs
St. Albans Northwestern Medical PPS 53 Independent | Medicaid All Risk All Risk
Center Programs Programs
Brattieboro Brattlgboro Memorial PPS 47 Independent All Risk All Risk
Hospital Programs Programs
— —— . All Risk All Risk
Springfield Springfield Hospital CAH 25 Independent Programs Programs
. Dartmouth- . L
Dartmouth Hospital : Medicaid & Medicaid &
Lebanon and Clinic PPS 374 Hitchcock BCBSVT BCBSVT
Health
Southwestern All Risk
Bennington Vermont Medical PPS 78 Independent Medicaid P
Center rograms
Dartmouth- All Risk
Windsor Mt. Ascutney Hospital | CAH 25 Hitchcock Medicaid P
rograms
Health
Newport el s inliy CAH 25 Independent Medicaid Medicaid
Hospital
Rutland Rutland Regional PPS 124 Independent Medicaid
Medical Center
St. Johnsbury N BN CAH 25 Independent Medicaid
' Regional Hospital
Randolph Gifford Medical CAH 29 Independent Medicaid
Center
Morrisville Copley Hospital CAH 25 Independent
Townshend Grace Cottage CAH 19 Independent

SOURCE: 2019 OneCare Hospital Participation list; NORC Analysis of Hospital Cost Report Public Use File.

NOTE: PPS - Prospective Payment System Hospital; CAH — Critical Access Hospital.* The number of beds available for use by
patients at the end of the cost reporting period. A bed means an adult bed, pediatric bed, birthing room, or newborn ICU bed

(excluding newborn bassinets) maintained in a patient care area for lodging patients in acute, long-term, or domiciliary areas of the
hospital. Beds in labor rooms, birthing rooms, post-anesthesia or post-operative recovery rooms, outpatient areas, emergency
rooms, ancillary departments, nurses’ and other staff residences, and other such areas that are regularly maintained and utilized for
only a portion of patient stays (primarily for special procedures or not for inpatient lodging) are not termed a bed for these purposes.

A significant and increasing fraction of the participating hospitals’ overall Medicare FFS
revenue was withheld by Medicare and paid to OneCare as periodic, lump-sum population-
based payments. This AIPBP may give OneCare greater flexibility in establishing payment
relationships with providers and upfront resources to invest in delivery system transformation.
As discussed in Chapters 2 and 4 (Sections 2.3 and 4.2), all hospitals participating in the
Medicare ACO initiative opted for the AIPBP.“° Between PY1 and PY2, the share of Medicare
revenue for hospital-based services paid through the AIPBP increased from 35 percent to 45

 https://innovation.cms.gov/files/slides/nextgenaco-2017popbasedpaymentslides.pdf.
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percent, reflecting the increase in participation in the Medicare ACO initiative and an associated
increase in attributed Medicare beneficiaries (see Exhibit 3.3). However, the greater share of
total payments continued through FFS, as hospitals participating in the Model still served a
number of non-attributed beneficiaries.

Exhibit 3.3. Share of Medicare FFS Payments for Hospital-Based Services Covered
by AIPBP, PY1 and PY2

Performance Year 1 Performance Year 2
Total = $349,999,160 Total = $412,405,552

- FFS Payments AIPBP Payments

SOURCE: NORC analysis of Medicare claims data.
NOTE: This exhibit includes the sum total of all Medicare payments — FFS and AIPBP — to participating hospitals for FFS-covered
services rendered to attributed and non-attributed Medicare beneficiaries during the PY (i.e., denominator).

3.3 Participation by Practitioner- and Practice-Level Networks

Hospital participation decisions within each HSA had a direct impact on the participation
of practices and practitioners in the VTAPM and across the three ACO payer initiatives.
Practitioner eligibility depends on whether the hospital within their HSA is participating in each
payer initiative. The number of practitioners participating in the VTAPM increased between the
first two PY's; however, he share of the providers who were eligible for and opted to participate
in all three VTAPM ACO payer initiatives decreased slightly (see Exhibit 3.4).
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Exhibit 3.4. Practitioner Participation in the VTAPM, PY1 and PY2

® Practitioners
Participating in All Three
ACO Initiatives

 Practitioners
Participating in One or
Two ACO Initiatives

PY1 PY2

N =4,188 N = 4,887

SOURCE: NORC analysis of Medicare claims data.
NOTE: Counts below the labels represent the total eligible population for each category (i.e., denominator).

Most practitioners who participated in the VTAPM in PY1 continued to do so in PY2.
Between PY1 and PY2, about 17 percent (n = 729) of practitioners participating in any of
VTAPM’s ACO payer initiatives in PY'1 exited the Model and about 29 percent (n = 1,426) of
the PY?2 practitioners were new entrants (see Appendix Exhibit H.2). Of those who participated
in all three of VTAPM’s ACO payer initiatives in PY 1, 84 percent (n = 3,459) maintained the
same level of participation in PY2 (see Appendix Exhibit H.3).

Urban counties served by the UVM and Dartmouth-Hitchcock health systems had higher
practitioner participation rates in PY2.9¢ Although there was broader participation in the
VTAPM’s Medicaid and commercial ACO initiatives, participation rates in rural counties was
similar to those for the Medicare ACO initiative (see Appendix Exhibit H.4). Participation in
the Medicare ACO initiative was also more concentrated in specific counties than participation
in the VTAPM’s Medicaid and commercial ACO initiatives. As Exhibit 3.5 illustrates,
participation rates in rural counties was similar across all payer types.

44 See Appendix Exhibit H.5 for a reference map of Vermont population by county for reference relative to maps
shown in Exhibit 4.5. Low-population areas in the northeast corner of the state align with areas that see lower
percentage of eligible practitioners participating in the Medicare ACO and BCBS ACO initiatives.
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Exhibit 3.5. Practitioner Participation, by VTAPM ACO Payer Initiative and County
(PY2)

Percentage of Eligible
Practitioners Participating in the
Medicare ACO Initiative

Percentage of Eligible
Practitioners Participating in the
Medicaid ACO Initiative

50%
40%
30%
20%

Percentage of Eligible
Practitioners Participating in the
BCBS ACO Initiative

50%
40%
30%
20%

Hospital Participation < Nonparticipant
in Payer Model + Participant

SOURCE: NORC analysis of Medicare claims data.

NOTE: We used the VTAPM Provider Files to identify the VTAPM ACO participants. We identified the eligible, non-participants
based on their specialty designation; non-participants needed to have one or more of the specialty designations held by the
participants.

The high proportion of practitioners in the VTAPM ACO provider network with
attribution-ineligible specialties limited the ability of the Model to achieve the scale targets
(see Exhibit 3.6). About 47 percent (n = 2,291) of the practitioners in the ACO provider network
did not have an attribution-eligible specialty (see Appendix Exhibit H.6). Therefore, the patient
population of these practitioners had no opportunity to be attributed to the Model. Most of the
attribution-eligible practitioners in the ACO provider network had primary care specialties. Over
half of the practitioners with primary care specialties were non-physicians (i.e., nurse
practitioners and physician assistants).
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Exhibit 3.6.  Practitioner Participation, by Specialty, PY2

N = 4,887

Primary Care
21%

Other (Attribution
Ineligible)
47%

Non-Physician
Primary Care
21%

Specialists
11%

SOURCE: NORC analysis of Medicare claims data.

NOTE: Other (Attribution Ineligible) represents the practitioners who are not attribution-eligible providers. These numbers represent
participating and preferred NPIs. Alignment eligible specialists are primary care specialists (general practice, family medicine,
internal medicine, pediatric medicine, geriatric medicine, nurse practitioners, clinical nurse specialists, physician assistants);
cardiology; osteopathic manipulative medicine; neurology; obstetrics/gynecology; sports medicine; physical medicine and
rehabilitation; psychiatry; geriatric psychiatry; pulmonology; nephrology; endocrinology; multi-specialty clinic or group practice;
addiction medicine; hematology; hematology/oncology; preventive medicine; medical oncology; gynecological/oncology; and
neuropsychiatry.

Medicare ACO participation rates are higher among large practices than among smaller
practices. As of PY2, about 44 percent of the eligible Vermont-based practices® with over 50
affiliated practitioners participated in the VTAPM, compared with 20 percent of the Vermont-
based practices with fewer than 50 affiliated practitioners (see Exhibit 3.7).7 Between PY 1 and
PY?2, there was an increase in the number of practices, FQHCs, and rural health clinics in the
ACO provider network, with much of the increase occurring in the Medicare and commercial

ACO initiative provider networks. See Appendix Exhibit H.7 for more information.

¢ If one or more practitioners affiliated with the practice have an attribution-eligible specialty, the practice is
deemed eligible.

ff' We used the Tax ID number to identify group practices. We used the CMS Certification Number to identify
FQHC:s, rural health clinics, and eligible CAHs. To calculate practice size, we counted all providers associated with
a billing tax identification number (TIN) to define a practice. We counted all providers associated with the CMS
Certification Number (CCN) to calculate the number of practitioners associated with FQHCs, rural health clinics,
and eligible CAHs.
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Exhibit 3.7. Share of Eligible Practices Participating in Medicare ACO Initiative, by
Practice Size, PY1 and PY2

44%
32%
PY1
0,
20% PY2
13%
Practice Size: <=50 Practice Size: 51+
N = 245 N = 247 N =22 N=18

SOURCE: NORC analysis of Medicare claims data.
NOTE: Counts below the labels in graphic represent the total number of eligible practices in each category (denominator). Eligible
practices include participating, non-participating, and preferred providers.

Participating hospitals are the primary risk-bearing entities; however, the AIPBP covered
a significant share of the Medicare FFS revenue associated with professional services
rendered by practitioners in the ACO provider network. Between PY1 and PY2, the share of
Medicare FFS revenue associated with professional services covered by the AIPBP increased
from 36 percent to 42 percent (see Exhibit 3.8). The overall size of the periodic, lump-sum
payments for professional services may give OneCare flexibility to establish payment
relationships with the providers and upfront resources to invest in delivery system
transformation.
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Exhibit 3.8. Share of Medicare FFS Payments for Professional Services Covered by
AIPBP

Performance Year 1 Performance Year 2
Total = $73,401,069 Total = $87,933,160

. FFS Payments AIPBP Payments

SOURCE: NORC analysis of Medicare claims data.

NOTE: This exhibit includes the sum total of all Medicare payments — FFS and AIPBP — to participating and preferred practitioners
who opted for AIPBP for FFS-covered services rendered to attributed and non-attributed Medicare beneficiaries during the PY
(i.e., denominator).

3.4 Assessing Scale Target Performance by Payer and Performance Period

For both PY1 and PY2, the VTAPM did not meet the all-payer and Medicare-specific scale
targets. As described in Chapter 2, Vermont is required to meet specific all-payer and Medicare
scale targets in each PY. In PY2, the GMCB’s analysis of the Model’s progress found that 30
percent (n = 160,048) of the eligible insured Vermont population was attributed to the VTAPM,
falling short of the all-payer scale target by 20 percentage points (see Exhibit 3.9). For the
VTAPM’s Medicare ACO initiative in PY2, the VTAPM achieved a scale target of 47 percent
(n=53,973), falling short of the scale target goal of 75 percent.

FIRST EVALUATION REPORT | 35



NORC | Evaluation of the Vermont All-Payer Accountable Care Organization Model

Exhibit 3.9. Scale Target Performance—GMCB Analysis

|
! Medicare
| Scale
! Target in
: PY2: 75%
1 MedicareT
1 Scale
1 Target in
1 PY1: 60%
All-Payer
Scale : PY1
Target in | PY2
PY2: 50% |
All-Payer 1 A
Scale 1
Target in ] 58%
. 0,
PY1: 36% : a7%
|
0,
30% ! e 31%
22% |
| 1% | 11%
1
All-Payer : Medicare Medicaid * Commercial ~*
|

N =521,818 N =526,723 N =113,272 N = 113,743 N =135,879 N =130,004 N = 272,667 N =282976

SOURCE: GMCB Vermont All-Payer ACO Model Annual ACO Scale Targets and Alignment PY1 and PY2 Reports.

NOTE: * Exclusion of Medicaid recipients with evidence of third-party coverage, limited Medicaid benefits package, or who are
dually eligible; ~ Commercially insured members include self-insured employers, fully insured, and Medicare Advantage plans.
Members of insurance plans that do not have a Certificate of Authority from Vermont's Department of Financial Regulation are
excluded; * Expected Attribution Rate not available. Counts below the labels in graphic represent the total population for each

category (denominator).

Medicare beneficiaries are attributed prospectively to the VTAPM, based on the beneficiary’s
past care utilization patterns.®® Any change to care-seeking patterns during the PY's could affect
the Model’s actual reach. Specifically, over 25 percent of the eligible Medicare beneficiary
population did not receive any qualified evaluation and management (E&M) services within the
state during PY2 (see Exhibit 3.10).

£¢ The prospective attribution process assigns patients to practitioners though patient claims data. Patients are
attributed to the VTAPM if they receive a meaningful level of primary care services, as measured by the allowed
charges associated with qualified evaluation and management (QEM) visits rendered by practitioners with eligible
specialties, during the three years leading up to the performance period. Alignment-eligible specialists are primary
care specialists (general practice, family medicine, internal medicine, pediatric medicine, geriatric medicine, nurse
practitioners, clinical nurse specialists, physician assistants); cardiology; osteopathic manipulative medicine;
neurology; obstetrics/gynecology; sports medicine; physical medicine and rehabilitation; psychiatry; geriatric
psychiatry; pulmonology; nephrology; endocrinology; multi-specialty clinic or group practice; addiction medicine;
hematology; hematology/oncology; preventative medicine; medical oncology; gynecological/oncology; and
neuropsychiatry.
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To consider the potential impact of this gap on measurement of the scale target, we assessed
performance after excluding such beneficiaries, creating an alternative assessment of the
Medicare scale target. With the alternative assessment, the Model performed better than the
GMCB’s assessment in PY2 but still did not achieve the 75 percent scale target. The Medicare
scale target performance in PY2 would be marginally higher at 65 percent (n = 53,915) if
attribution were based on Medicare beneficiaries’ care-seeking patterns during the PY, in
contrast with using a prospective attribution methodology. Further, under the alternative
assessment, the Medicare scale target performance increased in PY2 over PY1 (see Appendix
Exhibit H.8).

Exhibit 3.10. Alternative Assessment of Medicare Scale Target Performance (PY2)

27%
|
Received | o,
One or More | 41% 35%
QEM ) 1
Services |
from |
Eligible ! L Concurrently
Primary ! . Prospectively Attributed
Care 1 Attributed 65%
Specialists 1 59% °
within |
Vermont |
during PY2 |
1
|
1
Medicare FFS Beneficiaries* ! Received One or More QEM Services from Eligible Primary
in Vermont during PY2 : Care Specialists within Vermont during PY2
1
N = 112,680 1 N = 82,336

SOURCE: NORC analysis of Medicare claims data.

NOTE: " FFS Part A & B coverage, no Medicare Advantage coverage during the year, and Medicare was not a secondary payer at
any point during the year. Counts below the labels in the graphic represent the total eligible population for each category
(denominator). This alternative approach to assessing Medicare Scale Target performance serves to inform the assessment and is
not representative of the Model's Scale Target Performance definition.

As noted earlier, participation in the Medicare ACO initiative among hospitals and practitioners
is lowest in the more rural counties. Exhibit 3.11 illustrates the counties with the greatest
number of non-attributed Medicare beneficiaries. While the counties in the northeastern area of
the state are among those with the highest percentage of eligible, non-attributed beneficiaries, the
county in which Rutland Regional Medical Center is located, which participated in the Medicaid
ACO initiative only in PY1 and PY2, has the greatest number of non-attributed Medicare
beneficiaries (see Appendix Exhibit H.9).h"

hh Rutland Regional Medical Center joined the Medicare ACO initiative in PY4 (2021).
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Exhibit 3.11. Medicare Beneficiaries Attributed to the VTAPM by County (PY2)

+ Medicare Beneficiaries
Not Attributed Percent Not Attributed

to the ACO (n=28,854) to the ACO

L
oo
’ H50%

4,000 <
2.000 24%

Hospital Participation < Nonparticipants
in Medicare + Participant

SOURCE: NORC analysis of Medicare claims data.

3.5 Barriers and Opportunities to Increasing Participation and Achieving Scale
Targets

Given the requirement to achieve scale targets and the importance of widespread participation to
meeting the VTAPM’s goals, the state, OneCare, and participating payers have identified
opportunities to increase Model participation for payers, hospitals, and practitioners. !

Increasing predictability of Medicare ACO initiative, particularly for rural hospitals

In April 2019, the GMCB and Vermont AHS surveyed Vermont hospitals and FQHCs to assess
how the state can increase provider participation in the VTAPM.>! Survey respondents noted that
to increase participation and achieve the scale target goals, hospitals and FQHCs need to feel that
the Model’s payment structure is “transparent, predictable, and sustainable.” Further,
respondents agreed that payments from the ACO and participating payers must offset provider
burden for the additional administrative and reporting requirements involved with Model
participation.*

ii For additional discussion on progress and challenges meeting scale targets, see the GMCB Vermont All-Payer
ACO Model Annual ACO Scale Targets and Alignment Report Performance Year 2 (2019).
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As noted above, the VTAPM has been most successful in increasing participation in the
Medicaid ACO initiative, due in part to OneCare’s strong partnership with the state Medicaid
agency. Medicaid leaders interviewed credited this continued growth to a “focus on executing on
the operational side and making sure that [they] are adhering to the contract, are being good
partners with the ACO, and are trying to be responsive to any feedback that might be coming
from the provider community as they re participating in this and learning from it.”

Expansion of attribution methodology

Several stakeholders reported that the Medicare scale targets established at the outset of the
Model are unachievable even if all eligible practitioners participated, because a significant
portion of beneficiaries do not seek the plurality of their care in Vermont and instead receive care
out of state. Our assessment of scale target performance confirmed this limitation. When
Medicare beneficiaries who do not seek care in Vermont are excluded from the assessment, the
Model’s Medicare scale target performance improved but still fell short of the intended goal.

Alternative approaches to attribution may have an impact on scale target performance. For
example, the Medicaid team is considering expanded attribution to capture pockets of
beneficiaries without a primary care relationship, either those who are new to Medicaid or who
were missed due to the timing of the look-back period (six months prior to the start of a PY).
Medicaid piloted expanded attribution in St. Johnsbury in 2019 and began expanded attribution
in 2020. The initial pilot surfaced a number of challenges, including limited data on newly
attributed Medicaid beneficiaries and difficulty including newly attributed beneficiaries in
OneCare’s tools for care coordination. Several stakeholders voiced interest in adopting
Medicaid’s expanded attribution for all participating payers. One stakeholder hypothesized that
expanded attribution would increase the acuity of their patient population as the newly attributed
population does not regularly seek care.

Increasing participation of self-insured employers

GMCB and OneCare view increasing commercial payer participation as the biggest opportunity
for reaching the Model’s all-payer scale targets; without additional buy-in from self-insured
employers in Vermont, the VTAPM will not reach scalability targets. State leaders described the
challenges when health plans (e.g., BCBSVT) serve only as administrative services organizations
to process claims for self-insured plans. While some self-insured plans defer to the health plans
to design their benefits package, others take an active role in design. In an effort to increase
participation in the VTAPM, one health plan made participation a standard feature of its self-
insured plans. Many self-insured plans accepted this standard feature; however, others, including
two of the state’s largest group plans, the State Employees’ Health Care Plan and the Union of
Vermont-NEA, declined this standard feature. The State Employees’ Health Care Plan will join
OneCare beginning in PY4 (2021).
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Incentivizing independent providers

In an effort to engage independent providers, OneCare continues to expand the Comprehensive
Payment Reform (CPR) Pilot, from three practices in PY1 (2018) to nine practices in PY2
(2019). Independent practices in HSAs participating in Medicare, Medicaid, and commercial
ACO initiatives with a minimum patient panel of 500 were eligible to participate in this pilot,
which provided a blended capitation payment for attributed beneficiaries; participating practices
opt out of receiving FFS payment./ The monthly enhanced PBPM payment for attributed
patients integrates a payer-blended capitated amount and standard OneCare PBPM payments for
population health management and care coordination. Staff interviewed at one of the
participating practices shared that these payments allowed the practice to hire care coordinators
and behavioral health staff, which would not have been possible otherwise. However, staff also
noted that because only a portion of the practice’s total revenue is capitated, they have been
unable to make significant changes to workflow and the practice’s overall approach to care.

i In later model years, program payment model has continued to evolve.
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Chapter 4: Implementation of the VTAPM

LCVAELCEWWENS

State Oversight

=  GMCB has effectively used its oversight of hospital budgets to encourage
hospital investments in population health, encouraging transparency
through probing questions during the budget review process.
=  GMCB’s ACO budget review process has also been key to fostering
investments in population health, balancing requirements with flexibility in
how the ACO invests in specific population health initiatives over time.

Implementation of the Payment Model

= The Medicaid ACO initiative’s prospective, population-based payment was
@ perceived as innovative, and was widely supported across the state.
v = Neither state-level stakeholders nor providers understood at the outset that,
in contrast to the Medicaid model, the Medicare AIPBP was reconciled with
FFS claims at the end of the year and does not use full capitation. This has
been administratively challenging for hospitals, and a barrier to increasing
population health investments.

Population Health Initiatives

= The VTAPM enabled continued funding and administrative support for the
Blueprint initiatives (e.g., PCMH, CHT, SASH) that serve the entire
community, not only ACO-attributed beneficiaries.

}B = PY1and PY2 payments were intended to build capacity for care
coordination; however, provider and community organizations were
reluctant to hire staff without certainty around the future of the Model.

= The Model is beginning to strengthen relationships between hospitals,
community organizations, designated mental health agencies, primary care
practices, and other providers.

Engaging Providers

= Engaging providers has been challenging due to both a lack of trust in the
9
ACO and the complexity of the Model.
m = At the same time, there has been increasing recognition among providers of

the value of community-based care.

Data Analytics

= HSA-level stakeholders, including hospitals, suggested that the biggest
added value of the ACO its ability to provide actionable data. However,
while some hospitals have used OneCare’s data to inform investments and
Q initiatives, others suggested the claims data is not timely enough to be
n. actionable.
= OneCare does not provide any data or support directly to community
providers within the HSA (e.g., FQHCs, independent providers), and there is
variation in how engaged hospitals are with community providers.
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In this chapter, we present findings on implementation of the VTAPM to date. Across all of the
areas discussed, implementation continues to evolve over time. We first provide an overview of
how the GMCB uses its regulatory authority, the alignment of GMCB processes to support
Model implementation, and developments in GMCB’s analytic capacity. We then describe
implementation of the payment structure and methods. Next, we explore OneCare’s efforts
encourage collaboration to address population health goals, including OneCare initiatives,
hospital investments, and community collaboratives. We then provide an overview of progress
and challenges in engaging providers. Finally, we examine the benefits and challenges behind
OneCare’s data sharing. Sources for the analyses presented in this chapter include stakeholder
interviews, supplemented by a review of documents, including GMCB presentations, reports,
white papers, and OneCare and hospital budget submissions and budget orders.

4.1 Implementation: GMCB Regulatory Authority

The GMCB is in an ideal position to encourage investments in population health given its
oversight of hospital and ACO budgets. GMCB leaders encourage hospital investment in
population health through terms and conditions in annual budget orders. Stakeholders
commented that the GMCB has tended to use probing questions to encourage change, including
asking hospitals to report on all-payer model measures, in lieu of wielding its regulatory powers.
According to one GMCB leader, these pressure points have been sufficient to increase interest in
shifting away from FFS toward a population health approach (see section below on Hospital
Investments in Population Health for specific examples):

“We were envisioning that the Model would really change provider behavior. With
hospitals, what we were hoping for and what we are beginning to see is that they
would shift from a revenue generation model to an expense containment and
population health approach.... the hospitals are voluntarily giving up revenue to fund
other community providers essentially.”

Interviews with GMCB leaders suggested the ACO budget review process is also key to
fostering investments in population health. In reviewing OneCare’s budget, the GMCB can
examine planned population health investments and program specifics. For example, while the
GMCB required the ACO to invest a certain amount in the Blueprint programs through budget
orders in PY1 (2018) and PY2 (2019) whereby the Medicare funds flow through the ACO as
advanced shared savings, the Board also earmarked a percentage of the ACO’s overall revenues
for population health programs while granting flexibility in how the ACO invests in specific
population health initiatives over time.

Aligning regulatory processes has been a challenge for the GMCB.® Currently, insurance
premium rate review occurs in August, hospital budget review in September, and ACO budget
review in December. Ideally, ACO budgets, participation fees, attributed lives, and payment
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rates would be set prior to hospital budgets, “With the All-Payer Model, we've really taken

enabling hospitals to craft budgets that reflect a step back to try and look at each regulatory
te pl for ACO participation.s? Similarl process, how it may be important to see how
accurate plans for participation.™ Simtiarly, it connects to total cost of care. If it doesn’t

the ACO’s budget order requires that the ACO’s have a quality component, [we] start to think
about, is that something we could infuse into

s ] this regulatory process? Do we have the
approved as part of Vermont’s health insurance statutory authority or not?”

premium rate review process.* The GMCB is
working to streamline regulatory processes,

revamp how it provides budget guidance and collects data, and align activities internally through
cross-team collaboration. For example, beginning in 2020, the GMCB launched a series of white
t,3 options for changing the regulatory

commercial rate aligns with rates the Board

—GMCB leadership

papers discussing the current state of regulatory alignmen
timeline,® and options for policy alignment.>*

The VTAPM also led to investments in the GMCB’s analytics department. The GMCB
leadership shared that the VTAPM gave the Board increased analytic capacity to support
required model reporting and regulatory work. While limited, this increased analytic capacity has
allowed GMCB to provide and analyze data for hospital and ACO budget reviews. The GMCB
also took over calculation of the financial benchmark from CMS for PY3 (2020), as intended in
the Model agreement; the GMCB leaders believed they could more efficiently calculate the
benchmark, incorporate more feedback, and conduct the process with higher levels of
transparency for stakeholders.!?

4.2 Implementation of the Payment Model

Neither state-level stakeholders nor hospitals understood at the outset of the Model that
Medicare would recoup AIPBPs against FFS claims. When negotiating with CMS, state
leaders expected that the Medicare payment model would be full capitation, which is how the
state designed the Medicaid model. Hospital administrators similarly did not expect that the
Medicare model would be different from the Medicaid model in which began in 2017. They
voiced frustration that the continued need to submit and track FFS claims under the Medicare
model has limited their ability to achieve the administrative efficiencies they had anticipated in
their financial models. Moreover, due to the reconciliation, hospitals are reluctant to use the
AIPBP for population health initiatives because they expect CMS will recoup a portion of the
funds in the settlement phase.

In PY1, the calculation of the benchmark resulted in an overpayment of AIPBP; as a result,
some providers had to return portions of these payments to CMS well after receiving them. In
PY?2, the calculation was revised and came close to actuals. Additionally, in both PY1 and PY2
there were errors in the list of participating providers that had elected AIPBP, resulting in
providers receiving FFS payments in addition to the AIPBP, which again resulted in CMS
recouping payments from providers. While CMS and the implementation contractor rectified the
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errors in the participating prOVider llst that “[The Medicare mode|] is not as Simp|e as
resulted in the claims processing issue and theflMQgilca]jd mOd?clj- It's nOtde|et?aDt- It's not
reported that the AIPBP overpayment was less as flexible for providers, and...the incentives

] to really move away from fee-for-service are
than 2 percent, the error had a large impact on stronger if you actually move away from fee-
hospitals. OneCare leadership reported that these for-service.... That is something that we would

. « . . like to see happen with Medicare. | think they
actions created “huge distractions and eroded [providers] are also interested, but the speed

confidence in the program overall,” and several of that change I'm anticipating would be

hospitals considered pulling out of the Medicare slower than we'd like it to be. But when we
were negotiating, first there was no Next Gen

ACO initiative. program. So, we wanted our own Medicare
cap model. Then there was the Next Gen
The Medicare payment mechanism presented program, and as it was described, it would
. hall f 1 CAHs ¥ which have capitation as its fourth model. ... Then
unique challenges Ior rura §, whic when they actually rolled it out, it became

comprise the majority of hospitals in the state.>> In § AIPBP instead of capitation. We were like,
the absence of formal guidance from CMS, CAHs Okay. Well, we can work with that,” but we
L. . L actually weren't fully appreciating how

participating in the Medicare ACO initiative different that is than capitation.”

struggled to clarify how to report ACO-related
expenses and payment as part of their cost report
through PY2 (e.g. whether to carve out ACO beneficiaries). In addition, the lack of alignment
between the CAH cost reporting timeline and the required hospital ACO participation payments
and reconciliation made it challenging for CAHs to hold reserves for both AIPBP and

performance-based reconciliation. For CAHs not affiliated with an academic medical center, the

—State official

risk corridor required was the primary barrier to participation in the Medicare ACO initiative as
it encompasses most, if not all, of their operating margin (described further in Section 4.2). In
addition, for CAHs, the current cost-based reimbursement structure is likely a more financially
advantageous and secure payment model than are capitated payments.

OneCare and state leadership described Medicaid as an innovator in the VTAPM, given that
Medicaid uses an unreconciled, prospective, population-based payment. Many communities and
state stakeholders praised Medicaid’s ability to effectively implement a “fully capitated program
without breaking the system.” A state leader explained the Medicaid ACO initiative as follows:

“[1t] really looks a lot more like our vision for the prospective payment, meaning that
Medicaid...sets a total price.... When [Department of Vermont Health Access] or
Medicaid pays that, that is it. It’s not reconciled against actual for the purposes of the
settlement. It doesn’t get settled. They 've paid that.... That allows providers to get the
predictable chunk of money upfront from Medicaid to more flexibly spend.”

K CAHs have 25 or fewer acute care inpatient beds; are located more than 35 miles from another hospital (or more
than a 15-mile drive from another hospital in an area with mountainous terrain or only secondary roads); and
provide 24/7 emergency care services. CAHs are paid for most inpatient and outpatient services at 101 percent of
reasonable costs and are not included in Medicare’s hospital internal personnel and pay system (IPPS) or outpatient
prospective payment system (OPPS).
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Rollout of the VTAPM within Medicaid was perceived as relatively smooth, with provider buy-
in across the state’s HSAs, according to state leadership. Medicaid sets the rates for each
calendar year to provide predictability for OneCare and participating providers. OneCare
leadership noted that they were able to work through changes iteratively with Medicaid to
improve Model features and viewed Medicaid as a collaborative partner in the negotiation and
refinement process.

In addition to the misalignment of the Medicare and Medicaid payment models, state-level
stakeholders and hospital leaders underscored the challenge of operating in both FFS and
VBP models simultaneously. With limited scale provider organizations described operating
with their “feet in two canoes,” enacting care delivery reforms to reduce utilization for VBP
models, while continuing to rely on traditional FFS reimbursement as a large portion of their
operating revenue. Providers voiced a reluctance to provide different models of care based on
patients’ payers, and administrators described the challenge of managing and projecting their
revenue with the two payment models.

Providers and state-level stakeholders expressed concern that the state had not contributed
sufficient matching funds to draw on the DSR funds. ! DVHA has provided DSR investment
funding to support OneCare population health management and care coordination initiatives, as
well as programs to improve access to mental health services.™™ Hospital leaders suggested,
however, that the relatively limited state investments have diminished overall capacity for
population health initiatives. Some stakeholders interviewed explained that with limited revenue
and tight budgets, state legislators viewed DSR investments as a large upfront investment with
uncertain potential benefits that may take years to materialize.

4.3 Implementation: Population Health Initiatives

OneCare, hospitals, and the state are investing resources in population health initiatives to impact
population health and quality-of-care targets, and ultimately TCOC. These investments include
continuation of programs implemented under previous initiatives, as well as the introduction of a
number of new initiatives. Below we describe and discuss implementation experience to date for
OneCare’s population health initiatives, as well as state and hospital investments. Lastly, we
discuss the impact of the VTAPM on community collaboratives.

'See the August 2019 letter from Kevin Mullin, GMCB Chair, to Governor Scott and Secretary of the Agency of
Human Services Martha Maksym expressing concern about the lack of financial support for the Model.

mm The June 2021 Report of the Vermont State Auditor: All-Payer Model Implementation Costs provides additional
detail on DVHA support for OneCare.
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Addressing Population Health: OneCare’s Population Health Initiatives

Approximately four percent of OneCare’s budget (approximately $23 million in PY1 and
approximately $33 million in PY2) has been devoted to population health initiatives. These
initiatives focus primarily on care coordination, care management, health and wellness programs,
and pilot programs for innovations in care delivery and payment reform; see Exhibit 4.1 for a
complete list of OneCare’s initiatives (Appendix Exhibit G.1 provides additional detail).***’
OneCare funds these initiatives through the upfront CMS funding and hospital participation
feeds, or dues.>’ As noted in Section 2.1, Blueprint programs and SASH, previously supported
by Medicare funds under the MAPCP demonstration, are continuing under the VTAPM, with
Medicare funds now flowing through OneCare as advanced shared savings.™

Exhibit 4.1. 2018 and 2019 Population Health Initiatives

New under

Program Description the VTAPM
Blueprint Patient-Centered |Support PCMHs for both risk and non-risk communities.
Medical Homes (PCMHs)*
Community Health Teams |Blueprint community health teams for both risk and non-risk communities.
(CHTs)*
Comprehensive Payment  |Blended capitation model for independent primary care practices and FQHCs with v
Reform (CPR) Pilot a minimum of 500 attributed beneficiaries.
Innovation Fund Grant funds that support innovative evidenced-based (or informed) programs that

align with OneCare'’s priorities and could be readily spread and sustained by the

ACO and participating communities. Projects span various health topics including

mental health, vulnerable populations, technology in rural settings, and specific

chronic conditions.
OneCare Basic Care Intended to support engaging in quality measurement, participating in quality v
Coordination Payments  |improvement activities, and other activities related to population health.
OneCare Complex Care  |Intended to provide proactive and preventive care to high- and very high-risk v
Coordination Program beneficiaries (16%) in an effort to reduce spending.
Primary Prevention and Pilot program in collaboration with the Developmental Understanding and Legal v
Adverse Childhood Events [Collaboration for Everyone Program and the Vermont Department of Health to
Pilot support the social determinants of health (SDOH) needs of infants from birth to six

months.
Regional Clinical The Blueprint employed local clinical leaders who support community-level
Representatives (RCR) population health initiatives. In addition, OneCare provided part time stipends to

one RCR in each HSA,
RiseVT Community-based primary prevention program emphasizing healthy lifestyles.

Initially funded through the SIM grantin 2013, in 2018 the program has spread to

20 communities throughout the state.
Specialist Payment Pilot  |Pilot programs to support coordinated efforts between primary and specialty care to v

address patients’ needs. Programs include a care coordination system for

management of advanced chronic kidney disease, a program to embed clinical

pharmacists in primary care practices, and the improvement of UVYMHN’s eConsult

function.

" Medicaid continued to fund Blueprint programs directly.
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New under
Program Description the VTAPM
Supports and Services at  |Connects local health and long-term care systems for Medicare beneficiaries to
Home (SASH)* support aging at home through partnerships with housing organizations, home

health agencies, Area Agencies on Aging, and designated mental health agencies.
Funds both participating and non-participating communities.

Value-Based Incentive A fund to incentivize meeting/exceeding quality performance program metrics.
Fund (VBIF)

*Previously received Medicare funding under the MAPCP demonstration.

Sources: FY18 ACO Budget Order.
https://gmcboard.vermont.gov/sites/amcb/files/FY18%20AC0%20Budget%200rder%200neCare%20Vermont.pdf.

OneCare Vermont ACO 2018 Fiscal Year Budget.

https://gmcboard.vermont.gov/sites/gmcb/files/files/resources/reports/ GMCB%20AC0O%20Budget%20Submission%20%20Final.pdf.
FY19 Accountable Care Organization Budget Order.

https://gmcboard.vermont.gov/sites/gmcb/files/FINAL %20%202019%20AC0%20Budget%200rder%202 5 2019.pdf.

OneCare Vermont ACO 2019 Fiscal Year Budget Resubmission.
https://gmcboard.vermont.gov/sites/amcb/files/documents/ GMCB %20AC0O%20Budget%20Submission%202019%20Final%20%28S
upplemental%20Attachment%29.pdf.

The VTAPM enabled continued funding and administrative support for the Blueprint
initiatives (e.g., PCMH, CHT, SASH) that serve the entire community, not only ACO-
attributed beneficiaries. While the Blueprint’s funding now comes from multiple sources, its
program funding structure was relatively unchanged with the shift to the VTAPM. OneCare
funds the Blueprint through Medicare shared savings. Medicaid continues to fund the Blueprint
directly, and program operations have not been greatly affected.

In designing the ACO’s approach to care management, OneCare’s board chose to leverage
the Blueprint network, including CHTs and PCMHs, rather than hiring additional care
coordinators and/or care managers. Blueprint for Health PCMH and CHT infrastructure,
including QI facilitators and other local program staff, have been instrumental in the
development, implementation, and dissemination of the OneCare model. In addition, OneCare
provides stipends to one local clinical leader in each HSA to provide local content expertise and
to support each HSA’s local community collaborative. A member of OneCare’s leadership team
noted:

“The Blueprint laid the foundation for the way that primary care practices operate
and deliver care. The Blueprint put into place processes and procedures to close gaps
in care and getting people in for management, and established community health
teams that provide funding and the foundation for collaboration within.”

Delineation of roles between the Blueprint and OneCare, and between existing and new
programs, has been a challenge, requiring extensive discussion and negotiation. Early in the
Model, there were “turf disputes” between OneCare and the Blueprint, centering on concerns
that OneCare was building redundant care coordination capacity. While the intention was to
reduce duplication, the overlap between the two organizations and divergence in approach (i.e.,
OneCare’s centralized approach compared with Blueprint’s community-driven approach) led to
mistrust at the community level. To overcome these barriers and to align expectations moving
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forward, the two organizations are meeting more frequently, resulting in a significant amount of
administrative coordination to include historically siloed agencies and align stakeholders. Now, a
primary goal between the two organizations is to identify who is best qualified and positioned to
provide particular services and how to efficiently use personnel and resources across
organizations.

Exhibit 4.2. OneCare Care Management Programs, by Risk Level
Changes due to
Category Focus Key Activities VTAPM
» Primary Prevention, | Preventive care RiseVT New for the VTAPM
g Health, and and community- Preventive care
g | Wellness (Low Risk) | based wellness
o
% Stable Chronic Self-management PCMH panel Continuation of the
2 III_ness (Medium of chronic disease Comprehensive health assessment Blueprint_’s PCMH and
g |Risk) Self-management education and community health teams
& training
= Onset Chronic Chronic condition Care plan New for the VTAPM;
2 lliness and Rising management and Care coordination (quarterly) leverages existing
o | Risk (High Risk) co-occurring social Transitions of care Blueprint community
% (=2 Social determinants of health LI DENT
= management implements Care
= 9 Navigator, a software
L><) Complex/High Cost, | Address complex Designated lead care tool to coordinate care
2 | Acute Qatastfophic medical and social Coordinator (monthly outreach)
§ (Very High Risk) challenges Palliative and hospice care
assessments

With the shift to the VTAPM, OneCare leadership formalized population risk
segmentation and a care management structure. The model builds on Vermont Medicaid

pilots, which employed risk stratification, and traditional insurance’s focuses on high-risk

populations. OneCare developed a model to provide a holistic approach, including elements for
low and rising risk that are not central to traditional risk stratification approaches (see
Exhibit 4.2).

OneCare adopted Johns Hopkins’s ACG® system,>® which uses past medical and pharmacy
claims and demographic information for risk stratification. This tool enables OneCare to identify
beneficiaries in the top 16 percent as high- or very high-risk and engage them in a complex care
management program. In 2020, OneCare adjusted this tool to separate the pediatric and adult
populations for risk stratification to ensure that complex pediatric patients received necessary
support. While OneCare is using the validated ACG® system, the ACO continues to explore
additional ways to capture SDOH at the individual and HSA level in risk stratification.

In PY1 and PY2, OneCare leadership intended that during the first two years, the care
coordination payments to primary care practices and community providers (e.g., designated
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agencies, home health agencies) under a complex care coordination program would help to build
capacity to provide care management. OneCare developed contractual agreements with each
HSA that set milestones for managing high-risk (10 percent) and very high-risk (6 percent)
patients (e.g., development of a care plan, quarterly calls). This agreement included an upfront
payment for initiating care with very high-risk patients, and a PBPM payment for high- and very
high-risk patients with milestones. The additional $15 PBPM payment provided a revenue
stream for HSAs to support care coordination, including creating and sharing care plans,
participating in care conferences, supporting transitions of care, and trainings. OneCare tied
payments to quality metrics and operational milestones, such as having a lead care coordinator
and sharing care plans. Beneficiaries select the lead care coordinator, who may be from primary
care practices, home health agencies, designated mental health agencies, or other community
organizations.® The increased funding has allowed expansion of some services already provided
through the Blueprint, such as the community health teams. However, some community
providers and organizations were reluctant to use the funding to hire new staff because they were
concerned about the sustainability of the position should the Model be terminated or ACO
change the payment structure.

To standardize care coordination across HSAs “There was a strong emphasis on training.

and facilitate communication and collaboration l§ They organized trainings for care

across sectors. OneCare desioned coordination, they started the Care Navigator
. ’ . g ’ system, they organized the north team and
implemented, and trained staff to use Care the south team so that we regularly talked to

Navigator, a care management software for other HSAs, shared cross-fertilization of what
. . . h people were doing, and started to build a
both health and social service providers. The sense of accountability for care coordination
OneCare leadership team envisioned that Care by feeding us back our numbers.”
Navigator would house standardized care plans
with goals of care; serve as a common platform
for communication across care settings; provide alerts when patients were seen in the ED,
admitted to the hospital, and discharged from the hospital; and serve as a patient portal to enable
non-clinical providers to communicate with beneficiaries. OneCare’s leadership team engaged
stakeholders in selecting the software and developing a care plan template and believed that
“everyone had bought in.” OneCare collaborated with the Blueprint to provide statewide

training on Care Navigator.

—HSA Blueprint program manager

Despite efforts by OneCare to engage stakeholders, including additional financial
incentives, evidence suggests that care coordinators, CHTSs, and community organization
staff used Care Navigator inconsistently or not at all. In PY2 (2019), OneCare began to use
Care Navigator engagement as one of the organizational milestones to determine disbursement of
complex care coordination payments. OneCare leadership noted that they expected this incentive

° For more detail on OneCare’s care coordination program, see the OneCare Vermont ACO Case Study developed
by the CMS Learning Systems for Accountable Care Organizations and OneCare’s presentation to the House
Committee on Health Care (April 2019).
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to lead to increased Care Navigator use. Several
providers, however, expressed concern with
retrospective, rather than upfront, payments for
completing care plans in Care Navigator, as they
believed the funding is necessary to support staff
time to complete the plans. Due in part to the
change in payment, the number of beneficiaries
documents as care managed® in Care Navigator
has grown from 239 managed beneficiaries in
2018 to 3,901 as of October 2019.%7 Care
managers expressed concern that these payments
feel similar to FFS.94

Providers also noted significant
administrative/documentation burden because the
software is not interoperable with their electronic

Challenge to Implementing Population
Health Initiatives: Workforce Shortages

Workforce shortages in Vermont contributed
to unique challenges within each HSA. Most
stakeholders reported some level of
workforce shortage, though the type and
barriers differed. The main shortages were
for RNs, behavioral health providers, and
primary care providers. Hospital leaders
lamented the difficulty of implementing the
Model while addressing immediate and
anticipated (retirement) workforce
challenges. Some independent hospitals
reported challenges in competing with UVM
and DHH for staff, related to salaries,
benefits, and location. Others reported
challenges competing with other
organizations within their community for staff.

health records (EHRSs), requiring double documentation. Moreover, the benefits of shared
communication, alerts for patient admissions, and a patient portal are not effective incentives for
providers who use UVM’s Epic EHR, which already integrates these features. Meanwhile,
independent providers described challenges of working with UVM Medical Center, noting
delayed care from specialists, gaps in care navigation, and a lack of notes sharing. Other
challenges cited by community organization staff included Care Navigator’s use being limited to
beneficiaries attributed to the VTAPM and OneCare providers and a lack of overall users, which

undermines the software’s goal to facilitate communication across sectors statewide.

Addressing Population Health: State Investments

As noted previously, Vermont has continued to build on its history of health reform, with new
and ongoing state investments amplifying OneCare’s population health investments and
supporting the VTAPM’s goals. Through these collaborative efforts to improve population
health, the GMCB, AHS (including DVHA), and OneCare work together to establish an
accountability framework for ACO population health investments designed to support the
Model’s Statewide Health Outcomes and Quality of Care Targets.!> While the GMCB and
DVHA support the accountability framework for OneCare investments through the budget

review process and Vermont Medicaid’s ACO contract management, additional efforts by state
agencies broaden the reach of OneCare population health initiatives by implementing population

PP OneCare defined care managed as having a Lead Care Coordinator, identified by the patient, and a Shared Care
Plan document in Care Navigator or other OneCare approved care coordination software. Source: OneCare Policy
Number 02-02 OneCare Advanced Community Care Coordination Payments.

99 In July 2020, OneCare tied Care Navigator payments to documented use of the system rather than payments to
build provider capacity to use the system.
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health programs statewide. For example, the Prevention Change Packages developed by VDH

support practitioners’ efforts to adopt preventive
strategies by offering guidance and tips for best
practices. The Blueprint also continues to
support its care coordination and population
health initiatives beyond the scope of the Model
(i.e., to non-ACO attributed beneficiaries), while
collaborating with OneCare to pilot new
programs. The Blueprint and VDH are currently
working with OneCare to pilot projects that
would support the continued integration of the
Blueprint’s Quality Improvement Facilitator and
Self-Management programs with the ACO.
OneCare’s investments also support ongoing
initiatives in the state. With their focus on high-
and very high-risk care management, OneCare
has created the opportunity for DVHA to expand
the reach of its Vermont Chronic Care Initiative
(i.e., supporting non-ACO attributed Medicaid
beneficiaries).”® While OneCare’s investments
are designed to promote the health of ACO-
attributed lives, various state programs, in
conjunction with these OneCare investments,
support the state’s continued efforts to improve
population health.

Addressing Population Health: Hospital
Investments

To support VTAPM population health goals and
quality measures, hospitals are beginning to
invest in local population health initiatives. In
their 2019 budgets, five hospitals reported
investing in their mental health workforce in an
effort to support the VTAPM population health

UVM Medical Center Population Health
Investments

In 2019, UVM Medical Center made several
investments to support care coordination,
including $3.8 million for an RN care
management model within the network’s
primary care practices and $880,000 for
care coordinators targeting high-risk
patients. In 2020, UVM Medical Center’s
RN care management team and outpatient
social work team were integrated to further
facilitate care coordination and create
“patient-centric care plans.”

Other UVM population health initiatives
include:

= The Population Health Steering Alliance
supports provider efforts to transform care
delivery and track and meet metrics in a
risk-based payment model.

= UVM Medical Center also implemented
Epic EHR to support providers’ care
coordination efforts and improve case
management. This tool allows providers to
assess patient risk, coordinate care
management plans, and track provider
performance on quality dashboards.

= Through UVM Home Health & Hospice
(UVMHHH) longitudinal care program,
nurses and community health workers
continue to follow patients at high risk for
hospitalization once or twice a month after
Medicare eligibility for home health
services ends. This longitudinal care may
include telemonitoring. UVYMHHH covers
the most populous counties in the state.
The VTAPM ACO initiative provided
funding to expand this program to six
additional home health agencies
throughout the state.

Source: UVM Health Network Fiscal Year 2019 Budget
Narrative.

goal to reduce deaths from suicide and drug overdose.’® In addition, hospitals are investing in
care coordination and prevention, hiring dedicated care coordinators and RiseVT program
managers, and improving HIT capabilities to support case management and address additional

population health goals of the VTAPM.
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Additional hospital investments and initiatives have focused on improving beneficiary access to
the most appropriate care in an effort to reduce spending and unnecessary utilization. In 2019,
Porter Hospital, a UVM Health Network affiliate, increased investments in its urgent care center,
ExpressCare, which establishes primary care relationships for those who do not have a medical
home, with a goal of reducing ED utilization.>? Both Porter Hospital and Northeastern Vermont
Regional Hospital expanded palliative care programs to help ensure patients with serious
illnesses have treatment plans and primary care support to reduce ED utilization.**% One
hospital also collaborated with their local hospice to increase the use of advanced directives and
understanding of Medicare’s hospice benefit. One interviewee noted that, within their
community, Medicaid beneficiaries were struggling to access dental services and were instead
seeking care in the ED. The local hospital collaborated with a nonprofit organization to create a

dental care center for Medicaid beneficiaries, resulting in no ED visits related to dental pain in

the second quarter of PY2019.

Addressing Population Health: Community Collaboratives

Other entities addressing population health goals include the Accountable Communities for
Health and community collaboratives (hereafter referred to as ‘community collaboratives’).%!
Initially funded through the SIM grant, these HSA-level groups, additionally sponsored by AHS
and the Blueprint in 2016, are intended to foster and coordinate population health initiatives
across health and social service providers, community-based organizations, and community
members.'® The community collaborative infrastructure enables dialogue at the community level,
bringing local perspectives together with data to identify population needs as well as gaps in
care. Each HSA has its own approach, set of initiatives, level of maturity, and tailored programs
to address specific needs that may align with the ACO goals, such as suicide prevention or
behavioral health, or are unique to the community, such as cervical cancer screenings or food

insecurity.
Hospital Investments to Address SDOH

Northeastern Vermont Regional Hospital,
which participates only in the Medicaid ACO
initiative, annually invests 1 percent of
received Medicaid capitated payments into
the St. Johnsbury HSA community
collaborative, NEK Prosper! Specifically, the
hospitals contributes to the Healthy Cents
fund for upstream investments in health,
such as housing and food security. In 2020,
NEK Prosper! invested in an initiative to
create a community hub to bolster financial
security by increasing average household
income, employee retention, and
employment rates in the community.

Source: https://nekprosper.org/healthy-cents-fund/.

The VTAPM has brought hospitals to the table
in communities where they had not previously
been involved. In some instances, hospitals serve
as the convener for community collaboratives. In
other communities, the hospital historically has not
been the driving force for reform, and local health
departments or community organizations served as
the convener. In these circumstances, the addition
of OneCare’s presence combined with more
hospital involvement have added new voices to
community dialogue. For other HSAs, the hospital
has become the backbone of the community
collaborative, convening community organizations
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and investing in infrastructure (e.g., staff, data analytics). One local health department leader
noted: “I feel like [the Model has] been an avenue to bring us to the table in a more

collaborative way. I feel like the hospital has reached out in a more collaborative way to a

variety of partners.”

While some individuals representing HSAs believed that community collaboratives brought
their communities together, others stated that much work remained to accomplish
community health goals. The collaboratives’ work to date has focused mostly on SDOH. Some
collaboratives have discussed matching initiatives to target high- and very high-risk people, but
the data they have reviewed have not yet informed such an initiative.

4.4 Implementation: Engaging Providers

In the first two PYs of the Model, OneCare struggled to engage CAHs, FQHCs, and
independent providers. Prior to the VTAPM, OneCare served as the ACO for UVM Health

[Physicians] are excited to get paid a
different way, but | think they don't have total
trust in the ACO... They're worried about any
kind of added burden to their practices, such
as more documentation...Some of their
practices, | think really get it, and have seen
the positive.... | think some of the other
practices are concerned... they don't think
that the $3.25 they're getting, per member,
per month is enough. They don't exactly
understand why they're getting it... they just
saw it as revenue coming into the practice,
and didn't really tie it back to... a population
health based payment... an accountable care
organization means that we're all going to be
accountable for providing higher quality, high
value care. | think many of them thought they
were already doing that.

--Hospital leader

Network and the DHMC; (FQHC:s participated in
CHAC), and independent providers were in the
Health First ACO (see Section 2.1 for more detail).
Providers and other stakeholders also expressed
concerns about the close relationship between
OneCare and UVM Health Network.™ An
independent provider questioned if OneCare, given
its reliance on UVM Health Network, which they
perceive to be the most costly provider organization
in the state, is appropriately positioned to “solve the
state’s health-care problem,” which the person
likened to “asking tobacco companies to reduce the
incidence of smoking.” Stakeholders also shared
their concerns that OneCare was not positioned to
support CAHs and independent practices in the
Model’s financial structure. Stakeholders described
CAHs’ challenges with cost reporting relative to the

ACOQO, and an FQHC administrator shared the belief that financial incentives do not drive rural

providers: “You don’t practice rural medicine because you want to get rich.”

Given that hospitals are the risk-bearing entities, OneCare works primarily with each
HSA'’s hospital leadership; this has contributed to a perception among some non-risk-
bearing, non-hospital providers that they have been sidelined. While some leaders from
CHAC and Health First—Vermont’s two ACOs that ceased operations—serve on OneCare’s

™ The president of UVM Medical Center and CEO of UVM Health Network served as chairs of the OneCare board,
and nearly two-thirds of the ACO’s attributed beneficiaries are affiliated with UVM Health Network.
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advisory committee (a group independent of OneCare’s board), many FQHCs and independent
providers do not believe OneCare sufficiently supports them. Community-based providers
described OneCare’s efforts to centralize control. These stakeholders questioned if a centralized
approach could adequately meet the needs of different HSAs and types of provider organizations.
One physician described a now distanced relationship with the ACO: “We don’t really feel part
of the design or the implementation. There’s top-down stuff that’s happening around us not with

2

us.

There are limited financial incentives for non-hospital providers to transform care
delivery. For the most part, hospitals are not yet sharing OneCare Value-Based Incentive Fund
(VBIF) payments (quality payments) directly with participating physicians. Furthermore,
specialty providers do not have meaningful avenues to participate and thus do not have the
financial support to implement care delivery changes.

Stakeholders reported that the Model has helped the health-care system recognize the
value of community-based, patient-centered care. While many HSAs have worked at the
community level for some time, the reforms happening within the state under the VTAPM have
encouraged more providers to take part. Community 