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Executive Summary 

 

From Presidential and Gubernatorial elections, to transitions at the Board, to a U.S. Supreme Court 

decision limiting health care data gathering, to Vermont’s significant step towards changing the way that we 

pay for and deliver health care, 2016 will be remembered as a year of transitions.  

Vermont continues to move towards creating a more affordable, equitable and accessible health care 

system.  Under some measurements, Vermont has been a leader in health care reform; for example, a 

December 2016 Commonwealth Fund report ranks Vermont first in the nation in terms of health care 

access and affordability.1 Despite this high ranking, we recognize that there is still work to be done to 

ensure that high quality, affordable health care is accessible to all Vermonters. 

Throughout 2016, the Board continued to work towards this goal through its regulation of hospital 

budgets, its oversight of health facility planning through the certificate of need program, and the review of 

health insurance rates and qualified health plan benefit designs. The Board continued its important 

innovative work by overseeing numerous federal State Innovation Model (SIM) initiatives and by finalizing 

negotiations with the federal government on a first-in-the-nation All-Payer Accountable Care Organization 

(ACO) Model.  

The Board remains guided in its work and in its decision-making by the triple aim of improving access and 

quality, while containing health care costs. Through the hospital budget and rate review processes, the 

Board successfully lowered rates—and therefore costs to Vermonters—through a transparent, public 

review process in each instance. For fiscal year (FY) 2017 hospital budgets, the Board approved an 

historically low average annual increase in hospital rates of 1.8%, well below recent estimates of medical 

inflation.2 After adjusting for physician transfers, the Board held hospital net patient revenue (NPR) growth 

to 3.9%, while national health care expenditures are projected to grow in 2017 by 5%.3 In addition to 

hospital budgets, the Board held down health insurance rate increases for consumers purchasing insurance 

plans through Vermont Health Connect (VHC); for example, a benchmark “silver” plan increased an 

average of 5% in Vermont, compared to average annual increases of 24% nationally.4 As a result of the 

Board’s review of the insurers’ requested VHC rates, Vermonters saved an estimated $5.2 million – the 

difference between the rates as submitted by the insurers, and the rates as reduced by the Board.    

 

The Board’s work on payment and delivery reform in 2016 focused on creating a system that contains costs 

and rewards high quality care. This year saw the culmination of a two-year collaborative effort by the 

Green Mountain Care Board, the Vermont Agency of Administration and the Center for Medicare & 

Medicaid Innovation (CMMI) to develop a system that shifts Vermont away from fee-for-service towards a 

value-based payment model. In October 2016, the Board unanimously agreed to enter into the All-Payer 

Accountable Care Organization Model (APM) Agreement, set to begin in January 2017 (Year 0) and run 

through December 2022 (Year 5). The APM focuses attention and resources on Vermonter’s most pressing 

health needs by setting population goals to improve access to primary care, reduce deaths from suicide and 

                                              
1 “A Long Way in a Short Time: States’ Progress on Health Care Coverage and Access, 2013–2015” 
2 In a December 2016 press release, the Bureau of Labor Statistics estimated current medical inflation at 4 percent. See 

https://www.bls.gov/opub/ted/2016/medical-care-prices-rise-4-percent-over-the-year-ending-november-2016.htm 
3 http://content.healthaffairs.org/content/early/2016/07/12/hlthaff.2016.0459 
4 http://kff.org/health-reform/issue-brief/2017-premium-changes-and-insurer-participation-in-the-affordable-care-acts-health-

insurance-marketplaces/ 

http://www.commonwealthfund.org/publications/issue-briefs/2016/dec/state-progress-coverage-and-access
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drug overdose, and reduce the prevalence and morbidity of chronic disease. It establishes an annualized 

3.5% cap, measured at the end of the Agreement, on per capita health care expenditure growth for all 

major payers. Vermont’s negotiations resulted in key provisions in the Agreement that are paramount to 

Vermonters’ concerns: for example, participation by providers is voluntary; patients will not see reductions 

to their federal benefits—to the contrary, Vermont negotiated enhanced benefits for Medicare recipients; 

implementation of the Model is phased-in over time, and the State may terminate the Agreement, without 

financial penalty and for any reason, upon a minimum of 180 days’ notice. The Agreement also preserves 

Medicare funding for two of Vermont’s nationally-recognized programs: the Blueprint for Health advanced 

primary care program and the Support and Services at Home (SASH) program that provides care 

coordination and preventive services to Medicare beneficiaries. 

Vermont also made health care headlines when the United States Supreme Court decided Gobeille v. Liberty 

Mutual Ins. Co., in a 6-2 decision (Justice Scalia died before the decision was issued). The Gobeille decision 

held that Vermont’s all-payer claims database is preempted by federal law from mandating reporting 

requirements for self-funded employee health plans. The Gobeille decision, though a setback for states’ 

ability to maintain robust health care databases, has sparked discussion amongst the states on how best to 

collect and use crucial health care data to inform health care policy and research.   

Looking ahead to 2017, the Board will be moving forward with a new constellation of members. First, Dr.  

Allan Ramsay completed his term at the end of September, and was replaced by Robin Lunge, JD, MHCDS 

in November. In December, Board Chair Al Gobeille was appointed, as Vermont’s Secretary of the Agency 

of Human Services. Then in January 2017, Betty Rambur, RN, PhD, resigned from the Board to accept a 

prestigious endowed chair at the University of Rhode Island. In 2017, we look forward to working with our 

new Board members, and are extremely grateful to Chair Gobeille, Dr. Ramsay and Dr. Rambur for their 

exceptional service to Vermont and to the Green Mountain Care Board. 
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Reporting Assigned to the Green Mountain Care Board: 2016 

Legislative Session 

  

Act 112:  An act relating to cataloguing and aligning health care performance measures 

 Produce an alignment plan across all programs that impact primary care (January 15, 2017) 

Act 113:  An act relating to implementing an all-payer model and oversight of accountable 

care organizations 

 Sec. 6: Green Mountain Care Board; Rulemaking 

o Requires that the Board provide an update on the rulemaking process and its vision for 

Board implementation (January 15, 2017) 

 Sec. 10: Primary Care Advisory Group 

o The Board must establish a primary care advisory group to help the Board address the 

administrative burden on primary care professionals (see PCAG section, annual report) 

 Sec. 11: Agency of Human Services’ Contracts; Report 

o Requires the Agency of Human Services, in consultation with Vermont Care Partners, the 

Green Mountain Care Board, and representatives from preferred providers, to submit a 

detailed report relating to evaluation and finances of designated agencies, specialized service 

agencies, and preferred providers (January 15, 2017) 

 Sec. 12: Medicaid Pathway; Report 

o Requires the Secretary of Human Services, in consultation with the Director of Health Care 

Reform, the Green Mountain Care Board, and affected providers, to create a process for 

payment and delivery system reform for Medicaid providers and services (January 15, 2017) 

 Sec. 13: Medicaid Advisory Rate Case for ACO Services 

o Requires the Board review all-inclusive population-based payment arrangements between 

the Department of Vermont Health Access and an ACO for 2017 (December 31, 2016) 

 Sec. 14: Multi-Year Budgets; ACOs; Report 

o The Board must consider the appropriate role, if any, of using multi-year budgets for ACOs 

to reduce administrative burden, improve care quality, and ensure sustainable access to 

care, and report findings and recommendations (January 15, 2017) 

 Sec. 15: Multi-Year Budgets; Medicaid; Report 

o Requires the Joint Fiscal Office and the Department of Finance and Management, in 

collaboration with the Agency of Human Services and the Department of Vermont Health 

Access, to consider the appropriate role, if any, of using multi-year budgets for Medicaid and 

other State-funded health care programs to reduce administrative burden, improve care 

quality, and ensure sustainable access to care (January 15, 2017) 

 Sec. 16: All-payer Model, Alignment; Report 

o Requires the Board to present information to the House Committee on Health Care and 

the Senate Committees on Health and Welfare and on Finance on the status of its efforts to 

achieve alignment between Medicare, Medicaid, and commercial payers in the all-payer 

model (January 15, 2017) 
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Act 143: An act relating to notice to patients of new health care provider affiliations 

 Sec. 1: Sec. 4: Reducing Payment Differentials; Provider Reimbursement; Report 

o The Board must consider the advisability and feasibility of expanding to commercial health 

insurers the prohibition on any increased reimbursement rates or provider-based billing for 

health care providers newly transferred to or acquired by a hospital (February 1, 2017) 

 Sec. 5: Reducing Payment Differentials; Guidance and Implementation; Report 

o Requires the Board to review and provide copies of health insurers’ implementation plans 

for providing fair and equitable reimbursement amounts for professional services provided 

by academic medical centers and by other professionals (July 15, 2016) 

o Board shall report to the Health Reform Oversight Committee, the House Committee on 

Health Care, and the Senate Committees on Health and Welfare and on Finance on its 

progress toward achieving fair and equitable reimbursement amounts for professional 

services provided by academic medical centers and by other professionals, without 

increasing health insurance premiums or public funding of health care (December 1, 2016) 
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Strategic Priorities for 2017 

 

 APM Implementation.  With the passage of Act 113 of 2016 and the signing of the All-Payer 

ACO Model Agreement, the Board will plan for and implement new regulatory processes and align 

existing processes to support the goals outlined in state law and in the Agreement. The Board will 

be responsible for certifying accountable care organizations; reviewing their budgets; reviewing and 

advising the Department of Vermont Health Access (DVHA) on Medicaid ACO rates; setting 

commercial and Medicare rates for ACOs; reporting on progress to the Centers for Medicare & 

Medicaid Services (CMS); tracking financial benchmarks, scale targets and quality targets, and 

implementing changes to other Board processes (e.g., hospital budgets; health insurance rate 

review; certificate of need) to create an integrated regulatory approach. 

The figure below illustrates which regulatory process may be used as a tool to meet the two major 

goals of the APM: 

 

 
In addition, the Board will monitor the design of the ACO programs by the commercial payers and by 

Medicaid to ensure alignment with the Medicare ACO programs anticipated in the APM.  Examples of 

work to be done by the ACOs and payers include:  

 

 Establishing ACO Initiatives through ACO/Payer agreements (including financial 

incentives and linkage to ACO quality) 

 Developing analytic and reporting capacity 

 Implementing payment mechanisms 
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Last, the Board will need to stay informed and monitor the work of ACOs and providers who 

are responsible for delivery system reform implementation, including:  

 Establishing ACO/provider agreements 

 Developing programs to improve care coordination and quality of care 

 Meeting scale targets 

 Review of Hospital Budget Process. The Board will undertake a review of its hospital 

budget oversight to ensure alignment and efficiency in regulatory processes and clarity and 

consistency in its decision-making.  
 

 Review of Certificate of Need Process. The Board will undertake a review of its CON 

process to ensure efficient and effective decision-making.  

 

 Price Transparency. Understanding that health care providers and consumers need accurate 

information to make cost-effective medical decisions, the Board plans to explore new ways to 

increase transparency of health care pricing and quality.  

 

 Health Resource Allocation Plan.  The Board will begin the process of updating Vermont’s 

Health Resource Allocation Plan (HRAP), last updated in 2009, which can provide an essential 

tool for understanding the State’s overall resource needs and capacity constraints.  
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PROGRESS IN 2016 

REGULATION 

Insurance Rate Review 

 

The rising cost of health care, as reflected in health insurance premiums, impacts individuals, families and 

businesses across the State and across the nation. As the entity charged with regulating major medical 

health insurance rates, the Green Mountain Care Board continues the difficult work of reviewing 

insurance rates and identifying the drivers of rate increases, with the goal of ensuring that Vermonters 

will have access to quality, affordable health insurance coverage.  

Under Vermont law, the Board must approve, modify, or disapprove a proposed rate filing within 90 

days of its submission. Lewis & Ellis (L&E), the Board’s contract actuary, provides the Board with 

technical support and assists it in determining whether proposed rate increases meet actuarial standards; 

for example, L&E will examine whether an insurer’s assumptions about future health care utilization and 

costs are reasonable and based on appropriate and accurate data and trends. In addition, the Board 

considers whether a proposed rate is sufficient to cover the insurer’s cost of providing health care 

services to plan enrollees, without allowing for excessive profit or surplus. Additionally, the Board takes 

into consideration the analysis and opinion of the Department of Financial Regulation regarding insurer 

solvency.    

The Board’s rate review program was implemented in part with funding from the Centers for Medicare 

& Medicaid’s Services’ Cycle II and Cycle IV federal rate review grant programs. As required by terms of 

the Cycle II grant, the effectiveness of the Board’s review process and its use of grant funding was 

evaluated at the close of the Cycle II grant period. At the close of 2015, Compass Health Analytics, Inc. 

reported that as a result of the Board’s review of health insurance premium rates, Vermonters saved 

approximately $66 million from July 2012 through December 2015, as measured by the difference 

between proposed rates and those ultimately approved by the Board. The study further found the 

Board’s review process is fair and thorough, and that consumer experience and transparency is “very 

good.” The Cycle II Rate Review Grant Evaluation is available on the Board’s website at 

http://gmcboard.vermont.gov/sites/gmcb/files/documents/GMCB-Cycle%20II-Grant-Rate-Review-Report-

Final_0.pdf.   

More recently, the Kaiser Family Foundation (KFF) on October 24, 2016 released a report and analysis 

comparing health insurance rate increases across the country for plans offered through the marketplaces 

established under the Affordable Care Act (ACA).  The report shows that Vermont rates for a 

benchmark silver plan on Vermont Health Connect (VHC) increased an average of five percent—one of 

the lowest increases in the nation—while other states experienced increases as high as 145%, with an 

average increase of 24% nationwide. The report is available at http://kff.org/health-reform/issue-

brief/2017-premium-changes-and-insurer-participation-in-the-affordable-care-acts-health-insurance-

marketplaces/ . 

http://gmcboard.vermont.gov/sites/gmcb/files/documents/GMCB-Cycle%20II-Grant-Rate-Review-Report-Final_0.pdf
http://gmcboard.vermont.gov/sites/gmcb/files/documents/GMCB-Cycle%20II-Grant-Rate-Review-Report-Final_0.pdf
http://kff.org/health-reform/issue-brief/2017-premium-changes-and-insurer-participation-in-the-affordable-care-acts-health-insurance-marketplaces/
http://kff.org/health-reform/issue-brief/2017-premium-changes-and-insurer-participation-in-the-affordable-care-acts-health-insurance-marketplaces/
http://kff.org/health-reform/issue-brief/2017-premium-changes-and-insurer-participation-in-the-affordable-care-acts-health-insurance-marketplaces/
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Of the eleven rate filings reviewed by the Board in 2016, the most significant filings were for plans 

offered on Vermont Health Connect for coverage to begin January 1, 2017. The Board held hearings 

open to the public over the course of two days regarding the proposed rate increases, the Office of 

Health Care Ombudsman participated in the proceedings, and the Board solicited public comment 

through its website and by mail, phone, and in-person at the close of each day’s hearing. On August 9, 

2016, the Board issued a decision to reduce BlueCross and BlueShield of Vermont’s (BCBSVT) proposed 

8.2% average annual rate increase to 7.3%, and a decision to reduce MVP’s proposed 8.8% average 

annual rate increase to 3.7%. (The Board subsequently declined BCBSVT’s request to reconsider its 

decision.) The Board’s decisions to reduce proposed rates in these two filings alone produced an 

estimated $5.2 million in savings to Vermonters, measured by the difference between proposed rate 

increases, and final approved rate increases. When all eleven of the Board’s rate decisions are accounted 

for (see table, below) savings rise to approximately $6.3 million. 

The Board issued the following rate decisions in 2016:  

2016 Rate Filings 

Decision 

Date 

Docket 

No.  

Company 

Name 
Filing Name 

Proposed Rate 

Change 

Approved Rate 

Change 

Change 

in 

Proposed 

Rate vs. 

Approved 

Rate 

3/29/16 
001-

16rr 

Cigna Health & 

Life Insurance 

Company 

 2016 Large 

Group Manual 

Rate   

-1.1% -3.5% -2.4% 

 

5/9/16 

 

002-

16rr 
MVPHIC 

3Q16/4Q16 

Grandfathered 

Small Group 

EPO/PPO 

3Q16 9.3% 

4Q16 7.9% 

3Q16 8.3% 

4Q16 6.9% 

-1.0% 

5/18/16 
003-

16rr 
BCBSVT 

3Q16 Large 

Group Rating 

Program - Annual 

N/A (Factor Filing) N/A  N/A 

5/23/16 
004-

16rr 
MVPHIC 

3Q16/4Q16 Large 

Group EPO/PPO 

3Q16 -8.6 

4Q16 -9.6 

3Q16 -12.3% 

4Q16 -13.3% 

-3.7% 

5/23/16 
005-

16rr 
TVHP 

3Q16 Large 

Group Rating 

Program - Annual 

N/A (Factor Filing) N/A N/A 
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5/30/16 
006-

16rr 
MVPHP 

3Q16/4Q16 Large 

Group HMO 

3Q16 -4.4 

4Q16 -5.7 

3Q16 -4.5 

4Q16 -5.8 

-0.1 

8/9/16 
007-

16rr 
MVPHP 

2017 Exchange 

Filing 
8.8% 3.7% -5.1% 

8/9/16 
008-

16rr 
BCBSVT 

2017 Exchange 

Filing 
8.2% 7.3% -0.9% 

11/3/16 
009-

16rr 
MVPHIC 

1Q17/2Q17 

Grandfathered 

Small Group 

EPO/PPO 

1Q17 9.0% 

2Q17 10.5% 

1Q17 9.0% 

2Q17 10.5% 

0% 

11/7/16 
010-

16rr 
MVPHIC 

1Q17/2Q17 Large 

Group EPO/PPO 

1Q17 -11.1% 

2Q17 -8.9% 

1Q17 11.1% 

2Q17 -8.9% 

0% 

12/6/16 
011-

16rr 
MVPHP 

1Q17/2Q17 Large 

Group HMO 

1Q17 8.2% 

2Q17 9.3% 

1Q17 4.1% 

2Q17 5.3% 

-4.1% 

 

The Board was also tasked this past year, in consultation with the Department of Financial Regulation, 

with “analyz[ing] the projected impact on rates in the large group health insurance market if large 

employers are permitted to purchase qualified health plans through the Vermont Health Benefit 

Exchange beginning in 2018.” Act 54 of 2015, § 15. The Board retained L&E to provide actuarial 

assistance and analysis based on insurer data and to draft a report outlining its findings. L&E concluded 

that even if VHC experienced significant enrollment gains, under any of the scenarios tested more 

Vermonters would pay higher insurance premiums if the marketplace were expanded to include large 

employers. The report, Impact of Expanding Vermont Health Connect to Include Large Group Employers (Feb. 

11, 2016) is available at http://legislature.vermont.gov/assets/Legislative-Reports/VT-LG-Study-LE-Final.pdf. The 

legislature subsequently repealed 33 V.S.A. § 1802(5)(C) and subsection (c) of 33 V.S.A. § 1804, which 

beginning in 2018 would have expanded the definition of “qualified employer” to include those with 

more than 100 employees.     

Finally, 2016 saw the first legal challenge to the Board’s rate review authority. MVP appealed the Board’s 

December 2015 decision denying a requested 27.4% average annual rate increase for its Agri-Services 

line of business. On appeal, the Vermont Supreme Court upheld the Board’s authority to review health 

insurance rate requests as set forth in statute, finding the review did not constitute an unconstitutional 

delegation of legislative power, but reversed and remanded the matter based on the Board’s failure to 

adequately explain the rationale for its decision. See In re MVP Health Insurance Co., 2016 VT 111, 

available at https://www.vermontjudiciary.org/LC/Supreme%20Court%20Published%20Decisions/op16-

044.pdf.  On remand, the Board again denied the rate increase; the decision was not appealed by the 

carrier.  

http://legislature.vermont.gov/assets/Legislative-Reports/VT-LG-Study-LE-Final.pdf
https://www.vermontjudiciary.org/LC/Supreme%20Court%20Published%20Decisions/op16-044.pdf
https://www.vermontjudiciary.org/LC/Supreme%20Court%20Published%20Decisions/op16-044.pdf
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Hospital Budgets 

 

 

Vermont has regulated hospital budgets since the early 1980s; since 2012, the Green Mountain Care 

Board has been tasked with reviewing and establishing hospital budgets as one of its major regulatory 

duties. The review process serves as one of the tools by which the State can understand and control 

health care costs and hospital spending on a system-wide basis. The Board’s review process is guided by 

statute, administrative rule, periodic policy updates, and by annual budget guidance.   

 

In 2016, the Board continued to improve how it analyzes all relevant metrics and comparative tools to 

better understand and evaluate each hospital’s budget, and the Vermont hospital system as a whole. 

Through its budget analysis and continued dialogue with hospital CEOs, the Vermont Office of Health 

Care Advocate, and the Vermont Association of Hospitals and Health Systems (VAHHS), the Board is 

working to establish consistent policies and expectations that impact hospital revenues and 

expenditures, and importantly, Vermont health care consumers.  

 

This past April, the Board issued the following budget guidance: 

 

 Fiscal year (FY) 2017 hospital net patient revenues (NPR) are expected to grow no more than 

3.0% over approved FY 2016 budgets. 

 The Board will allow an additional 0.4% in growth in NPR for credible health care reform 

proposals intended to save money and improve care over the long term. 

 Additional NPR growth resulting from the hiring of physicians already practicing in the 

community would not be counted against the target if the acquisition is reported as required 

under the Board’s physician transfer policy. (The dollars associated with these acquisitions are 

not additional to the system, but instead are moved from the community into the hospital 

budget.)  

 

The Board’s review of the hospital budgets, culminating with written orders for each of Vermont’s 14 

hospitals, included review of financial metrics in addition to NPR that reflect both a hospital’s financial 

strength and its vulnerability. Based on data from 2015, Vermont hospitals hold less operating revenue 

and have experienced lower cost growth when compared to the rest of the country. In addition, their 

surplus and days cash on hand—each of which are used to manage unexpected changes in costs or 

reimbursements and fund capital investments—are below national averages. 

 

The chart on the following page compares Vermont hospital financial metrics with national data.  
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The FY 2017 hospital budgets, submitted on July 1, showed a 5.0% increase in NPR, which after analysis 

and review by the Board and staff was reduced to 4.73%. Since the Board began hospital budget 

oversight, the average NPR increase has been 3.1%, compared with an average of 8.0% prior to prior to 

the Board assuming jurisdiction. The graph below illustrates the increase in NPR over time: 
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Viewed more closely, the FY 2017 NPR increase, as established by the Board, includes revenues from 

existing physician practices that became affiliated with hospitals over the course of the fiscal year, and 

therefore do not constitute new health care spending. After adjusting to account for the revenue 

associated with these physician transfers and acquisitions, the increase in NPR is more accurately 3.92% 

for FY 2017. In December 2016, the Board drafted revised budget guidelines, effective January 1, 2017, 

for hospitals to more appropriately account for the impact of physician transfers and acquisitions on 

their budgets.  

The table below illustrates the submitted, and approved final budgets after adjustment for physician 

transfers: 

Budgeted Net Patient Revenue for Vermont Hospitals FY 2016-2017 

2016 2017 2017 2017

Approved Submitted Approved % Change
* Approved & adj for 

phys transfers 
% Change

  Brattleboro Memorial Hospital $73,896,151 $76,408,611 $76,408,611 3.4% $76,408,611 3.4%

  Central Vermont Medical Center $173,996,286 $193,220,803 $191,831,143 10.3% $189,027,073 8.6%

  Copley Hospital $60,987,719 $65,509,894 $65,509,894 7.4% $65,509,894 7.4%

  Gifford Medical Center $56,201,733 $57,762,429 $57,762,429 2.8% $57,762,429 2.8%

  Grace Cottage Hospital $18,375,041 $19,205,503 $19,205,503 4.5% $19,205,503 4.5%

  Mt. Ascutney Hospital & Health Ctr $48,060,871 $47,744,700 $47,744,700 -0.7% $47,744,700 -0.7%

  North Country Hospital $76,604,320 $81,189,662 $81,189,662 6.0% $81,189,662 6.0%

  Northeastern VT Regional Hospital $68,095,300 $71,339,400 $71,339,400 4.8% $71,339,400 4.8%

  Northwestern Medical Center $95,697,390 $102,867,018 $101,935,937 6.5% $98,855,612 3.3%

  Porter Medical Center $75,581,083 $76,094,922 $76,094,922 0.7% $76,094,922 0.7%

  Rutland Regional Medical Center $233,248,162 $243,415,448 $243,415,448 4.4% $241,042,465 3.3%

  Southwestern VT Medical Center $144,025,568 $152,792,211 $152,362,260 5.8% $150,641,798 4.6%

  Springfield Hospital $55,936,500 $59,147,241 $59,147,241 5.7% $59,147,241 5.7%

  The University of Vermont Medical Center $1,126,774,924 $1,175,237,274 $1,172,785,845 4.1% $1,164,016,984 3.3%

Totals for All Hospitals $2,307,481,048 $2,421,935,116 $2,416,732,994 4.7% $2,397,986,293 3.92%

2016 to 20172016 to 2017

Unadjusted Net Patient Revenue change
Net Patient Revenue change - 

adjusted to reflect real growth

* "Real growth" was calculated by adjusting for physician transfers, which four of the hospitals experienced as 
follows:
CVMC $(2,804,070), NMC $(3,080,325), RRMC ($2,372,983), SVMC $(1,720,462) and UVMMC $(8,768,861)
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In addition to NPR, the hospital rate is a key metric and important indicator for long run cost 

containment. As submitted, the hospitals’ rate requests ranged from a substantial reduction of (5.1%) to 

an increase of 5.0%. After adjustment by the Board, illustrated below, the weighted average increase in 

hospital rates was 1.80%, the lowest approved increase on record.   

 

2017

Vermont Hospitals Approved Approved Approved Approved Submitted Approved

  Brattleboro Memorial Hospital 5.2% 5.8% 2.7% -1.4% 3.5% 3.50%

  Central Vermont Medical Center 5.0% 6.9% 5.9% 4.7% 3.0% 2.45%

  Copley Hospital 3.0% 6.0% 0.0% -4.0% 0.0% 0.00%

  Gifford Medical Center 6.1% 7.6% 5.6% 5.8% 3.9% 3.9%

  Grace Cottage Hospital 6.5% 6.0% 5.0% 5.0% 5.0% 5.00%

  Mt. Ascutney Hospital & Health Ctr 7.0% 5.0% 3.2% 5.7% 4.9% 4.9%

  North Country Hospital 4.6% 8.0% 8.3% 4.8% 3.5% 3.5%

  Northeastern VT Regional Hospital 6.5% 5.6% 5.0% 5.2% 3.8% 3.8%

  Northwestern Medical Center 2.9% 3.9% 6.4% -8.0% 2.9% 0.00%

  Porter Medical Center 5.0% 6.0% 5.0% 5.3% 3.7% 5.30%

  Rutland Regional Medical Center 10.3% 4.8% 8.4% 3.7% -5.1% -5.1%

  Southwestern VT Medical Center 6.8% 7.2% 4.5% 3.8% 3.9% 3.36%

  Springfield Hospital 6.0% 4.6% 5.5% 2.8% 0.0% 0.00%

  The University of Vermont Medical Center 9.4% 4.4% 7.8% 6.0% 3.0% 2.45%

  Weighted Average All Hospitals 7.9% 5.2% 6.8% 4.4% 2.2% 1.80%

2013 2014 2015 2016

Technical note:  UVMMC, CVMC, and Porter reflect the negotiated commercial rates expected for 2017 that are comparable 
to the overall rate requests reported by the other hospitals.  
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Cost Shift 

 

In accordance with Act 79 of 2013, the Board annually reports to the legislature on the “cost shift” that 

occurs when hospitals and other health care providers charge higher prices to patients who have 

commercial insurance coverage to make up for lower reimbursement from Medicare, Medicaid, charity 

care, or bad debt. The Board’s report describes the cost shift, quantifies its impact, and presents 

reporting recommendations that include: 

 A standard reporting instrument;  

 Improvements to physician payer data; 

 Distinctions between the amount of Vermont Medicaid and non-Vermont Medicaid payments; 

 Increased transparency in reporting on “disproportionate share”—the Medicaid payments to 

hospitals that serve populations with especially high coverage by Medicaid. 

 

The following chart shows the cost shift by payer from FY 2008 (actual) to FY 2017 (budgeted):  

 

Estimated Vermont Hospitals’ Cost Shift by Payer 

 

The Board projects that the Medicare cost shift will continue to increase into 2017 due to utilization 

increases and reimbursement changes anticipated at the federal level. The Medicaid cost shift for 

hospitals is also expected to increase into 2017 because Medicaid provider rates have not increased, and 

there are an increased number of enrollees in the program.  Bad debt and free care continue to 

decrease as more Vermonters acquire insurance through public or private payers.   

Fiscal Year

Act 2008 (69,003,712)$    (103,569,366)$     (23,623,972)$   (30,252,980)$   -------> 226,450,033$       

Act 2009 (73,627,496)$    (119,979,398)$     (24,292,187)$   (32,391,214)$   -------> 250,290,295$       

Act 2010 (73,515,988)$    (138,016,619)$     (24,806,398)$   (33,076,863)$   -------> 269,415,868$       

Act 2011 (88,399,861)$    (152,256,740)$     (25,784,124)$   (34,331,093)$   -------> 300,771,818$       

Act 2012 (74,383,192)$    (151,931,648)$     (24,347,367)$   (39,264,676)$   -------> 289,926,884$       

Act 2013 (128,108,641)$  (105,982,171)$     (24,684,304)$   (37,383,822)$   -------> 296,158,938$       

Act 2014 (155,622,607)$  (148,344,481)$     (19,370,131)$   (34,885,055)$   -------> 358,222,274$       

Act 2015 (173,203,078)$  (184,115,357)$     (16,032,485)$   (30,469,896)$   -------> 403,820,817$       

Bud 2016 (190,902,198)$  (176,505,430)$     (20,475,712)$   (38,158,176)$   -------> 426,041,516$       

Bud 2017 (194,348,566)$  (221,728,085)$     (15,266,640)$   (32,213,567)$   -------> 463,556,857$       

Payer values include all hospital and employed physician services

Numbers in parentheses reflect the estimated cost of services that each payer shifted to other payers

Medicaid values include non-Vermont Medicaid of approximately 5%.

* The amount providers shifted to commercial insurance and self pays.

Bad DebtFree CareMedicare Medicaid

*Commercial  

Insurance & Other
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The pace of growth of the cost shift has slowed however, reflecting a reduction in the need for free 

care, as well as restraint in Vermont hospitals’ budget submissions, which for 2017 were at a record low, 

averaging 1.8% over 2016 submissions.  

 

 

The following graph illustrates Vermont cost shift trends: 

 

Vermont Hospitals’ Cost Shift Trends 
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Certificate of Need 

 

Since 1979, Vermont law has required a health care facility to obtain a Certificate of Need (CON) 

before developing a health care project. The CON process is intended to prevent unnecessary 

duplication of health care facilities and services, promote cost containment, and help ensure the 

provision and equitable allocation of high quality health care services and resources to all Vermonters.   

The legislature transferred jurisdiction over CONs from the Department of Financial Regulation (then 

the Department of Banking, Insurance, Securities, and Health Care Administration) to the Board via Act 

171 of 2012, for CON applications filed on or after January 1, 2013.  

Over the course of the past year, the Board considered and approved ten CON applications, including 

an emergency CON for the purchase of Burlington Labs, a diagnostic testing facility in Burlington that 

serves patients suffering from opiate and other substance addictions. In addition, the Board approved: 

 Norris Cotton Cancer Center’s request to replace a linear accelerator in its St. Johnsbury facility 

that serves a population of approximately 70,000 residing in a largely rural area; 

 Copley Hospital’s request to construct a new surgery center to replace its existing surgery suite, 

constructed in 1979;  

 Renovation and construction of existing space at Vermont Veterans’ Home to update its 31-year 

old kitchen facilities to meet current standards; 

 The purchase of five Vermont nursing homes by Genesis Healthcare, Inc. from Revera Assisted 

Living, Inc., a Canadian company divesting its interests in the United States nursing home market;  

 The Visiting Nurse and Hospice for Vermont and New Hampshire’s purchase of real property to 

consolidate its administrative offices in a single location; 

 The replacement of Rutland Regional Medical Center’s 27-year old, fully depreciated air handling 

system that serves an area including its surgical suite, cancer center and laboratory; 

 University of Vermont Medical Center’s request to replace its fully-depreciated da Vinci robotic 

surgery system, used in approximately 375 surgeries per year; 

 University of Vermont Medical Center’s request to replace its PET/CT device, which is fully 

depreciated and at the end of its useful life, with a new system with improved image quality and 

reduced radiation; and 

 Southwestern Vermont Medical Center’s request to replace its outdated boiler plant with a more 

economical one with lower operating costs.  

As of December 31, 2016, CON applications were filed, commencing the review process, for the 

following projects: 

 Purchase of Rowan Court Health and Rehabilitation Center in Barre; 

 Development of Green Mountain Surgery Center, an ambulatory surgical center in Colchester; 

 Franklin County Rehabilitation Center, Transfer of 99% interest in facility:  

 Purchase of Maple Lane (Barton), Union House (Glover), and The Pines (Lyndonville) Nursing 

Homes;  

 Purchase of Newport Healthcare Center (nursing home);  

 The Pines at Rutland Center for Nursing and Rehabilitation, Renovation project; and 
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 Wake Robin, renovations and addition of six new skilled nursing facility rooms. 

As of December 31, 2016, the Board has asserted jurisdiction, but had not received applications for the 

following proposed projects: 

 Northeastern Vermont Regional Hospital, Replacement of its MRI unit; 

 Rutland Regional Medical Center, Replacement of Nuclear Medicine Camera; 

 Southwestern Vermont Medical Center, Dental Home project; 

 Brattleboro Memorial Hospital, Construction of replacement of operating room suite and central 

sterile processing, and replacement boiler plant; and  

 Development of Manchester Emergency Medical Center. 

 
The Board additionally declined review of seven proposed projects that fall outside jurisdictional 

parameters set forth by statute. The Board’s decision regarding one of the projects — PATH at Stone 

Summit, a proposed therapeutic community residence in Danby for up to eight young adults—is the 

subject of a Vermont Supreme Court appeal by neighboring landowners. The landowners contend that 

the Board erroneously determined that the project is not subject to CON review based on the 

projected operating expenses. The Vermont Office of Vermont Attorney General represents the Board 

in the appeal, which will likely be decided in 2017.  

Last, the Board retains ongoing jurisdiction over the implementation of 19 previously approved CON 

projects. 
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Health Information Technology 

 

Gobeille v. Liberty Mutual Insurance Co. 

On March 1, 2016, the United States Supreme Court issued a 6-2 decision in Gobeille v. Liberty Mutual 

Insurance Co., 136 Sup. Ct. 936 (2016), in which the majority of the Court held that the Employee 

Retirement Income Security Act (ERISA) preempts Vermont’s all-payer claims database (APCD) 

reporting requirements for self-funded employee health plans. In writing for the majority, Justice 

Kennedy concluded that “Vermont’s reporting regime, which compels plans to report detailed 

information about claims and plan members, both intrudes upon ‘a central matter of plan administration’ 

and “interferes with nationally uniform plan administration.” Moreover, the Court found that the 

preemption of state reporting requirements “is necessary to prevent the States from imposing novel, 

inconsistent, and burdensome reporting requirements on plans.” Id. at 945 (citations omitted).  

The Gobeille decision is a setback to Vermont and the other states that now have, or are considering 

building, APCDs to collect data essential for analyzing health care utilization, cost and quality. And 

despite the states’ efforts to encourage continued data submissions on a voluntary basis, those with 

APCDs have reported a reduction or disappearance of data submissions from self-funded ERISA plans, 

limiting their APCDs’ utility. The Gobeille decision noted that states may choose to seek federal 

regulatory relief, however, via a request to the Secretary of the Department of Labor for authorization 

for data reporting to augment their APCDs. That process has begun among a number of states and 

organizations working collectively, and will continue into 2017. 

VITL oversight 

Act 54 of 2015 charged the Green Mountain Care Board with oversight of the budget and core activities 

of Vermont Information Technology Leaders (VITL).  Specifically, Act 54 tasked the Board to “[a]nnually 

review the budget and all activities of VITL and approve the budget, consistent with available funds, and 

the core activities associated with public funding.”  Act 54 (2015) § 7 (adding 18 V.S.A. 

§ 9375(b)(2)(C)).  Each year, the Secretary of Administration (or its designee the Department of 

Vermont Health Access (DVHA)) funds this work by “enter[ing] into procurement grant agreements 

with VITL” after the Board “approves VITL’s core activities and budget.”  Id.  This division of regulatory 

tasks recognizes the interdependent roles of the Board and the Administration in managing the state’s 

relationship with VITL. The Board’s oversight is intended to provide strategic guidance and policy 

parameters within which the Administration, through DVHA, operationalizes that relationship. 

The Board, in consultation with VITL and DVHA, set a target date of April 1, 2016 for its fiscal year 

2017 budget approval, the first under the new statute. The Board heard from VITL and the Agency of 

Administration at four meetings between November 15, 2015 and March 17, 2016. On April 6, 2016, the 

Board approved the FY 2017 budget in the amount of $7,893,000, with $6,700,000 from three public 

sources, as described below. 
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VITL receives state funds through three public sources: a general grant from DVHA, a grant from federal 

State Innovation Model (SIM) funds, and technology investments through a DVHA Advanced Planning 

Document (APD). VITL receives an annual DVHA grant that is used for Vermont Health Information 

Exchange (VHIE) operation, maintenance and expansion. At approximately $4,900,000, the DVHA grant 

is the primary source of VITL revenue and is implemented as a reimbursement grant, allowing payment 

to VITL for its work after its completion and once the State is invoiced.  

SIM funds, scheduled to end in 2017, are used for one-time projects related to accountable care 

organization (ACO) development. For FY 2016, the SIM grant revenue is forecasted at $957,000; for FY 

2017 it is projected at $800,000. 

Advanced Planning Document (APD) funds leverage federal matching dollars for specific development 

projects as approved by the Centers for Medicare & Medicaid Services, with matches as high as 90/10 

federal to state dollars. VITL forecasts it will receive $768,000 in APD funds in FY2016, and $1,000,000 

in FY2017. 

The Board’s decision is available in full on its website: 

http://gmcboard.vermont.gov/sites/gmcb/files/files/resources/reports/VITL_FY2017_Order.pdf.  

 

  

http://gmcboard.vermont.gov/sites/gmcb/files/files/resources/reports/VITL_FY2017_Order.pdf
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Primary Care Advisory Group 
 

In accordance with Act 113 of 2016, the Green Mountain Care Board has established a Primary Care 

Advisory Group (PCAG). Act 113 (2016) § 10. The PCAG members provide input to the Board on issues 

related to administrative burdens facing primary care providers. PCAG membership includes 22 primary 

care providers, a staff liaison from the Board, and one Board member.  

As of the end of December 2016, the PCAG met three times. Members have begun to outline priorities, 

goals and responsibilities based on the scope of work set forth in statute: (1) meaningful measure selection, 

(2) reduction of prior authorization requirements, and (3) development of a uniform discharge summary. 

Discussion topics have included measure alignment in the context of the All-Payer ACO Model, prior 

authorizations with a focus on selected prescription drugs and advanced imaging (MRI), and the recent 

Vermont Attorney General’s report on prescription drug pricing. Additionally, and in direct relation to the 

group’s charge, the PCAG provided input into the Board’s legislative report concerning cataloging and 

alignment of performance measures required of primary care providers.  
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INNOVATION 

Payment and Delivery System Reform 

 

The Green Mountain Care Board’s Payment and Delivery System Reform program works towards the 

goals of improving the health of Vermonters, improving quality of care, and moderating the growth in 

health care costs by facilitating a shift from a payment system that is volume-based (e.g., paying fee-for-

service) to one that is based on value, and which can reinforce and encourage innovative delivery system 

reforms. Two of the Board’s most significant efforts in this area are described here: the All-Payer 

Accountable Care Organization Model and the Shared Savings Programs. 

All-Payer Accountable Care Organization (ACO)5 Model 

After nearly two years of discussion and intensive negotiations, Governor Peter Shumlin, Board Chair Al 

Gobeille, and Agency of Human Services Secretary Hal Cohen signed an All-Payer ACO Model 

Agreement with the federal Centers for Medicare & Medicaid Services (CMS) that: 

 Allows Vermont to explore new ways of financing and delivering health care;  

 Enables the three main payers of health care in Vermont (Medicaid, Medicare, and commercial 

insurance) to pay for health care differently than through fee-for-service reimbursement; and 

 Provides Vermont the opportunity to improve health care delivery by changing the emphasis from 

seeing patients for episodic illness to providing longitudinal and preventive care.   

This first-in-the-nation agreement to transform the health care system affords Vermont an opportunity 

to engage in provider-led health care reform with Medicare, Medicaid and commercial insurers. The 

terms of the Agreement were informed by input from Vermont’s legislators, health care and community 

service providers, insurers, consumer advocates, and citizens.  

The Board voted to enter into the Agreement at its public meeting on October 26, 2016, and on 

October 31, 2016, issued a document explaining its rationale for the decision and providing support for 

the Agreement’s key provisions. The document is available on the Board’s website, at 

http://gmcboard.vermont.gov/sites/gmcb/files/documents/APM-FINAL-Justification.pdf.  

Key features of the All-Payer ACO Model Agreement include: 

 It is the first step in a multi-step process; it creates an opportunity for provider-led reform. 

 It moves away from fee-for-service reimbursement on a statewide level and establishes an 

annualized limit of 3.5% on per capita health care expenditure growth for all major payers over 

the duration of the Agreement. 

 Medicare beneficiaries will keep all of their current benefits, covered services, and choice of 

providers, as will persons with commercial insurance or Medicaid coverage. 

                                              
5 ACOs are groups of providers that agree to work together to improve care and reduce costs for the people that they serve. 

http://gmcboard.vermont.gov/sites/gmcb/files/documents/APM-FINAL-Justification.pdf
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 All payers will continue to directly pay health care providers or organizations. 

 Joining the model is voluntary for health care providers. 

 It has a phased-in approach for implementation (2017 is a preparatory “Year 0”), and it gives the 

State until 2022 to achieve the goal of 70% of all-payer beneficiaries being attributed to an ACO. 

 It contains three high level health improvement goals (improving access to primary care, 

reducing deaths from suicide and drug overdose, and reducing prevalence and morbidity of 

chronic disease). 
 The State can terminate the Agreement at any time for any reason with at least 180 calendar 

days’ notice. 

 There is no financial penalty to the State if financial and quality targets are not met. 

 It preserves otherwise unavailable Medicare funding for two of Vermont’s nationally-recognized 

programs: the Blueprint for Health advanced primary care program, and the Support and 

Services at Home (SASH) program that provides care coordination and preventive services to 

Medicare beneficiaries. 
 

ACO Shared Savings Programs  

Shared Savings Programs (SSPs) are formal arrangements between insurers and providers that allow 

groups of providers, such as ACOs, to share in financial savings. The amount of savings that providers 

earn is determined by how well they perform on specified quality measures.  

Since 2014, Vermont has been testing the theory that sharing savings will motivate continuous 

improvements in care and reductions in cost by designing and implementing commercial and Medicaid 

SSPs. These SSPs were designed, in part, to align with the SSP offered by Medicare, in which Vermont’s 

ACOs have participated. This alignment creates a strong foundation for the All-Payer Model, as 

providers now have experience participating in an alternative payment model with major payers. Blue 

Cross and Blue Shield of Vermont (BCBSVT), Medicaid, and Vermont’s three ACOs—OneCare 

Vermont, Community Health Accountable Care (CHAC), and Vermont Collaborative Physicians 

(VCP)6— participate in Vermont’s SSPs. As of July 2016, more than 182,000 Vermonters (or about 29% 

of the State’s population) were attributed to commercial, Medicaid, or Medicare SSP-participating 

providers.   

The Board has reviewed and approved operational standards and quality measures for all three years of 

the commercial SSP.  Board staff and contractors develop annual reports on SSP financial and quality 

measures. In 2014, the two participating ACOs in the Medicaid SSP (OneCare Vermont and CHAC) 

achieved shared savings.  CHAC also achieved savings in the Medicaid SSP in 2015. None of the ACOs 

participating in the commercial SSP achieved savings in 2014 or 2015, at least partly because the financial 

targets had to be based on health insurance premiums rather than on historical claims experience. ACO 

quality results were strong compared to national results, however, and overall quality scores improved 

from 2014 to 2015.  Had the ACOs achieved commercial SSP savings, all would have been eligible for a 

percentage of the savings based on their quality results. The 2014 and 2015 results for the commercial 

                                              
6 OneCare Vermont and Community Health Accountable Care currently participate in Vermont’s Medicaid and 

Commercial Shared Savings Programs, as well as the Medicare Shared Savings Program. Vermont Collaborative Physicians 

currently participates in Vermont’s Commercial Shared Savings Program. 
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and Medicaid SSPs are available on the Board’s website: 

http://www.gmcboard.vermont.gov/PaymentReform.  

Reform activities have also served as an impetus for improved coordination of activities across 

organizations. There has been impressive collaboration among the three ACOs in clinical data collection. 

There has also been strong collaboration between the ACOs and the state-led Blueprint for Health 

initiative. The Blueprint is considered the foundation for Vermont’s payment and delivery system 

reforms. It serves the majority of Vermont residents by supporting primary care practices in achieving 

recognition as Patient Centered Medical Homes (PCMHs), providing multi-disciplinary support services 

through regional Community Health Teams (CHTs), and creating a network of self-management support 

programs. All major insurers in Vermont participate in the Blueprint’s payment reforms.   

The efforts of the Blueprint, the three ACOs and multiple health and community service providers in 

each of the state’s regions are now coordinated through “Community Collaboratives” that are 

characterized by a shared governance structure with local leadership, a focus on improving the results of 

quality measures, support for the introduction and extension of promising care transformation models, 

and guidance for PCMH and CHT operations.  Insurer, Blueprint and ACO leaders also co-produce 

performance reports that show results for quality, cost and utilization measures. 

 

 

 

 

  

http://www.gmcboard.vermont.gov/PaymentReform
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Vermont Health Care Innovation Project (VHCIP)  

 

The Green Mountain Care Board continues to play a central role in Vermont’s multi-year, $45 million 

State Innovation Model (SIM), also known as the Vermont Health Care Innovation Project (VHCIP). The 

SIM opportunity was created by the Patient Protection and Affordable Care Act and is administered by 

the Center for Medicare & Medicaid Innovation. The Board, Agency of Administration (AOA), and 

Department of Vermont Health Access (DVHA) share responsibility for implementing Vermont’s SIM 

grant, which launched in 2013. The Board’s Chair served as a co-chair for the VHCIP Steering 

Committee in 2016. With the SIM grant wrapping up in 2017, the Steering Committee has been 

dissolved.  In addition, the Board has a voting member of the Core Team, the project’s decision-making 

body, which will remain in place for the remainder of the grant.  

 

Vermont’s SIM project uses SIM funds to strive towards the Triple Aim: Better care, Better health, and 

Lower costs. Within the framework of the Triple Aim, Vermont has four high-level goals that we are 

seeking to achieve through our SIM Testing Grant: 

 

1. 80% of Vermonters in alternatives to fee-for-service (FFS), from 41% in 2013 to 80% in 2017. 

As of December 2016, 55% of Vermonters were included in Alternative Payment Models. 

 

2. By December 31, 2016, in adult Vermont residents attributed to an ACO, the percentage with 

diabetes HbA1c Poor Control will be 20% or less, 70% or more with an abnormal BMI will have a 

documented follow-up plan, and 85% or more identified as tobacco users will receive a cessation 

intervention. 

According to Year 2 (2015) results from the Commercial and Medicaid ACO Shared 

Savings Programs (SSPs), Vermont is on track to meet this goal.  All three of Vermont’s 

ACOs participate in the commercial SSP, and two of the ACOs participate in the Medicaid 

SSP, leading to five results for each measure.  For the Diabetes Hemoglobin A1c Poor 

Control measure, two of the five results exceeded the goal of 20 percent or less.  The 

unweighted average (each of the five results weighted equally) is 18.6 percent, which 

exceeds the goal.  For the Adult Body Mass Index Screening and Follow-Up Plan measure, 

four of the five results exceeded the goal of 70 percent or more, and the unweighted 

average was 74.1 percent.  For the Tobacco Use Assessment and Cessation Intervention, 

four of the five results exceeded the goal of 85 percent or more, and the unweighted 

average was 88.8 percent. 

 

3. The number of providers with at least one interface to the Vermont Health Information Exchange 

will increase from 130 to at least 400 by June 31, 2017. 

As of June 2016, 276 providers utilized at least one interface to the Vermont Health 

Information Exchange. 

 

4. Cost avoidance of $45 million generated through payment models. 

Vermont met this goal in 2016. 
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These goals and the Triple Aim are advanced through a series of tasks that fall under five major focus 

areas: 

 Payment Model Design and Implementation: Supporting creation and implementation of 

value-based payments for providers in Vermont across all payers. 

 Practice Transformation: Enabling provider readiness and encouraging practice transformation 

to support creation of a more integrated system of care management and care coordination for 

Vermonters. 

 Health Data Infrastructure: Supporting provider, payer, and State readiness to participate in 

alternative payment models by building an interoperable system that allows for sharing of health 

information to support optimal care delivery and population health management. 

 Evaluation: Assessing whether program goals are being met. 

 Program Management and Reporting: Ensuring an organized project.  

Figure 7: VHCIP Focus Areas 

 
VHCIP Payment Model Design projects for 2016 included:  

 Continued expansion of Vermont’s ACO Shared Savings Programs. 

 Continued expansion of a Pay-for-Performance program, implemented through the Blueprint for 

Health. 

 Continued expansion of the Medicaid Health Homes program, also known as the Hub and Spoke 

program. 

 Continued design and analysis related to Accountable Communities for Health. 

 Design and analysis to support Medicaid Value-Based Purchasing (Medicaid Pathway) including 

mental health, substance abuse, developmental services, and other services. 

 Design and analysis to support decision-making related to an All-Payer Model with Center for 

Medicare and Medicaid Innovation (CMMI) 
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VHCIP Practice Transformation projects for 2016 included:  

 Learning Collaboratives to support improved and integrated care management in Vermont 

communities, including a Core Competency Training Series for front-line care management staff. 

 A Sub-Grant Program for Vermont providers, including a technical assistance component. 

 Regional Collaborations to support integration of the Blueprint for Health and Vermont’s ACOs, 

and to enable community-wide governance and quality improvement efforts. 

 Workforce activities, including Demand Modeling and Supply Data Collection and Analysis. 

 

VHCIP Health Data Infrastructure projects for 2016 included:  

 Activities to expand provider connectivity to the VHIE. 

 Work to Improve the Quality of Data Flowing into the VHIE. 

 Implementation of Telehealth Pilots aligned with the Statewide Telehealth Strategy. 

 Work on Data Warehousing to support the State and providers in aggregating, analyzing and 

improving the quality of health data. 

 Discovery and design activities to develop Care Management Tools, including an event notification 

system, development of recommended revisions to the VHIE consent architecture, workflow 

transformation activities to support the goals of a universal transfer protocol, and continued 

implementation of care management solutions. 

 HIT/HIE Planning Activities and Expert Support as needed to support health data initiatives. 
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EVALUATION 

Vermont Health Care Innovation Project (VHCIP) 

Evaluation 

The terms of the federal State Innovation Model (SIM) grant require two evaluations – an independent 

federally-led evaluation and a State-led evaluation – to ensure that the process and outcomes work for 

Vermont, the state’s residents, payers, and providers. The federal evaluation, conducted by Research 

Triangle Institute (RTI), includes both state-specific and cross-state analyses and consists of: 

 Examination of state progress on project initiatives; 

 Quantitative impact analysis using claims data for Medicaid, Medicare and commercially 

insured populations within Vermont; and, 

 Cross-state studies of payment reform, data infrastructure, workforce development, and 

population health integration, including progress, challenges, and lessons learned. 

 

RTI International released their SIM Test Year Two Annual Report in August 2016. According to RTI, 

“Vermont has long been a state at the forefront of health care and delivery reform. Our findings 

indicate that state leadership and the extensive stakeholder community are committed to using the 

SIM initiative to build on existing initiatives, support and expand current care delivery, and provide 

future enhancements in order to continue improving the health of all Vermonters.” Available at 

https://downloads.cms.gov/files/cmmi/sim-round1-secondannualrpt.pdf) (RTI International, 2016) 

 

Through the State-led evaluation, VHCIP proposes to answer research questions in three areas, all key 

to Vermont’s progress toward achieving an integrated delivery system that rewards value-based care: 

Care Integration and Coordination; Use of Clinical and Economic Data to Promote Value-Based Care; 

and Payment Reform and Incentive Structures. VHCIP’s State-led evaluation plan—developed in 

collaboration with stakeholders—includes continuous monitoring and evaluation activities performed by 

SIM staff and key analytic contractors, patient experience surveys performed by DataStat, and 

continuous improvement activities and qualitative evaluation of Vermont-specific pilots and innovations, 

performed by an independent evaluator.   

 

In 2016, the Green Mountain Care Board contracted with John Snow, Inc. (JSI) to conduct the 

independent State-led VHCIP evaluation. The three major evaluation activities conducted by JSI are: 

  

1. Implementation of a study that includes several components: an environmental scan to gain an 

understanding of Vermont’s health reform landscape; implementation of site visits, 

stakeholder interviews, and focus groups; surveys targeting health care providers and care 

integration professionals; and evaluation findings from SIM-supported innovations. 

2. Collection and synthesis of existing data including Shared Savings Program results, survey 

results, innovative pilot evaluation results, and results from the State-led evaluation study.   

3. Design and implementation of a Learning Dissemination Plan to translate findings from the 

State-led evaluation into real world language, visuals and tools that will impact the practice 

and perception of health care in Vermont, and inform VHCIP sustainability planning.   

https://downloads.cms.gov/files/cmmi/sim-round1-secondannualrpt.pdf
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Vermont Health Care Expenditure Analysis  

 

Since 1993, Vermont has created an annual Health Care Expenditure Analysis that summarizes health 

spending two ways: by resident, which includes expenditures made on behalf of Vermont residents 

regardless of where the health care was provided; and by provider, which includes all revenue received 

for services by Vermont providers regardless of where the patient lives. The FY 2014 Health Care 

Expenditure Analysis provides the most recent official data; the FY 2015 Analysis will be completed and 

released in early 2017.  

The following graphics illustrate health care spending on behalf of Vermont residents for 2014, 

including care they may have received outside Vermont:   

 

 

 
 

The average annual growth for Vermont has been 5.1% for the period 2004 through 2014, slightly above 

the national growth rate of 4.9% for the same period, as reported by the Centers for Medicare & 

Medicaid in the National Health Expenditure report.  During this period, Vermont saw more growth 

than other states in hospitals, mental health and other government healthcare activities, and has an on-

average older population.  
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The Expenditure Analysis relies on integrated claims data from the Vermont Health Care Uniform 

Reporting and Evaluation System (VHCURES). In FY 2015, the Expenditure Analysis will be utilized to 

provide a consistent foundation and robust forecasting base for the GMCB’s impending work on the All-

Payer Model.   

 

The charts below demonstrate one way in which the VHCURES data enhances the expenditure analysis: 
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APPENDICIES 

Appendix A: GMCB Powers and Authorities  

The Vermont Legislature established the Green Mountain Care Board in Act 48 of 2011. Chapter 220 of 

Title 18 of Vermont Statutes Annotated delineates most of the Board’s duties and authority. The specific 

sections containing the Board’s powers and duties are reproduced in full below, as is Section 9551 of Title 

18 (eff. Jan. 1, 2018), which sets out requirements the Board and the Agency of Administration must 

ensure are met in order to implement an all-payer model. 

As set forth in 18 V.S.A. § 9375(b) (6)-(8), the Board has jurisdiction over health insurance rate review, 

hospital budget review, and certificate of need review. The Board also has powers and authorities 

relating to the approval of health care provider bargaining groups, the conversion of charitable assets by 

nonprofit hospitals, and the establishment and maintenance of a health care database. The specific 

statutes governing these matters are not reproduced in this Appendix, but can be found in Vermont 

Statutes Annotated as follows: 

 Health insurance rate review: 8 V.S.A. § 4062 

 Hospital budget review:  18 V.S.A. §§ 9453-9457 

 Certificate of need review:  18 V.S.A. §§ 9431-9446 

 Approval of health care provider bargaining groups: 18 V.S.A. § 9409 

 Establishment and maintenance of a health care database: 18 V.S.A. § 9410 

 Conversion of charitable assets by nonprofit hospitals: 18 V.S.A. § 9420 

 

18 V.S.A. § 9372. Purpose 

It is the intent of the general assembly to create an independent board to promote the general good of the 

state by: 

(1) improving the health of the population; 

(2) reducing the per-capita rate of growth in expenditures for health services in Vermont across all 

payers while ensuring that access to care and quality of care are not compromised; 

(3) enhancing the patient and health care professional experience of care; 

(4) recruiting and retaining high-quality health care professionals; and 

(5) achieving administrative simplification in health care financing and delivery. 

 

18 V.S.A. § 9374.  Board membership; authority 

(a)(1) On July 1, 2011, the Green Mountain Care Board is created and shall consist of a chair and four 

members. The Chair and all of the members shall be State employees and shall be exempt from the State 

classified system. The Chair shall receive compensation equal to that of a Superior judge, and the 

compensation for the remaining members shall be two-thirds of the amount received by the Chair. 

(2) The Chair and the members of the Board shall be nominated by the Green Mountain Care Board 

Nominating Committee established in subchapter 2 of this chapter using the qualifications described in 

section 9392 of this chapter and shall be otherwise appointed and confirmed in the manner of a Superior 

judge. The Governor shall not appoint a nominee who was denied confirmation by the Senate within the 

past six years. 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9392&originatingDoc=ND8A704D0CD5A11E08BEBCFFFCDC3C90D&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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(b)(1) The initial term of the Chair shall be seven years, and the term of the Chair shall be six years 

thereafter. 

(2) The term of each member other than the Chair shall be six years, except that of the members first 

appointed, one each shall serve a term of three years, four years, five years, and six years. 

(3) Subject to the nomination and appointment process, a member may serve more than one term. 

(4) Members of the Board may be removed only for cause. The Board shall adopt rules pursuant to 3 

V.S.A. chapter 25 to define the basis and process for removal. 

(c)(1) No Board member shall, during his or her term or terms on the Board, be an officer of, director of, 

organizer of, employee of, consultant to, or attorney for any person subject to supervision or regulation by 

the Board; provided that for a health care practitioner, the employment restriction in this subdivision shall 

apply only to administrative or managerial employment or affiliation with a hospital or other health care 

facility, as defined in section 9432 of this title, and shall not be construed to limit generally the ability of the 

health care practitioner to practice his or her profession. 

(2) No Board member shall participate in creating or applying any law, rule, or policy or in making any 

other determination if the Board member, individually or as a fiduciary, or the Board member’s spouse, 

parent, or child wherever residing or any other member of the Board member’s family residing in his or 

her household has an economic interest in the matter before the Board or has any more than a de 

minimus interest that could be substantially affected by the proceeding. 

(3) The prohibitions contained in subdivisions (1) and (2) of this subsection shall not be construed to 

prohibit a Board member from, or require a Board member to recuse himself or herself from Board 

activities as a result of, any of the following: 

(A) being an insurance policyholder or from receiving health services on the same terms as are 

available to the public generally; 

(B) owning a stock, bond, or other security in an entity subject to supervision or regulation by the 

Board that is purchased by or through a mutual fund, blind trust, or other mechanism where a person 

other than the Board member chooses the stock, bond, or security; or 

(C) receiving retirement benefits through a defined benefit plan from an entity subject to supervision 

or regulation by the Board. 

(4) No Board member shall, during his or her term or terms on the Board, solicit, engage in negotiations 

for, or otherwise discuss future employment or a future business relationship of any kind with any person 

subject to supervision or regulation by the Board. 

(5) No Board member may appear before the Board or any other State agency on behalf of a person 

subject to supervision or regulation by the Board for a period of one year following his or her last day as 

a member of the Green Mountain Care Board. 

(d) The Chair shall have general charge of the offices and employees of the Board but may hire a director 

to oversee the administration and operation. 

(e)(1) The Board shall establish a consumer, patient, business, and health care professional advisory group 

to provide input and recommendations to the Board. Members of such advisory group who are not State 

employees or whose participation is not supported through their employment or association shall receive 

per diem compensation and reimbursement of expenses pursuant to 32 V.S.A. § 1010, provided that the 

total amount expended for such compensation shall not exceed $5,000.00 per year. 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9432&originatingDoc=ND8A704D0CD5A11E08BEBCFFFCDC3C90D&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST32S1010&originatingDoc=ND8A704D0CD5A11E08BEBCFFFCDC3C90D&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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(2) The Board may establish additional advisory groups and subcommittees as needed to carry out its 

duties. The Board shall appoint diverse health care professionals to the additional advisory groups and 

subcommittees as appropriate. 

(3) To the extent funds are available, the Board may examine, on its own or through collaboration or 

contracts with third parties, the effectiveness of existing requirements for health care professionals, such 

as quality measures and prior authorization, and evaluate alternatives that improve quality, reduce costs, 

and reduce administrative burden. 

(f) In carrying out its duties pursuant to this chapter, the Board shall seek advice from the Office of the 

Health Care Advocate. The Office shall advise the Board regarding the policies, procedures, and rules 

established pursuant to this chapter. The Office shall represent the interests of Vermont patients and 

Vermont consumers of health insurance and may suggest policies, procedures, or rules to the Board in 

order to protect patients’ and consumers’ interests. 

(g) The Chair of the Board or designee may apply for grant funding, if available, to advance or support any 

responsibility within the Board’s jurisdiction. 

(h)(1) Except as otherwise provided in subdivision (2) of this subsection, expenses incurred to obtain 

information, analyze expenditures, review hospital budgets, and for any other contracts authorized by the 

Board shall be borne as follows: 

(A) 40 percent by the State from State monies; 

(B) 15 percent by the hospitals; 

(C) 15 percent by nonprofit hospital and medical service corporations licensed under 8 V.S.A. chapter 

123 or 125; 

(D) 15 percent by health insurance companies licensed under 8 V.S.A. chapter 101; and 

(E) 15 percent by health maintenance organizations licensed under 8 V.S.A. chapter 139. 

(2) The Board may determine the scope of the incurred expenses to be allocated pursuant to the formula 

set forth in subdivision (1) of this subsection if, in the Board’s discretion, the expenses to be allocated are 

in the best interests of the regulated entities and of the State. 

(3) Expenses under subdivision (1) of this subsection shall be billed to persons licensed under Title 8 

based on premiums paid for health care coverage, which for the purposes of this section shall include 

major medical, comprehensive medical, hospital or surgical coverage, and comprehensive health care 

services plans, but shall not include long-term care or limited benefits, disability, credit or stop loss, or 

excess loss insurance coverage. 

(i) In addition to any other penalties and in order to enforce the provisions of this chapter and empower 

the Board to perform its duties, the Chair of the Board may issue subpoenas, examine persons, administer 

oaths, and require production of papers and records. Any subpoena or notice to produce may be served by 

registered or certified mail or in person by an agent of the Chair. Service by registered or certified mail 

shall be effective three business days after mailing. Any subpoena or notice to produce shall provide at least 

six business days’ time from service within which to comply, except that the Chair may shorten the time 

for compliance for good cause shown. Any subpoena or notice to produce sent by registered or certified 

mail, postage prepaid, shall constitute service on the person to whom it is addressed. Each witness who 

appears before the Chair under subpoena shall receive a fee and mileage as provided for witnesses in civil 

cases in Superior Courts; provided, however, any person subject to the Board’s authority shall not be 

eligible to receive fees or mileage under this section. 
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(j) A person who fails or refuses to appear, to testify, or to produce papers or records for examination 

before the Chair upon properly being ordered to do so may be assessed an administrative penalty by the 

Chair of not more than $2,000.00 for each day of noncompliance and proceeded against as provided in the 

Administrative Procedure Act, and the Chair may recommend to the appropriate licensing entity that the 

person’s authority to do business be suspended for up to six months. 

  

18 V.S.A. § 9375. Duties 

(a) The Board shall execute its duties consistent with the principles expressed in 18 V.S.A. § 9371. 

(b) The Board shall have the following duties: 

<Text of subdiv. (b)(1) effective until January 1, 2018.> 

(1) Oversee the development and implementation, and evaluate the effectiveness, of health care payment 

and delivery system reforms designed to control the rate of growth in health care costs and maintain 

health care quality in Vermont, including ensuring that the payment reform pilot projects set forth in this 

chapter are consistent with such reforms. 

(A) Implement by rule, pursuant to 3 V.S.A. chapter 25, methodologies for achieving payment reform 

and containing costs that may include the participation of Medicare and Medicaid, which may include 

the creation of health care professional cost-containment targets, global payments, bundled payments, 

global budgets, risk-adjusted capitated payments, or other uniform payment methods and amounts for 

integrated delivery systems, health care professionals, or other provider arrangements. 

(i) The Board shall work in collaboration with providers to develop payment models that preserve 

access to care and quality in each community. 

(ii) The rule shall take into consideration current Medicare designations and payment methodologies, 

including critical access hospitals, prospective payment system hospitals, graduate medical education 

payments, Medicare dependent hospitals, and federally qualified health centers. 

(iii) The payment reform methodologies developed by the Board shall encourage coordination and 

planning on a regional basis, taking into account existing local relationships between providers and 

human services organizations. 

(B) Prior to the initial adoption of the rules described in subdivision (A) of this subdivision (1), report 

the Board’s proposed methodologies to the House Committee on Health Care and the Senate 

Committee on Health and Welfare. 

(C) In developing methodologies pursuant to subdivision (A) of this subdivision (1), engage Vermonters 

in seeking ways to equitably distribute health services while acknowledging the connection between fair 

and sustainable payment and access to health care. 

(D) Nothing in this subdivision (1) shall be construed to limit the authority of other agencies or 

departments of State government to engage in additional cost-containment activities to the extent 

permitted by State and federal law. 

<Text of subdiv. (b)(1) effective January 1, 2018.> 

(1) Oversee the development and implementation, and evaluate the effectiveness, of health care payment 

and delivery system reforms designed to control the rate of growth in health care costs; promote 

seamless care, administration, and service delivery; and maintain health care quality in Vermont, including 

ensuring that the payment reform pilot projects set forth in this chapter are consistent with such 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9371&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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reforms. 

(A) Implement by rule, pursuant to 3 V.S.A. chapter 25, methodologies for achieving payment reform 

and containing costs that may include the participation of Medicare and Medicaid, which may include 

the creation of health care professional cost-containment targets, global payments, bundled payments, 

global budgets, risk-adjusted capitated payments, or other uniform payment methods and amounts for 

integrated delivery systems, health care professionals, or other provider arrangements. 

(i) The Board shall work in collaboration with providers to develop payment models that preserve 

access to care and quality in each community. 

(ii) The rule shall take into consideration current Medicare designations and payment methodologies, 

including critical access hospitals, prospective payment system hospitals, graduate medical education 

payments, Medicare dependent hospitals, and federally qualified health centers. 

(iii) The payment reform methodologies developed by the Board shall encourage coordination and 

planning on a regional basis, taking into account existing local relationships between providers and 

human services organizations. 

(B) Prior to the initial adoption of the rules described in subdivision (A) of this subdivision (1), report 

the Board’s proposed methodologies to the House Committee on Health Care and the Senate 

Committee on Health and Welfare. 

(C) In developing methodologies pursuant to subdivision (A) of this subdivision (1), engage Vermonters 

in seeking ways to equitably distribute health services while acknowledging the connection between fair 

and sustainable payment and access to health care. 

(D) Nothing in this subdivision (1) shall be construed to limit the authority of other agencies or 

departments of State government to engage in additional cost-containment activities to the extent 

permitted by State and federal law. 

(2)(A) Review and approve Vermont’s statewide Health Information Technology Plan pursuant to section 

9351 of this title to ensure that the necessary infrastructure is in place to enable the State to achieve the 

principles expressed in section 9371 of this title. In performing its review, the Board shall consult with 

and consider any recommendations regarding the plan received from the Vermont Information 

Technology Leaders, Inc. (VITL). 

(B) Review and approve the criteria required for health care providers and health care facilities to 

create or maintain connectivity to the State’s health information exchange as set forth in section 9352 

of this title. Within 90 days following this approval, the Board shall issue an order explaining its 

decision. 

(C) Annually review the budget and all activities of VITL and approve the budget, consistent with 

available funds, and the core activities associated with public funding, which shall include establishing the 

interconnectivity of electronic medical records held by health care professionals and the storage, 

management, and exchange of data received from such health care professionals, for the purpose of 

improving the quality of and efficiently providing health care to Vermonters. This review shall take into 

account VITL’s responsibilities pursuant to section 9352 of this title and the availability of funds needed 

to support those responsibilities. 

(3) Review and approve the Health Care Workforce Development Strategic Plan created in chapter 222 

of this title. 

(4) Review the Health Resource Allocation Plan created in chapter 221 of this title. 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9351&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9351&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9371&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9352&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9352&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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(5) Set rates for health care professionals pursuant to section 9376 of this title, to be implemented over 

time, and make adjustments to the rules on reimbursement methodologies as needed. 

(6) Approve, modify, or disapprove requests for health insurance rates pursuant to 8 V.S.A. § 4062, taking 

into consideration the requirements in the underlying statutes, changes in health care delivery, changes in 

payment methods and amounts, protecting insurer solvency, and other issues at the discretion of the 

Board. 

(7) Review and establish hospital budgets pursuant to chapter 221, subchapter 7 of this title, beginning 

July 1, 2012. 

(8) Review and approve, approve with conditions, or deny applications for certificates of need pursuant 

to chapter 221, subchapter 5 of this title, beginning January 1, 2013. 

(9) Prior to the adoption of rules, review and approve, with recommendations from the Commissioner of 

Vermont Health Access, the benefit package or packages for qualified health benefit plans pursuant to 33 

V.S.A. chapter 18, subchapter 1 no later than January 1, 2013. The Board shall report to the House 

Committee on Health Care and the Senate Committee on Health and Welfare within 15 days following 

its approval of the initial benefit package and any subsequent substantive changes to the benefit package. 

(10) Develop and maintain a method for evaluating systemwide performance and quality, including 

identification of the appropriate process and outcome measures: 

(A) for determining public and health care professional satisfaction with the health system; 

(B) for utilization of health services; 

(C) in consultation with the Department of Health and the Director of the Blueprint for Health, for 

quality of health services and the effectiveness of prevention and health promotion programs; 

(D) for cost-containment and limiting the growth in health care expenditures; 

(E) for determining the adequacy of the supply and distribution of health care resources in this State; 

(F) to address access to and quality of mental health and substance abuse services; and 

(G) for other measures as determined by the Board. 

(11) Develop the unified health care budget pursuant to section 9375a of this title. 

(12) Review data regarding mental health and substance abuse treatment reported to the Department of 

Financial Regulation pursuant to 8 V.S.A. § 4089b(g)(1)(G) and discuss such information, as appropriate, 

with the Mental Health Technical Advisory Group established pursuant to subdivision 9374(e)(2) of this 

title. 

<Text of subdiv. (b)(13) effective January 1, 2018.> 

(13) Adopt by rule pursuant to 3 V.S.A. chapter 25 such standards as the Board deems necessary and 

appropriate to the operation and evaluation of accountable care organizations pursuant to this chapter, 

including reporting requirements, patient protections, and solvency and ability to assume financial risk. 

(c) The Board shall have the following duties related to Green Mountain Care: 

(1) Prior to implementing Green Mountain Care, consider recommendations from the Agency of Human 

Services, and define the Green Mountain Care benefit package within the parameters established in 33 

V.S.A. chapter 18, subchapter 2, to be adopted by the Agency by rule. 

(2) When providing its recommendations for the benefit package pursuant to subdivision (1) of this 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9376&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9375A&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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subsection, the Agency of Human Services shall present a report on the benefit package proposal to the 

House Committee on Health Care and the Senate Committee on Health and Welfare. The report shall 

describe the covered services to be included in the Green Mountain Care benefit package and any cost-

sharing requirements. If the General Assembly is not in session at the time that the Agency makes its 

recommendations, the Agency shall send its report electronically or by first class mail to each member of 

the House Committee on Health Care and the Senate Committee on Health and Welfare. 

(3) Prior to implementing Green Mountain Care and annually after implementation, recommend to the 

General Assembly and the Governor a three-year Green Mountain Care budget pursuant to 32 V.S.A. 

chapter 5, to be adjusted annually in response to realized revenues and expenditures, that reflects any 

modifications to the benefit package and includes recommended appropriations, revenue estimates, and 

necessary modifications to tax rates and other assessments. 

(d) Annually on or before January 15, the Board shall submit a report of its activities for the preceding 

calendar year to the House Committee on Health Care and the Senate Committee on Health and Welfare. 

(1) The report shall include: 

(A) any changes to the payment rates for health care professionals pursuant to section 9376 of this 

title; 

(B) any new developments with respect to health information technology; 

(C) the evaluation criteria adopted pursuant to subdivision (b)(8) of this section and any related 

modifications; 

(D) the results of the systemwide performance and quality evaluations required by subdivision (b)(8) of 

this section and any resulting recommendations; 

(E) the process and outcome measures used in the evaluation; 

(F) any recommendations on mechanisms to ensure that appropriations intended to address the 

Medicaid cost shift will have the intended result of reducing the premiums imposed on commercial 

insurance premium payers below the amount they otherwise would have been charged; 

(G) any recommendations for modifications to Vermont statutes; and 

(H) any actual or anticipated impacts on the work of the Board as a result of modifications to federal 

laws, regulations, or programs. 

(2) The report shall identify how the work of the Board comports with the principles expressed in 

section 9371 of this title. 

(e) All reports prepared by the Board shall be available to the public and shall be posted on the Board’s 

website. 

 

18 V.S.A. § 9375a. Expenditure analysis; unified health care budget 

(a) Annually, the board shall develop a unified health care budget and develop an expenditure analysis to 

promote the policies set forth in sections 9371 and 9372 of this title. 

(1) The budget shall: 

(A) Serve as a guideline within which health care costs are controlled, resources directed, and quality 

and access assured. 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9376&originatingDoc=ND7C111A0CD5A11E088D8DDB4DD27CB20&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
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(B) Identify the total amount of money that has been and is projected to be expended annually for all 

health care services provided by health care facilities and providers in Vermont and for all health care 

services provided to residents of this state. 

(C) Identify any inconsistencies with the state health plan and the health resource allocation plan. 

(D) Analyze health care costs and the impact of the budget on those who receive, provide, and pay for 

health care services. 

(2) The board shall enter into discussions with health care facilities and with health care provider 

bargaining groups created under section 9409 of this title concerning matters related to the unified health 

care budget. 

(b)(1) Annually the board shall prepare a three-year projection of health care expenditures made on behalf 

of Vermont residents, based on the format of the health care budget and expenditure analysis adopted by 

the board under this section, projecting expenditures in broad sectors such as hospital, physician, home 

health, or pharmacy. The projection shall include estimates for: 

(A) expenditures for the health plans of any hospital and medical service corporation, health 

maintenance organization, Medicaid program, or other health plan regulated by this state which covers 

more than five percent of the state population; and 

(B) expenditures for Medicare, all self-insured employers, and all other health insurance. 

(2) Each health plan payer identified under subdivision (1)(A) of this subsection may comment on the 

board’s proposed projections, including comments concerning whether the plan agrees with the 

proposed projection, alternative projections developed by the plan, and a description of what 

mechanisms, if any, the plan has identified to reduce its health care expenditures. Comments may also 

include a comparison of the plan’s actual expenditures with the applicable projections for the prior year 

and an evaluation of the efficacy of any cost containment efforts the plan has made. 

(3) The board’s projections prepared under this subsection shall be used as a tool in the evaluation of 

health insurance rate and trend filings with the department of financial regulation, and shall be made 

available in connection with the hospital budget review process under subchapter 7 of this chapter, the 

certificate of need process under subchapter 5 of this chapter, and the development of the health 

resource allocation plan. 

(4) The board shall prepare a report of the final projections made under this subsection and file the 

report with the general assembly on or before January 15 of each year. 

 

18 V.S.A. § 9376. Payment amounts; methods 

(a) It is the intent of the General Assembly to ensure payments to health care professionals that are 

consistent with efficiency, economy, and quality of care and will permit them to provide, on a solvent basis, 

effective and efficient health services that are in the public interest. It is also the intent of the General 

Assembly to eliminate the shift of costs between the payers of health services to ensure that the amount 

paid to health care professionals is sufficient to enlist enough providers to ensure that health services are 

available to all Vermonters and are distributed equitably. 

(b)(1) The Board shall set reasonable rates for health care professionals, health care provider bargaining 

groups created pursuant to section 9409 of this title, manufacturers of prescribed products, medical supply 

companies, and other companies providing health services or health supplies based on methodologies 

http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9409&originatingDoc=NB58AA570CAFB11E1B1D9968326873AAD&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000883&cite=VTST18S9409&originatingDoc=ND74774D0CD5A11E0B073AD193F7252CC&refType=LQ&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.DocLink)


Green Mountain Care Board 

 

40  

 

pursuant to section 9375 of this title, in order to have a consistent reimbursement amount accepted by 

these persons. In its discretion, the Board may implement rate-setting for different groups of health care 

professionals over time and need not set rates for all types of health care professionals. In establishing 

rates, the Board may consider legitimate differences in costs among health care professionals, such as the 

cost of providing a specific necessary service or services that may not be available elsewhere in the State, 

and the need for health care professionals in particular areas of the State, particularly in underserved 

geographic or practice shortage areas. 

(2) Nothing in this subsection shall be construed to: 

(A) limit the ability of a health care professional to accept less than the rate established in subdivision 

(1) of this subsection from a patient without health insurance or other coverage for the service or 

services received; or 

(B) reduce or limit the covered services offered by Medicare or Medicaid. 

(c) The Board shall approve payment methodologies that encourage cost-containment; provision of high-

quality, evidence-based health services in an integrated setting; patient self-management; access to primary 

care health services for underserved individuals, populations, and areas; and healthy lifestyles. Such 

methodologies shall be consistent with payment reform and with evidence-based practices, and may include 

fee-for-service payments if the Board determines such payments to be appropriate. 

(d) To the extent required to avoid federal antitrust violations and in furtherance of the policy identified in 

subsection (a) of this section, the Board shall facilitate and supervise the participation of health care 

professionals and health care provider bargaining groups in the process described in subsection (b) of this 

section. 

 

18 V.S.A. § 9377. Payment reform; pilots 

(a) It is the intent of the General Assembly to achieve the principles stated in section 9371 of this title. In 

order to achieve this goal and to ensure the success of health care reform, it is the intent of the General 

Assembly that payment reform be implemented and that payment reform be carried out as described in 

this section. It is also the intent of the General Assembly to ensure sufficient State involvement and action 

in the design and implementation of the payment reform pilot projects described in this section to comply 

with federal and State antitrust provisions by replacing competition between payers and others with State-

supervised cooperation and regulation. 

(b)(1) The Board shall be responsible for payment and delivery system reform, including the pilot projects 

established in this section. 

(2) Payment reform pilot projects shall be developed and implemented to manage the costs of the health 

care delivery system, improve health outcomes for Vermonters, provide a positive health care 

experience for patients and health care professionals, and further the following objectives: 

(A) payment reform pilot projects should align with the Blueprint for Health strategic plan and the 

Statewide Health Information Technology Plan; 

(B) health care professionals should coordinate patient care through a local entity or organization 

facilitating this coordination or another structure which results in the coordination of patient care and 

a sustained focus on disease prevention and promotion of wellness that includes individuals, employers, 

and communities; 

(C) health insurers, Medicaid, Medicare, and all other payers should reimburse health care professionals 
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for coordinating patient care through consistent payment methodologies, which may include a global 

budget; a system of cost containment limits, health outcome measures, and patient consumer 

satisfaction targets, which may include risk-sharing or other incentives designed to reduce costs while 

maintaining or improving health outcomes and patient consumer satisfaction; or another payment 

method providing an incentive to coordinate care and control cost growth; 

(D) the scope of services in any capitated payment should be broad and comprehensive, including 

prescription drugs, diagnostic services, acute and sub-acute home health services, services received in a 

hospital, mental health and substance abuse services, and services from a licensed health care 

practitioner; and 

(E) health insurers, Medicaid, Medicare, and all other payers should reimburse health care professionals 

for providing the full spectrum of evidence-based health services. 

(3) In addition to the objectives identified in subdivision (a)(2) of this section, the design and 

implementation of payment reform pilot projects may consider: 

(A) alignment with the requirements of federal law to ensure the full participation of Medicare in 

multipayer payment reform; and 

(B) with input from long-term care providers, the inclusion of home health services and long-term care 

services as part of capitated payments. 

(c) To the extent required to avoid federal antitrust violations, the Board shall facilitate and supervise the 

participation of health care professionals, health care facilities, and insurers in the planning and 

implementation of the payment reform pilot projects, including by creating a shared incentive pool if 

appropriate. The Board shall ensure that the process and implementation include sufficient State 

supervision over these entities to comply with federal antitrust provisions and shall refer to the Attorney 

General for appropriate action the activities of any individual or entity that the Board determines, after 

notice and an opportunity to be heard, violate State or federal antitrust laws without a countervailing 

benefit of improving patient care, improving access to health care, increasing efficiency, or reducing costs by 

modifying payment methods. 

(d) The Board or designee shall apply for grant funding, if available, for the evaluation of the pilot projects 

described in this section. 

(e) The Board or designee shall convene a broad-based group of stakeholders, including health care 

professionals who provide health services, health insurers, professional organizations, community and 

nonprofit groups, consumers, businesses, school districts, the Office of the Health Care Advocate, and 

State and local governments, to advise the Board in developing and implementing the pilot projects and to 

advise the Green Mountain Care Board in setting overall policy goals. 

(f) The first pilot project shall become operational no later than July 1, 2012, and two or more additional 

pilot projects shall become operational no later than October 1, 2012. 

(g)(1) Health insurers shall participate in the development of the payment reform strategic plan for the pilot 

projects and in the implementation of the pilot projects, including providing incentives, fees, or payment 

methods, as required in this section. This requirement may be enforced by the Department of Financial 

Regulation to the same extent as the requirement to participate in the Blueprint for Health pursuant to 8 

V.S.A. § 4088h. 

(2) The Board may establish procedures to exempt or limit the participation of health insurers offering a 

stand-alone dental plan or specific disease or other limited-benefit coverage or participation by insurers 
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with a minimal number of covered lives as defined by the Board, in consultation with the Commissioner 

of Financial Regulation. Health insurers shall be exempt from participation if the insurer offers only 

benefit plans which are paid directly to the individual insured or the insured’s assigned beneficiaries and 

for which the amount of the benefit is not based upon potential medical costs or actual costs incurred. 

(3) In the event that the Secretary of Human Services is denied permission from the Centers for 

Medicare and Medicaid Services to include financial participation by Medicare in the pilot projects, health 

insurers shall not be required to cover the costs associated with individuals covered by Medicare. 

(4) After implementation of the pilot projects described in this subchapter, health insurers shall have 

appeal rights pursuant to section 9381 of this title. 

 

18 V.S.A. § 9377a. Prior authorization pilot program 

(a) The Green Mountain Care Board shall develop and implement a pilot program or programs for the 

purpose of measuring the change in system costs within primary care associated with eliminating prior 

authorization requirements for imaging, medical procedures, prescription drugs, and home care. The 

program shall be designed to measure the effects of eliminating prior authorizations on provider satisfaction 

and on the number of requests for and expenditures on imaging, medical procedures, prescription drugs, 

and home care. In developing the pilot program proposal, the Board shall collaborate with health care 

professionals and health insurers throughout the State or regionally. 

(b) The Board shall submit an update regarding implementation of prior authorization pilot programs as 

part of its annual report under subsection 9375(d) of this title. 

 

18 V.S.A. § 9382. Oversight of accountable care organizations 

<Text of section effective January 1, 2018.> 

(a) In order to be eligible to receive payments from Medicaid or commercial insurance through any 

payment reform program or initiative, including an all-payer model, each accountable care organization shall 

obtain and maintain certification from the Green Mountain Care Board. The Board shall adopt rules 

pursuant to 3 V.S.A. chapter 25 to establish standards and processes for certifying accountable care 

organizations. To the extent permitted under federal law, the Board shall ensure these rules anticipate and 

accommodate a range of ACO models and sizes, balancing oversight with support for innovation. In order 

to certify an ACO to operate in this State, the Board shall ensure that the following criteria are met: 

(1) the ACO’s governance, leadership, and management structure is transparent, reasonably and 

equitably represents the ACO’s participating providers and its patients, and includes a consumer advisory 

board and other processes for inviting and considering consumer input; 

(2) the ACO has established appropriate mechanisms and care models to provide, manage, and 

coordinate high-quality health care services for its patients, including incorporating the Blueprint for 

Health, coordinating services for complex high-need patients, and providing access to health care 

providers who are not participants in the ACO; 

(3) the ACO has established appropriate mechanisms to receive and distribute payments to its 

participating health care providers; 

(4) the ACO has established appropriate mechanisms and criteria for accepting health care providers to 

participate in the ACO that prevent unreasonable discrimination and are related to the needs of the 
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ACO and the patient population served; 

(5) the ACO has established mechanisms and care models to promote evidence-based health care, 

patient engagement, coordination of care, use of electronic health records, and other enabling 

technologies to promote integrated, efficient, seamless, and effective health care services across the 

continuum of care, where feasible; 

(6) the ACO’s participating providers have the capacity for meaningful participation in health information 

exchanges; 

(7) the ACO has performance standards and measures to evaluate the quality and utilization of care 

delivered by its participating health care providers; 

(8) the ACO does not place any restrictions on the information its participating health care providers 

may provide to patients about their health or decisions regarding their health; 

(9) the ACO’s participating health care providers engage their patients in shared decision making to 

inform them of their treatment options and the related risks and benefits of each; 

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

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

(B) responding and making best efforts to resolve complaints and grievances from attributed patients, 

including providing assistance in identifying appropriate rights under a patient’s health plan; 

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

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

(E) sharing deidentified complaint and grievance information with the Office of the Health Care 

Advocate at least twice annually; 

(11) the ACO collaborates with providers not included in its financial model, including home- and 

community-based providers and dental health providers; 

(12) the ACO does not interfere with patients’ choice of their own health care providers under their 

health plan, regardless of whether a provider is participating in the ACO; does not reduce covered 

services; and does not increase patient cost sharing; 

(13) meetings of the ACO’s governing body include a public session at which all business that is not 

confidential or proprietary is conducted and members of the public are provided an opportunity to 

comment; 

(14) the impact of the ACO’s establishment and operation does not diminish access to any health care or 

community-based service or increase delays in access to care for the population and area it serves; 

(15) the ACO has in place appropriate mechanisms to conduct ongoing assessments of its legal and 

financial vulnerabilities; and 

(16) the ACO has in place a financial guarantee sufficient to cover its potential losses. 

(b)(1) The Green Mountain Care Board shall adopt rules pursuant to 3 V.S.A. chapter 25 to establish 

standards and processes for reviewing, modifying, and approving the budgets of ACOs with 10,000 or more 

attributed lives in Vermont. To the extent permitted under federal law, the Board shall ensure the rules 

anticipate and accommodate a range of ACO models and sizes, balancing oversight with support for 

innovation. In its review, the Board shall review and consider: 
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(A) information regarding utilization of the health care services delivered by health care providers 

participating in the ACO and the effects of care models on appropriate utilization, including the 

provision of innovative services; 

(B) the goals and recommendations of the health resource allocation plan created in chapter 221 of this 

title; 

(C) the expenditure analysis for the previous year and the proposed expenditure analysis for the year 

under review by payer; 

(D) the character, competence, fiscal responsibility, and soundness of the ACO and its principals; 

(E) any reports from professional review organizations; 

(F) the ACO’s efforts to prevent duplication of high-quality services being provided efficiently and 

effectively by existing community-based providers in the same geographic area, as well as its integration 

of efforts with the Blueprint for Health and its regional care collaboratives; 

(G) the extent to which the ACO provides incentives for systemic health care investments to 

strengthen primary care, including strategies for recruiting additional primary care providers, providing 

resources to expand capacity in existing primary care practices, and reducing the administrative burden 

of reporting requirements for providers while balancing the need to have sufficient measures to 

evaluate adequately the quality of and access to care; 

(H) the extent to which the ACO provides incentives for systemic integration of community-based 

providers in its care model or investments to expand capacity in existing community-based providers, 

in order to promote seamless coordination of care across the care continuum; 

(I) the extent to which the ACO provides incentives for systemic health care investments in social 

determinants of health, such as developing support capacities that prevent hospital admissions and 

readmissions, reduce length of hospital stays, improve population health outcomes, reward healthy 

lifestyle choices, and improve the solvency of and address the financial risk to community-based 

providers that are participating providers of an accountable care organization; 

(J) the extent to which the ACO provides incentives for preventing and addressing the impacts of 

adverse childhood experiences (ACEs) and other traumas, such as developing quality outcome 

measures for use by primary care providers working with children and families, developing partnerships 

between nurses and families, providing opportunities for home visits, and including parent-child centers 

and designated agencies as participating providers in the ACO; 

(K) public comment on all aspects of the ACO’s costs and use and on the ACO’s proposed budget; 

(L) information gathered from meetings with the ACO to review and discuss its proposed budget for 

the forthcoming fiscal year; 

(M) information on the ACO’s administrative costs, as defined by the Board; 

(N) the effect, if any, of Medicaid reimbursement rates on the rates for other payers; and 

(O) the extent to which the ACO makes its costs transparent and easy to understand so that patients 

are aware of the costs of the health care services they receive. 

(2) The Green Mountain Care Board shall adopt rules pursuant to 3 V.S.A. chapter 25 to establish 

standards and processes for reviewing, modifying, and approving the budgets of ACOs with fewer than 

10,000 attributed lives in Vermont. In its review, the Board may consider as many of the factors 

described in subdivision (1) of this subsection as the Board deems appropriate to a specific ACO’s size 
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and scope. 

(3)(A) The Office of the Health Care Advocate shall have the right to receive copies of all materials 

related to any ACO budget review and may: 

(i) ask questions of employees of the Green Mountain Care Board related to the Board’s ACO 

budget review; 

(ii) submit written questions to the Board that the Board will ask of the ACO in advance of any 

hearing held in conjunction with the Board’s ACO review; 

(iii) submit written comments for the Board’s consideration; and 

(iv) ask questions and provide testimony in any hearing held in conjunction with the Board’s ACO 

budget review. 

(B) The Office of the Health Care Advocate shall not disclose further any confidential or proprietary 

information provided to the Office pursuant to this subdivision (3). 

(c) The Board’s rules shall include requirements for submission of information and data by ACOs and their 

participating providers as needed to evaluate an ACO’s success. They may also establish standards as 

appropriate to promote an ACO’s ability to participate in applicable federal programs for ACOs. 

(d) All information required to be filed by an ACO pursuant to this section or to rules adopted pursuant to 

this section shall be made available to the public upon request, provided that individual patients or health 

care providers shall not be directly or indirectly identifiable. 

(e) To the extent required to avoid federal antitrust violations, the Board shall supervise the participation 

of health care professionals, health care facilities, and other persons operating or participating in an 

accountable care organization. The Board shall ensure that its certification and oversight processes 

constitute sufficient State supervision over these entities to comply with federal antitrust provisions and 

shall refer to the Attorney General for appropriate action the activities of any individual or entity that the 

Board determines, after notice and an opportunity to be heard, may be in violation of State or federal 

antitrust laws without a countervailing benefit of improving patient care, improving access to health care, 

increasing efficiency, or reducing costs by modifying payment methods. 

 

18 V.S.A. § 9551. All-payer model 

<Text of section effective January 1, 2018.> 

In order to implement a value-based payment model allowing participating health care providers to be paid 

by Medicaid, Medicare, and commercial insurance using a common methodology that may include 

population-based payments and increased financial predictability for providers, the Green Mountain Care 

Board and Agency of Administration shall ensure that the model: 

(1) maintains consistency with the principles established in section 9371 of this title; 

(2) continues to provide payments from Medicare directly to health care providers or accountable care 

organizations without conversion, appropriation, or aggregation by the State of Vermont; 

(3) maximizes alignment between Medicare, Medicaid, and commercial payers to the extent permitted 

under federal law and waivers from federal law, including: 

(A) what is included in the calculation of the total cost of care; 
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(B) attribution and payment mechanisms; 

(C) patient protections; 

(D) care management mechanisms; and 

(E) provider reimbursement processes; 

(4) strengthens and invests in primary care; 

(5) incorporates social determinants of health; 

(6) adheres to federal and State laws on parity of mental health and substance abuse treatment, integrates 

mental health and substance abuse treatment systems into the overall health care system, and does not 

manage mental health or substance abuse care through a separate entity; provided, however, that nothing 

in this subdivision (6) shall be construed to alter the statutory responsibilities of the Departments of 

Health and of Mental Health; 

(7) includes a process for integration of community-based providers, including home health agencies, 

mental health agencies, developmental disability service providers, emergency medical service providers, 

adult day service providers, and area agencies on aging, and their funding streams to the extent permitted 

under federal law, into a transformed, fully integrated health care system that may include transportation 

and housing; 

(8) continues to prioritize the use, where appropriate, of existing local and regional collaboratives of 

community health providers that develop integrated health care initiatives to address regional needs and 

evaluate best practices for replication and return on investment; 

(9) pursues an integrated approach to data collection, analysis, exchange, and reporting to simplify 

communication across providers and drive quality improvement and access to care; 

(10) allows providers to choose whether to participate in accountable care organizations, to the extent 

permitted under federal law; 

(11) evaluates access to care, quality of care, patient outcomes, and social determinants of health; 

(12) requires processes and protocols for shared decision making between the patient and his or her 

health care providers that take into account a patient’s unique needs, preferences, values, and priorities, 

including use of decision support tools and shared decision-making methods with which the patient may 

assess the merits of various treatment options in the context of his or her values and convictions, and by 

providing patients access to their medical records and to clinical knowledge so that they may make 

informed choices about their care; 

(13) supports coordination of patients’ care and care transitions through the use of technology, with 

patient consent, such as sharing electronic summary records across providers and using telemedicine, 

home telemonitoring, and other enabling technologies; and 

(14) ensures, in consultation with the Office of the Health Care Advocate, that robust patient grievance 

and appeal protections are available. 
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Appendix B: GMCB Organizational Chart  
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Appendix C: GMCB Budget and Staffing 

 

Green Mountain Care Board 
FY16  

Budget 

FY16 

Expenditures 

FY17 

Budget  

Total Budget $    9,491,312   $    6,766,388   $       9,572,404   

 

Expenses by Fund        

General Fund $    1,004,905   $       625,292   $       1,243,276   

GMCB Regulatory & Administration Fund $    1,681,360   $    1,026,287   $       2,045,927   

Other Special Funds $         60,000   $                 -     $            60,000   

Global Commitment $    3,118,766   $    2,189,411   $       4,281,832   

Interdepartmental Transfer   $    2,599,847   $    2,386,598   $       1,492,561   

Federal Fund $    1,026,434   $       538,800   $          448,808   

Expenses by Category        

Personal Services: Personnel Salary & Fringe   $    3,365,117   $    2,924,040   $       3,468,390   

Personal Services: Third Party Contracts $    5,487,406   $    3,489,019   $       5,268,019   

Operating Expenses $       638,790   $       353,329   $          835,995   
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Appendix D: Board Member Biographies 

 

The Green Mountain Care Board was created by the Vermont Legislature in 2011. Its current members 

were nominated by a broad-based committee and appointed by Governor Peter Shumlin. The Board 

begins 2017 with two board vacancies; Chair Al Gobeille stepped down on January 4, 2017, and Betty 

Rambur on January 15, 2017.  Board Member Allan Ramsay completed his term in September 2016, and 

was replaced by Robin Lunge in November, 2016.  

 

Cornelius Hogan 
Con Hogan served as Secretary of the Vermont Agency of Human Services under both the Snelling 

and Dean administrations. Prior to serving as Secretary, Con was President of International Coins and 

Currency based in Montpelier. Con has served in leadership positions at the Vermont Department of 

Corrections and previously worked for the New Jersey Department of Corrections. Since his 

retirement from state service in 1999, Con has consulted internationally with governments on human 

services and health care management. He has co- authored several books on Vermont’s health policy. 

Con holds a Master’s of Governmental Administration from the Wharton School of Business at the 

University of Pennsylvania, and an Honorary Doctorate of Laws from the University of Vermont.  

 

Jessica Holmes, Ph.D.  
Jessica Holmes is a Professor of Economics and the Director of MiddCORE, an award-winning 

leadership and innovation program at Middlebury College. Her teaching portfolio includes courses in 

microeconomics, health economics, the economics of social issues and the economics of sin. She has 

published several articles in areas such as philanthropy, economic development, health economics, 

labor economics and pedagogy. Prior to joining the Middlebury faculty, she worked as a litigation 

consultant for National Economic Research Associates, conducting economic analyses for companies 

facing lawsuits involving securities fraud, product liability, and intellectual property. Jessica received 

her undergraduate degree from Colgate University and her PhD in Economics from Yale University. 

She is a past Trustee of Porter Medical Center, having served as Board Secretary and Co-chair of the 

Strategy Committee.  

 

Robin Lunge, J.D., MHCDS  
Robin J. Lunge, JD, was appointed to the Board in November 2016. Prior to joining the Board, Robin 

served for almost six years as the State’s Director of Health Care Reform for Governor Peter 

Shumlin’s administration. Her past experience includes working as a nonpartisan staff attorney at 

Vermont Legislative Council where she drafted legislation and provided support to members of the 

Vermont legislature relating to health and human services matters, and at the Center on Budget and 

Policy Priorities in Washington D.C. as a senior policy analyst on public benefits issues. Robin’s areas 

of expertise are federal and state public benefit programs, health care, and health care reform. 

Robin holds a B.A. from the University of California Santa Cruz, a J.D. from Cornell Law School, and 

a Masters of Health Care Delivery Science from Dartmouth College. 

 

Past Board Members Serving in 2016: 
 

Alfred Gobeille  

Al Gobeille owns Gobeille Hospitality, a Burlington-based restaurant and hospitality business that 

employs 230 Vermonters. Al served on the Town of Shelburne Select Board, was a board member of 
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the Visiting Nurses Association of Chittenden and Grand Isle Counties, and served on the State of 

Vermont’s Payment Reform Advisory Committee.  Al is a graduate of Norwich University and served 

as an officer in the United States Army. Al served as the Chair of the Green Mountain Care Board 

until January 2017, when he was appointed to serve as Secretary of the Vermont Agency of Human 

Services by Governor Phil Scott.  

 

Betty Rambur, Ph.D., R.N.  

Betty Rambur, a registered nurse, is a former Professor of Nursing and Health Policy at the 

University of Vermont (UVM), and served as academic dean from 2000-2009. Dr. Rambur has led and 

participated in research, education and public service grants and has published extensively. Betty 

received her Ph.D. in nursing from Rush University in Chicago, Illinois. Dr. Rambur stepped down 

effective January 2017 to accept the prestigious Routhier Endowed Chair of Practice at the University 

of Rhode Island College of Nursing.  

 
Allan Ramsay, M.D.  

Allan Ramsay, M.D. practiced medicine in Vermont for 30 years and is past Medical Director of Fletcher 

Allen Health Care’s Palliative Care Service and the founder of the Rural Palliative Care Network. Allan 

served as Residency Director and Vice Chair in the Department of Family Medicine at UVM, where he is 

now Professor Emeritus.  Allan is a past member of the board of the Visiting Nurse Association of 

Chittenden and Grand Isle Counties and the Board of the Community Health Center of Burlington. Dr. 

Ramsay holds a medical degree from Emory University and is board certified in internal medicine, 

geriatrics, hospice and palliative medicine. Dr. Ramsay completed his term on the Board in September 

2016. 

 

Leadership:  
 

Susan J. Barrett, J.D., Executive Director 

Susan J. Barrett, an attorney, was formerly Director of Public Policy in Vermont for the Bi-State 

Primary Care Association. She joined Bi- State in 2011 after nearly 20 years in the pharmaceutical 

industry with Novartis, Merck, and Wyeth.  Susan’s health care experience also includes pro bono 

legal work and an internship with Health Law Advocates (HLA), a non-profit public interest law firm 

in Massachusetts.  She is a graduate of New England Law Boston and Regis College.  
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