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Vermont Health Care Innovation Project  

Payment Model Design and Implementation Work Group Meeting Minutes 
 

Pending Work Group Approval 
   
Date of meeting: Monday, February 1, 2016, 1:00-3:00pm, 4th Floor Conference Room, Pavilion Building, 109 State Street, Montpelier. 
    
Agenda Item Discussion Next Steps 
1. Welcome and 
Introductions; 
Approve Meeting 
Minutes 

Andrew Garland called the meeting to order at 1:02pm. A roll call attendance was taken and a quorum was present.  
  
Ed Paquin moved to approve the January 2016 meeting minutes by exception. Rick Dooley seconded. The minutes 
were approved with no abstentions.  

 

2. Program 
Updates 

Georgia Maheras provided a series of program updates.  
• The Core Team met twice in January, and approved several health data infrastructure investments over the 

next five months. They were able to approve these investments due to savings in other areas. See the Core 
Team materials and minutes for details.  

• The Core Team also approved a change to the milestone for Episodes of Care for Performance Periods 2 and 
3. This comes after a series of conversations with CMMI; they agreed that alignment of any EOC program 
with other payment models was a high priority, and supported our goal of not launching a new program for 
only a few months before it would likely need to change for implementation of an All-Payer Model. The new 
milestone decreases the number of episodes we are pursuing from three (perinatal, neonatal, and repeat 
emergency depart visits, as well as Integrating Family Services work) to one; future EOC efforts will focus on 
the Integrating Family Services program, rather than the three episodes this group had focused on in earlier 
discussions. New milestones:  

o Performance Period 2: Research, design, and draft implementation plan for one EOC based off of 
the IFS program by 6/30/16. 

o Performance Period 3: Implement EOC Payment Model impacting IFS Program’s Service by 7/1/17. 
• Project leadership is beginning work on a draft budget for Performance Period 3. A budget will be proposed 

to the Core Team later this winter to allow development of our federal budget submission in April 2016. 
Previous Core Team decisions allocating funds provide a starting place for the budget.  

 

3. APM Update  Robin Lunge provided an update on the All-Payer Model.   
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• The Administration sees significant benefit to the state generally and the State through changing the 

payment system in a way that will support improved quality and reduced cost. Doing this through a 
provider-led initiative is preferable to doing this through a payer-led initiative.  

• Some revenue and market segments will continue to fall outside of the waiver due to federal law (ERISA) 
and other factors. Members commented that providers and services excluded from the waiver are critical 
players in decreasing costs. Robin clarified that being outside of the financial scope of the waiver is not the 
same as being outside of system reforms more broadly, and the Administration is working with those 
providers to develop a “Medicaid pathway” to support reform among these providers and services. Part of 
the delivery system will remain in the fee-for-service system for now, but it’s important to remember that 
this is not the only piece of payment and delivery system reform underway. There is a great deal of work 
within AHS right now for providers who are not participating in ACOs. The Medicaid pathway is for providers 
who are not included in ACOs or financial caps, and is looking at which payment and delivery system 
reforms are most appropriate for these provider groups and service types, and avoids bringing provider 
groups and service types under the waiver’s financial cap where there isn’t readiness. One member also 
contested the assertion that this is a provider-led initiative, noted that it looks a lot like managed care, and 
commented that not all providers have been involved in development. 

• Several documents related to the APM were released last Monday: the term-sheet, an explanatory 
companion paper, and a one-page summary.  

• Process for public comment: AoA is accepting public comment in writing for the next 2 weeks – see 
http://www.hcr.vermont.gov for instructions on how to submit writing. Interested parties can also submit 
written comment to GMCB or provide verbal comment at GMCB meetings. GMCB and AoA are sharing all 
comments with each other, so there is no need to submit written comment to both, though participants are 
welcome to do that if they prefer. GMCB is holding a series of meetings to gather stakeholder input over the 
next 2 weeks – there was an all-day hearing on Thursday, as well as a Friday morning stakeholder meeting.  

• Process between CMMI and Vermont: Vermont submits the term sheet; CMMI will proceed with federal 
clearance process, which will include various parts of HHS, Secretary Burwell, and the White House. They 
will come back with questions and comments, followed by another round of negotiations if necessary.  

o Simultaneously, Vermont will gather public comment and comment from SOV agencies and 
departments that are interested, which could also be incorporated into a further round of 
negotiation.  

• The waiver and term-sheet: The waiver would be a three-way agreement between AoA, GMCB, and the 
federal government. GMCB will have a public vote to approve (or not) the term sheet, and public comment 
will be incorporated into this decision.  

o The term-sheet is a high-level document which describes the major provisions of the agreement; 
the real agreement will be a much longer waiver document. This will be written based on the 
approved term sheet.  

o Under the APM, Medicare payments would continue to go from the federal government to 
providers; for ACO providers (providers participating in the APM), this would be governed by an 

http://www.hcr.vermont.gov/
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ACO participation agreement between CMS and the ACOs and will also be written after agreement 
on the waiver (similar to the Next Generation ACO model). For providers not participating in ACOs, 
there would be a different type of agreement as there is now for providers who participate in 
Medicare fee-for-service. Medicare will stay the same for providers not participating in ACOs.  

o Estimated start date is still January 2017. Medicare and DVHA operations are gearing up in 
preparation for this; Robin declined to speak for private payers or ACOs.  

o Term sheet outlines some of the waivers included in the APM that are intended to remove 
recognized barriers within the Medicare program.  

o Impact on existing ACO programs: Medicare, Medicaid, and Commercial SSPs are aligned as much as 
possible/appropriate now. Part of APM planning and implementation will require additional 
alignment across the new programs.  

o Hospital revenue is currently regulated by the GMCB, which includes 60% of physician revenue.  The 
GMCB also regulated commercial insurance rates for all services. This does not include ERISA plans 
or TRICARE. ERISA plans may voluntarily participate and TRICARE will continue to be excluded by 
federal law. The State will be reaching out to self-insured employers to encourage them to 
voluntarily participate in payment reform activities. Some large employers the State is talking with 
or is planning to talk with are state employees, teachers and hospitals.  

o This is not predicated on a single ACO.  
o Is this planned to expand to all fully-insured commercial populations? This is a question for GMCB.  
o We expect a federal decision within 2 months. If we do not agree on an APM, OneCare has still been 

accepted to the Medicare Next Generation ACO program, which would start on January 1, 2017.  
• Term sheet highlights:  

o Financial Caps: Target of 3.5%, with a cap of 4.3%. This was developed by look at the 15-year state 
growth average. 4.3% is 1% above economic growth. Medicare target is 0.2% below national trend 
at the end of the 5-year agreement (2017-2021).  

o There are terms that allow either party to withdraw, which will be spelled out in detail.  
o Regulated Services: Services to which cap applies. Currently based on SSPs (Medicare = Medicare 

A&B; Medicaid and Commercial = current SSP scopes). Caps apply to statewide all-payer spending 
for those services, not to individual providers. 

o Rate Setting: Terms allow the GMCB to do all-payer rate setting if the vision isn’t successfully 
keeping costs within targets, including Medicare rate setting for the FFS system based on reference 
pricing. The GMCB may not use this authority initially, although may use it if trends are not being 
met after a certain period of time.  

• Term sheet will be complemented by GMCB regulatory structure to manage the relationship between State 
and ACOs. GMCB has regulatory authority beyond what it pursues, and could expand authority to develop a 
more robust regulatory system to support the APM.  

• How will the waiver ensure utilization isn’t being harmfully limited? Consumer surveys and quality metrics 
will be a starting place for this, and the Board has kicked off an internal work group process to develop an 
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internal framework to support the APM, including consumer protection as well as rates and other issues. 

4. Frail Elders Cy Jordan provided an update on the Frail Elders project (Attachment 4).  
• This project has been in development since 2013, coming out of a series of qualitative interviews with 

inpatient and rural providers.  
• Target population is not limited to frail elders – frailty has a specific medical definition. Rather, work focuses 

on high-risk elders.  
• Qualitative interviews are not limited to clinical needs.  

 
The group discussed the following: 

• This research targets a larger group than dual eligibles. Bard Hill noted that many duals are past frailty or 
high-risk, but rather, a negative event has already happened.  

• This work could advise or strengthen our existing work with primary care providers, including the Blueprint 
for Health.  

• This research could also be applied to other patient groups with similar needs.  
• One challenge has been linking qualitative interviews with national claims datasets.  

 

5. Financing 101 Bard Hill and Susan Aranoff presented a Financing 101 presentation (Attachment 5) about financing of disability and 
long-term services and supports (DLTSS) in Vermont.  

• This is an area of cost-shift from commercial payers and Medicare toward Medicaid, since Medicaid pays for 
services in this category that are not covered by other payers.  

• There is significant variation in the DLTSS population and in needs and services; person-centeredness is a 
key concept in care planning and service delivery.  

• A high percentage of people receiving DLTSS services are dually eligible for Medicare and Medicaid; costs 
are hard to calculate and manage in part because spending is split across programs.  

  
The group discussed the following: 

• Ed Paquin pointed out that it’s not surprising that people who need more care cost more to care for. He 
noted that many DLTSS services are delivered on a very basic, low-cost level, but volume is high because 
people need a great deal of care.  

• Bard noted that Medicaid eligibility for people in need of DLTSS services is a combination of income 
(including medical spend-down), assets, and disability.  

• Some disabilities and chronic conditions are preventable through optimal prevention activities, care, and 
intervention, and investments in these areas could decrease overall costs – but other disabilities and 
chronic conditions are not avoidable. In both cases, improved coordination and integration will support 
better outcomes and decreased costs.  

 

6. Public 
Comment 

There was no additional comment.   

7. Next Steps, and Next Meeting: Monday, March 21, 2016, 1:00-3:00pm, DVHA Large Conference Room, 312 Hurricane Lane,  
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Action Items Williston 
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