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CHAIRMAN MULLIN: At this point we'll
proceed as if all members are here except one absence
until she joins us on the phone. So I'm going to
turn it over to Susan Barrett for an Executive
Director's report.

MS. BARRETT: Thank you, Mr. Chair. I
have a few announcements. I wanted to let the public
know that a couple weeks ago we went to the St.
Albans community for one of our traveling board
meetings. We do this about two times a year. We get
out for other reasons, for hospital budgets, et
cetera, but we do take the time at least twice a year
to visit local communities throughout the state. Our
goal is to get to all 14 counties soon. We're
getting there, but just to give you an idea of what
we did that day when we go out for these traveling
board meetings we ask the community and the
accountable communities for help to come together to
talk to the board about how they are implementing the
All-Payer Model. So we ask them to focus their
presentations around the three high level goals of
the model, and for those in the room who do not know
them they are, number one -- these are the high level
population health goals of the All-Payer Model --

number one, reduction of deaths due to suicide and
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overdose; number two, increasing access to primary
care; and, number three, decreasing the morbidity and
mortality of chronic disease.

So on the morning of October 16th the
board went to several sites in the St. Albans area
and they had tours of different health care providers
that exemplified and showed the board how this
community -- (interruption)

CHAIRMAN MULLIN: Maureen, are you now
on the phone?

MS. BARRETT: Okay. Well I'll keep
going. So we separated into three different groups
and we had tours of the emergency department at the
Northwest Medical Center. We toured Northwest
Partners In Hope and Recovery at Valley Crossroads,
and these were examples of how the community is
reducing deaths due to suicide and drug overdose.

Then we also had visits to Northwest
Primary Care which is on the campus of Northwest
Medical Center as well as Northern Tier For Health
which is a local FQHC, and they also have an office
on the campus of the medical center, and that
exemplified the ways the community is increasing
access to primary care; and last, but not least,

because this was the tour I was on with Board Member
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Pelham we went to the St. Albans City School and we
saw the ways that RiseVT is getting children in
school moving and dancing, and there may be a video
of Board Member Pelham and I doing a dance with the
kids which I am more pleased with than Board Member
Pelham.

MR. PELHAM: I was in the back of the
room. I thought nobody saw anything.

MS. BARRETT: And, lastly, the last
visit that was exemplifying how the community is
decreasing the morbidity and mortality of chronic
diseases starting at a very young age, and then in
the afternoon we had a public board meeting where we
heard from Northwest Medical Center CEO Jill Barry
Bowen and her team talked about the way they are
implementing the All-Payer Model, both the challenges
and the opportunities, and we came away learning
quite a bit from that meeting.

I'll just close by saying we were very
grateful to the entire community for that day and
also really impressed about -- with how many
community members came out, how many legislators came
out, and how many business owners came out to learn
more about the All-Payer Model and the work the board

does.
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So that was just an update on that
really great day in St. Albans. I want to remind the
public also that our schedule for November is on our
web site. We have a very busy meeting schedule next
month. We're going to be hearing from VITL on their
quarterly report. We're going to be hearing from
partners at DVHA on their HIT plan, and also continue
the discussion around this budget process for OneCare
Vermont; and then last, but not least, there is a
current public comment period that opened on October
1st when we received the OneCare budget. This is
posted on our web site, and I would ask if anyone
would like to share a public comment via our web
site, you could call our office, you can also send a
public comment by mail. The public comment period
opened on October 1st and it runs through November
12th. These dates will allow us our staff to
incorporate the public comments into the
recommendations that they provide to the board on the
ACO budget, but I just want folks to know that
comments are accepted at any time at the board 365
days a year. So if you do get comments in after that
November 12th date, the board will still review them
and that is all I have to report.

CHAIRMAN MULLIN: Thank you, Susan.
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Next item on the agenda are the minutes of Wednesday,
October 16. Is there a motion?

MR. PELHAM: So moved.

MS. HOLMES: Second.

CHAIRMAN MULLIN: It's been moved and
seconded to approve the minutes of Wednesday, October
16 without any additions, deletions, or corrections.
Is there any discussion? Seeing none, all in favor
signify by saying aye.

(Board members respond aye.)

CHAIRMAN MULLIN: Any opposed? (No
response) Okay. That brings us to the business of
the day. 1It's really good to be talking about the
All-Payer Model today, and I just want to preface the
start of this meeting in that despite all the good
work being done most Vermonters don't seem to know
even what an All-Payer Model is or what we are doing
in health care, and so I'm hoping that we can all do
a better job of making it explainable; and one of the
things I'm going to ask today from our staff and from
OneCare staff when they make the presentation is to
try to stay away from the PCP, PHMA, the ACOs. Just
speak in clear english so that everyone understands
what you're talking about, and I think that

unfortunately we get so immersed into a very complex
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structure in health that we sometimes forget that
most people are not in that same position and don't
have a clue and think we are talking in code when
we're trying to explain things, and so we all have to
do a better job of just speaking plainly and clearly,
and really the assumption that you have to make in
this communication is that you are talking to someone
that really doesn't know anything about the All-Payer
Model, and I think if we all start to try to frame it
from that direction, I think that more Vermonters
will start to understand this very good work that's
being done in health care.

So with that before I call our team up
to do an introduction I did want to recognize, and
this always gets me in trouble, but I did recognize
Representative Theresa Wood and I want to thank her
for coming. Thank you, Theresa, and Representative
Mary Hooper is here. Thank you. She's under the
radar, and we really appreciate legislators coming to
these meetings.

So with that if I could invite Alena and
Melissa to come upfront and kick this off.

MS. BERUBE: I'm Alena Berube, Director
of Value Based Programs and ACO Regulation, and this

is Melissa Miles, Deputy Director of Value Based
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Programs and ACO Regulation. So we wanted to start
with a little context today before we dive into the
main event and provide an overview of all All-Payer
Model and why we came here in the first place, and
then some of the levers that the board has as it
relates to All-Payer Model and why we're here today
to hear OneCare's budget.

So today we're going to introduce this
context and OneCare will present their budget and
then we'll get questions from the board, questions
from the Health Care Advocate, and then public
comment.

MS. BARRETT: Could you speak up a
little, Alena? Thank you.

MS. MILES: So I am going to give a
background on the All-Payer Model agreement. Can
everybody hear me -- okay -- which was signed three
years ago this month by the Agency of Human Services,
the Administration, the Green Mountain Care Board,
and the Federal Government, and each party has a
respective role in implementing the agreement. This
slide depicts the reason why the agreement was
pursued, what the strategy was and is, and the
vehicle for doing so. The interventions.

So I would like to read a quote from the
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board's decision to sign the All-Payer Model from
that day. "The rising cost of health care imposes
unsustainable financial burdens on Vermonters and
their families, impedes equitable access to
preventive care, and threatens to cripple our state's
economy. Left unchecked and uncontrolled it will
prevent Vermont from reaching its goal to ensure that
all of its citizens have access to affordable high
quality health care.”

So these are the three pillars or what
we call our All-Payer Model agreement logic model.
The All-Payer Model is going to be running from 2018
to 2022. We're in year two currently. So these are
the levers that will inform the delivery system
reform.

The model was designed to reinforce and
enable transformation in care delivery and primary
care as there is strong evidence that the primary
care foundation with an enhanced focus on preventive
services can improve health care quality, improve the
health of the population, and help to keep costs
down. We are testing this through payment changes,
including prospective payments and enhanced care
coordination models, to move providers from episodic

care to the provision of preventive care. We're also
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transforming care delivery and testing what a more
predictable revenue stream can do for providers to
allow them to initiate additional delivery system
reform care in their offices. For example, we've
heard from primary care providers that they are
hiring additional care coordination staff and mental
health support to expand access in their primary care
office. 1It's also creating a stronger network for
the continuum of care including home health,
designated agencies, and the area agencies on aging.
So, finally, with these two main changes of testing
payment changes and transforming health care delivery
we are aiming to improve the outcomes that Susan
described earlier, and I'm going to speak a little
bit more about them on the next slide.

So these are the large goals that are in
the All-Payer Model agreement. I will speak to each
one individually. So one goal is to limit the cost
growth. This requires Vermont to achieve sustainable
cost growth for certain services for both Medicare
and All Payer beneficiaries which includes most
Vermonters. The limit for cost growth in the
agreement is 3.5 which was selected as a sustainable
growth target because it's tied to economic growth.

The state is responsible for ensuring
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that the programs that the ACO participates in with
payers are aligned in certain areas including
attribution, quality measures, financial
accountability measures, and the different payment
methods so that we're moving everyone in the same
direction. The All-Payer Model also has
responsibility for steadily increasing the scale of
the model over the life of the agreement with the
goals on the bottom, 70 percent of Vermonters in the
All Payer target and 90 percent of Vermont Medicare
beneficiaries. So evidence shows when programs are
aligned providers have strong consistent incentives
to make the changes in their practices, and then,
finally, the state is responsible for meeting 20
different quality measures which are bundled under
three big population health goals, and the evidence
behind these broad goals at the time was that 78
percent of Vermont deaths were due to chronic
disease. Vermont's death rates from suicide and drug
overdose were higher than the nation's average and
the state wanted to instill that underlying value of
access to primary care, and the goal for that is 89
percent.

MS. BERUBE: So these two signs of the

equation, health care expenditures and quality of
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access, are goals of the state, but the Green
Mountain Care Board has a number of levers that can
be addressed to kind of affect these outcomes. That
is the ACO oversight process which has two pieces,
the budget review and certification, as well as the
design of the program and rate setting; hospital
budget review, health insurance rate review, and
Certificate of Need. So it's not just this budget
process. There are a number of levers that can
influence the outcome of this model.

As it relates to ACO oversight why
you're here today there are statute 18 V.S.A. 9382
and Green Mountain Care Board Rule 5 that prescribe
exactly how we are to go about these processes and
criteria against which we evaluate OneCare's budget
and any ACO certification. Certification occurs one
time following application for certification and then
eligibility verifications are done annually to check
any differences in year over year in meeting those
criteria. So OneCare has been certified and we are
in the process of evaluating their eligibility
criteria under their September 3rd submission of
materials. The budget review -- the presentation
today is an annual review and we are in the midst of

that process.
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So some highlights from the 2019 budget
order. So that's not the final. There's another
step in the process, but almost final stage of the
review when the Board makes recommendations and
codifies the budget order. So scale target ACO
initiatives, All Payer ACO agreement, and data
reporting, payer contracts, regulatory alignment,
risk, reserves, administrative expense ratio, finance
statements, population health management and payment
reform programs, the comprehensive payment reform
reporting, and then value based distribution
methodology, specialist payment pilot and
certification monitoring. So these are just examples
of areas that can be included in the budget order
that might kind of guide OneCare to achieve some of
the state's goals.

To just provide further context of where
we are in the process for 2020, GMCB published
guidance over the summer and OneCare has submitted
their certification and their budget materials. We
are where the star reflects today in the budget
hearing. To come we have the staff analysis and
recommendations, the GMCB budget vote, as well as the
budget order, and the final review of attribution

budget and contracts. So we want to make clear even
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once this budget is set forth there are still a
number of variables that remain to settle that will
solidify what the budget is that OneCare will be
working with. That's our presentation. Thank you.

MS. MILES: Does the board have any
questions?

MS. LUNGE: I do have one question.
Could you explain a little bit more about why we
would take a look in March after we've issued the
budget order in December?

MS. BERUBE: Absolutely. So the
attribution numbers are not yet final in terms of
what population that we'll be serving, so without
that all the board can do is set a contingent path
forward. We have some good estimates, but once those
numbers are final the total dollar amounts will be
known.

MS. LUNGE: Thank you. That's always
been a frustrating part of this process. I think
it's good to spell it out so everyone —--

MS. BERUBE: Our hands are tied there.
We would like it to be sooner.

CHAIRMAN MULLIN: Thank you. So we had
a couple more Representatives come in since we made

the introductions. So I just want to welcome
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Representative Christensen to the meeting today.
We're always happy to see legislators. So thank you
for your service. At this point we're going to
invite the OneCare team down, and while they are
walking down I just want to say that I think that
Melissa and Alena did a really good job of describing
what the strategy is, and I guess the one thing I
wanted to address with everyone in the room is that
what was the problem that was trying to be solved
because Vermont has truly good health care outcomes
when it's measured to other states, and when you hear
the U.S. compared unfavorably to other countries on
quality measures like infant mortality and things
like that Vermont does much better and we have a lot
to be proud of, but if you take a look back 25 years
ago, health care spending was between 11 and 12
percent of our state's economy and it grew to over 19
percent of our state's economy, and so we want to
make sure that health care is sustainable so that as
all of us grow older we're able to afford the type of
quality that we would expect, and that's really what
the strategy is laid out, and if you look at those
benchmarks that were put up on the screen by our
team, 3.5 percent was tied to the previous decade and

a half's growth rate in the Vermont economy, and so
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what we're really saying is that we're looking for
health care to grow at or below the rate of inflation
in Vermont so that we can afford it and that's really
the bottom line.

So today we start -- it started quite a
while ago with the submission, but we hear firsthand
from the OneCare team about their budget presentation
and they get to basically inform everyone of what the
budget contains, and that's one of the key components
of the description of an ACO organization is that the
organization has to be accountable and accountable to
other stakeholders whether it's providers, patients,
and I would say even the general public in Vermont
because OneCare has the heavy weight of being the
only accountable care organization in the State of
Vermont, and in some respects that could be something
that's very positive because in a small state like
ours could we really afford two sets of
administration, two sets of technology and so on, but
with that comes the extra responsibility, especially
on this board and in our role as regulators, to make
sure that OneCare is held accountable; and so we
welcome the OneCare team today, and with that I'm
going to turn it over to you and I hope that you

heard my premeeting instruction that is we're going
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to try to keep this acronym free. We're going to try
to make it easily understandable and please assume
that you're addressing whoever in the room has never
been to any meeting before about OneCare or the
All-Payer Model. So with that I'm going to turn it
over to you, Vicki. Actually, sorry, if we could
just begin by swearing in the witnesses.

(The OneCare panel was duly sworn.)

MS. LONER: So for the record Vicki
Loner, CEO OneCare Vermont. I'm joined here with my
colleagues.

MR. BORYS: Hi everyone. Tom Borys,
Director of Finance OneCare Vermont.

MS. BARRY: Good afternoon. I'm Sara
Barry, the Chief Operating Officer for OneCare
Vermont.

MS. LONER: I hope there's not a buzzer
if I do too many acronyms associated with this.

CHAIR MULLIN: We didn't put out a fine
jar either.

MS. LONER: I'm going to try my best.
So again thank you very much for the opportunity to
be here today and have this really important exchange
with the committee and those of the public and our

stakeholders that are here today. I am fairly new in
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my role as CEO at OneCare Vermont. I'm not new to
health care. 1I've been a registered nurse for about
26 years now and I was brought here to this fine
state probably 23 years ago by Jim Hester who has
recently passed, but was a wonderful man and also
kind of ahead of where we are today in that Jim was
talking about this probably when I came here 23 years
ago. So I'm thankful to him for that.

You know as a nurse this wouldn't
normally be the slide I would put up first, but I
thought it was really important because there's been
a lot of questions, misinterpretation of what our
budget is and is not, and so I tried to break this
down with the help of my finance friends to be fairly
simplistic. So the first number that you see at the
top is the one that's most often quoted. That's the
big number that everybody talks about. When you
really break that apart 1.36 billion dollars is money
that's already existing and circulating in the
system. This is the cost of health care as it stands
for those payers that we're looking to have contracts
with. This isn't new money to the system. This
isn't added administrative cost to the system.

So when you take that 1.36 billion

dollars what you're left with is the OneCare budget
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which is 62 million dollars. At first that seems
like a big number as well until you really dissect
that number and think about what it is. So when you
go down a little bit further it says less network
investment payments. So that's 43 million dollars
that's going directly to the health care providers.
So home health agencies, physicians, nurse
practitioners, hospitals who had said yes to be the
vehicle under the All-Payer Model to help them make
important investments, right investments, right, and
in helping Vermonters be the healthiest people they
can be. That's things like care coordination
programs, prevention. We talked about RiseVT. Those
are all really important investments that we need to
be making if we're to make this transition to a value
based system.

The operating cost is roughly 19 million
dollars, and if you even dissect that some more if
you look at it, and Tom will get into more details
about that, really what that is, is about 70 percent
of that funding is directly support providers to do
things like understand their data, right. How many
patients haven't been seen in the last year? What
are their care gaps? Do they need to get in for a

preventive visit? Have they hit the emergency room
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at the inpatient hospital and really need to be seen?

That's the sort of infrastructure and
support that the ACO can provide at an economy of
scale so that each individual provider doesn't have
to pay for those services and supports in their
communities.

So when you get down to the end we have
zero. So that's also similar to how OneCare looks at
its expenses. Every year we look to break even. So
that means even if there's shared savings as part of
the ACO, that money is reinvested into the
communities and the communities can then afford to
continuously reinvest in some of those services that
I talked about earlier today around prevention and
RiseVT and care coordination because when you really
look at what's happened since year zero of the model,
and we'll talk about why it's called year =zero,
later, the health care providers had made significant
investments of their own money into making this
system work.

I feel like the Green Mountain Care
Board staff did a really good job of this, but I want
to emphasize a few more points. So the All-Payer
Model sometimes that does get a little blurry of like

who is the All Payer agreement with. So that is
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indeed between the State of Vermont and the federal
government. We, as the ACO, are the vehicle to
effectuate that change, and the reason why the
provider delivery system -- and when I say provider
delivery system I'm actually referring to all the
providers who have decided to be part of the ACO --
said yes and the reason why they said yes is because
they believe in the goals of the All-Payer Model.
They believe it's important to have access to care,
right. They believe in prevention of suicide
prevention. They believe that we really need to do
better with preventing chronic diseases, both the
prevention of and the mortality of chronic diseases,
and they understand that health care costs are rising
and they need to be proven, right. These are all
very important goals that are important to the
delivery system as well as the State of Vermont.

The other thing I want to talk about
just a little bit we have heard a lot that this is an
experiment. That word has been used a lot. To put
it into context an ACO is not an experiment. An ACO
came out of the Affordable Care Act. There are ACOs
all around the country that have been operating for a
very long time and they do provide the legal vehicle

for which providers can come together and share
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supports, and that's really important that they be
able to share those supports, and, more importantly,
it provides them the mechanism to be able to leverage
some of these benefit enhancements that are provided
by the federal government, things such as being able
to go into a skilled nursing facility without
spending time at the hospital, right. These are very
important waivers, being able to be seen by your home
health provider after you leave the hospital even if
you don't have an acute care need. Absent the ACO we
would not be able to engage in these type of great
benefit enhancements. We believe that all of this
work is really important not just to the health care
delivery system, to the state, but also for the
health of Vermonters. The system that we have right
now is, I agree, not sustainable and that's the
reason why we entered into this agreement with the
federal government.

Despite some criticism we believe that
we've made some significant headways in our short,
short time that we've been on this journey together
and I would like to talk a little bit about that.
Sorry. There's a lot of words and a lot of pictures
on this page, but I just couldn't help myself. So

year zero. This was really a foundational year and
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the reason why it was called year zero, in my mind at
least, is because both the state and the federal
government recognize that in order to sit -- set up
this type of system we really needed to test the
model, make some operational changes, do some initial
investments, and so that you didn't want to go in
with all of Vermont all at once. So this was really
a planning and development year, and Medicaid agreed
to be our payer partner in that first year along with
four brave health service areas that are listed up
there; Burlington, Berlin, Middlebury, and St. Albans
who still are moving forward in the model as we
progress over the years, and then some of our initial
payments and programs that we started that were
really fundamental was the care coordination program
and understanding that primary care was foundational
to this work, and so we really needed to bring in
some supports and services to help them along this
journey.

I would say that 2018 and 2019 were
great years of expansions. I know that we have a lot
of challenges in terms of meeting our scale targets
and I believe that there's other levers that we need
to be pulling as a state to be able to meet those

goals and the ACO recognizes that they have a part in
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that as well.

So as of 2019 we do have the majority of
payers in the program. We've really grown the
network in that most health service areas are
participating in at least one of the programs;
programs meaning Medicaid, Medicare, commercial or
self-funded program, and we really evolved in our
investments over the years. You can see starting in
2018 we started to bring in a lot of prevention
programs. 2018 was the year that absent the ACO the
Medicare Blueprint payments, the SASH payments would
have gone away, and those would have been at least
upwards of 7.5 to 8 million dollars that would have
been lost from the state absent the ACO.

2020 is really a significant growth year
for us if things go as planned. So, again, this is a
matter of timing when we look at what our numbers are
and what our contracts are, but we're looking to have
at least 50 percent -- up to approximately 50 percent
growth in both attribution and total cost of care
accountability adding in new payer programs through
MVP, looking to partner more tightly with Blue Cross
Blue Shield, around self-funded offerings, and adding
on the majority of health service areas so we cover

essentially the whole state.
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Our payments and investments to
providers continue to grow through the years. Those
are things we're going to have to have discussions
about because, as we noted, one of the challenges for
the hospitals that are supporting these investments
is the balance between the amount of risk and risk
exposure, the amount that they are able to invest in
the model if we are really to get to scale.

Let's talk a little bit about the wvalue
of OneCare, and again when I say OneCare I would like
to put a face on that, of the 2400 providers who are
participating and using the ACO as the vehicle for
reform. It's not just the 70 some odd people up in
Colchester that are working on this. This takes a
provider community. It takes a village in order to
do this type of reform. This is really about how the
system is coming together to deliver better health
care for Vermonters at a price that is sustainable
for them and grows at the rate -- inflationary rate.

As I said earlier, one of the programs
that we first launched was the care coordination
program, and really what this is aimed at doing is
helping to support some of our most vulnerable
Vermonters to make sure that they get the help --

mental health needs met and that their goals are met
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so they can be the healthiest people they need to be.

We've actually been recognized by the
Robert Wood Johnson Foundation around our model in
that it is extremely inclusive and uses a team based
approach meaning that your caregivers, your primary
care, somebody from your primary care offices, your
home health, your designated mental health agency is
the person that's working together with the patient
to make sure that their goals are developed
collaboratively and met.

We have seen a sixfold increase since we
started in the amount -- in the number of people who
are being served through these care coordination
programs, and when I say being served through these
care coordination programs I don't mean that they
picked up a call, right, from somebody in the
doctor's office and said yes I'll be involved in care
coordination. People that are working with our care
coordinators in this system, right, with their
primary care physicians have actually agreed to
participate. They set their own goals and they set
and plan -- a plan in motion to be able to meet their
goals. So it's the deepest level of engagement that
you can think about. So that number is fairly

significant considering it takes upwards of one to
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three months to move that far along in the process,
and speaking as a former case manager as well I know
that it's not always easy to form those relationships
and move things forward in order to meet people where
they are at.

As we're looking at things, and I don't
want to steal all of Sara's thunder here but I'm just
going to steal a little bit, we've seen a significant
reduction in emergency room use for both the Medicare
and Medicaid populations; up to 33 percent in
Medicare and 13 percent in Medicaid patients, and
through a project that the VNA launched they were
able to show that they had upwards of $1100 per
member per month -- sorry there's an acronym --
savings associated with providing this level of care
coordination.

I think the second piece that's really
important that we talked about that's foundational to
our work is making sure that primary care offices had
the services and supports that they need. We
launched a comprehensive payment reform pilot, and
that's another terrible acronym that we'll have to
work on, in order to make sure that primary care were
able to have the access and supports in their offices

regardless of who the payer was, and this process and
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this program has been very successful and grown
significantly since we first launched it. I think I
have a slide in here later Dr. Joe Haddock who is
really talking about some of the good things of that
program, and when I even look at our budget this
year, if you dissected a little bit, it's about 22
million dollars going out to primary care because of
the ACO being in place.

We've also, as I said earlier, sustained
the patient center medical home community health team
and SASH funding through the Blueprint, and this is
very important money that communities and primary
care offices would not have if the ACO wasn't in
existence.

A big piece of our budget is really
around data and how data informs the payer, and this
is really important when you're asking physicians to
take accountability both financially and clinically
for some of these tough but good outcomes that we're
looking at under the model in that it can provide
them with some realtime data to understand which
patients haven't come into the office in the last
year, who hasn't received one of their preventative
health visits. It also lets them know, like I said

earlier, if somebody is in the hospital or
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immediately needing some supports wrapped around
them.

We have seen one of the big
measurements, and Sara is going to talk more about
this later, is a significant increase in the number
of high and very high risk -- I sometimes refer to
them as risky -- patients that have had a visit with
their primary care physician, nurse practitioner, or
physician assistants.

So smarter care. This is where I think
I need my spectacles a little bit so I'll just turn
to my actual piece of paper here is really what we're
seeing is this system has enabled us to make more
investments in primary care programs such as RiseVT
and a DULCE program that was launched last year for
kids who are at risk for adverse childhood events,
and because of these investments we have also seen a
reduction in some of those high cost care such as
emergency room use. I also like to think about this
as a better care experience for individuals and
patients who are receiving their services, and when I
say —-—- when I say that I'm referring to things like
the skilled nursing waiver, so this enables somebody
to go directly from their home, if needed, into a

skilled nursing facility without having to first go
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to the hospital or go to the emergency room to
receive their services. This is good for the system
because it lowers cost and it's a better experience
for the patient.

One of the really important things that
we partnered with Medicaid, right, although it was a
little bumpier than we thought it would be was really
stopping the prior authorization process for those
individuals that were part of the ACO. So instead of
the practice having to call the insurance company to
get approval prior to, which is costly for the
insurance company to have those resources, it's
costly for the health care provider to have somebody
in our office to make those calls, and it takes away
from time with their patients and potentially delays
people from receiving the care that they need. So
this was a huge benefit of the Medicaid program.
We're working with our other payers to assess what
the timeline would be for doing something similar now
that we had a few years of data behind us to show
that the overall cost doesn't go up when you remove
these requirements.

And then the reason why this is all made
possible to us here today is because we are able to

really live under a fixed budget. So what has
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happened with the Medicare and Medicaid program is
they have been able to set a budget for the programs
that providers are participating in, and this is
really important so people understand where
investments can be made and how much funding that
they had for the year.

This system really incentivizes versus
penalizes for quality. So it incentivizes providers
to really make those upfront investments in quality.
We are one -- I think the only state who is living
under a fixed prospective budget for all or most of

All right. So if you're still
questioning the value of the ACO and what it means to
providers, I leave you with this testimonial from Dr.
Joe Haddock who is an independent physician at Thomas
Chittenden Health Center, and the key thing that I
would like to take away from his statement here is
that the care coordinators have reduced their
fragmentation of the health care system and it has
resulted in fewer hospitalizations. So that's what
we're talking about here. Really creating systems,
breaking down those silos, and reducing that part of
the system.

So with that I believe I am going to

punt it over to my colleague Tom Borys who is going
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to talk about the 2018 results.

MR. BORYS: Hi everyone. So we're going
to start with a little bit of our overview of the
2018 results and in doing so I would like to also try
and explain the way in which these programs actually
work. They are quite complicated, but I think we can
achieve both outcomes here. So on the screen I'm
going to start with Medicare on the left section.

The bar you see on the very left is our contracted
total cost of care. This is the result of the
agreement that we, the providers, made with Medicare,
the payer, and we agreed that we will take care of
the attributed population for 339 million dollars.
At the conclusion of the plan here we add up all the
claims -- all the costs that were incurred and it
turned out to be 322 million dollars. What happens
then is that there's a settlement process that
essentially reconciles between the initial agreed
upon price and what the actual total cost of care
experience was, what the providers were paid, and in
2018's performance year this resulted in a 13.3
million dollar payment to the provider network.

Next Medicaid in the middle works
generally the same way with one nuance that I'1l1l

explain in a moment. 117 million dollar agreed upon
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price to take care of the attributed population. The
providers were paid 118.6 million. So that resulted
in a 1.5 million dollar payment from the providers to
the payer to reconcile that program. The one nuance
within that's really important to consider and factor
into the analysis of the results is the fixed payment
model. In the Medicaid program the fixed payment is
an unreconciled payment and to try to explain this
think of it like a salary. If you're set you make a
set salary over the course of the year, you try to
live within that so that your mortgage payment, your
car payment, groceries, et cetera, are all within
those means. In 2018's business the providers were
able to live within those means and benefited to the
tune of 7.6 million dollars. So when you net out the
payment that we did have to make to Medicaid in the
year with the performance under the fixed payment
model it was a positive outcome of 6.1 million
dollars.

Blue Cross Blue Shield of Vermont for
the qualified health plan program we agreed to take
care of the population for 120 million dollars. The
actual cost of care was 122 million dollars. So we
owed that money back to Blue Cross Blue Shield to

reconcile the program. That's the providers taking
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accountability for the costs and quality of the work
that they deliver. So it's really important to
understand 2018 was a really strong start and we had
a net of all these programs really favorable outcome.
One hundred percent of these funds were reinvested in
the provider network. Nothing stays at OneCare
Vermont and those funds go to reinvest in the
population health management programs which Sara will
speak to a little bit later, and also sustain the
funding for the Blueprint program which we're able to
keep alive in the state by entering into the
All-Payer Model agreement.

The last note on this particular slide
is we shouldn't expect this really favorable outcome
every year. We're trying to live within a stable
growth rate over time. Some years we're going to net
receive positive reconciliation money back to the
providers and other years we're going to owe money,
but that's actually these programs mechanically
working the way they should. They are building in
stability when we do these year-end reconciliation
processes to maintain hopefully that flat and
sustainable growth rate that we're all looking for
under the All-Payer Model.

MS. BARRY: So to continue the story
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around 2018 I want to take a moment and reflect upon
our quality performance as a network, and you can see
by looking at the summary across the top that we had
very strong performance across all of our payer
programs ranging from 85 to 100 percent achieved in
those programs, but it's not enough to look solely at
that summary information. Instead we need to dig a
little deeper and understand the context in which
this information is being collected, and I think one
of the important points for us all to recognize is
that as the All-Payer Model advances through the
years of the program there are models in place that
advance the underlying assumptions around how the ACO
will actually earn those quality scores making it
more and more difficult each year as we enter into
and then progress through the program.

In the early years, which is really what
we're reflecting on as we look back at quality scores
in 2018, we have to recognize a couple of important
points around context. First of all, Vicki spent
some time showing us what the network looked like in
2018 with just a few communities and then how it's
progressed in this year and we anticipate it
progressing in 2020. So when we have just a few

communities participating we have to pay attention to
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nuance details, things like how many patients
actually had specific conditions that we're trying to
measure in these communities, what was it about the
actual measures themselves that either stayed
consistent and allow us to do some comparison or in
fact did changes occur such as definitions around how
data are being collected and those types of changes
are not driven here locally. They are driven through
national performance benchmarks. So that we're able
to then assess our performance in each of those
programs be that for a population insured by Medicare
or Medicaid, for example, against other national
standards.

The other nuance that we're often asked
about and I think is important to understand is that
while OneCare is actively using data and providing it
very frequently to all of our providers in our
network to help inform the changes that they are
trying to make, we don't have access to all of that
information. We are not allowed to receive
information for individuals who choose to opt out of
sharing their data with OneCare nor are we able to
see information related to substance use disorder
claims in the system, and so that does make some of

the comparisons that we are asked to perform
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challenging when we don't have the entire data set.
So some of that information comes from our payer
partners.

We are, however, able to look at some of
the particular quality measure performance for
chronic conditions where our staff are actually going
out and collecting that information from electronic
health records and charts from across the state, and
when we do that and we look at the four communities
that participated in 2018 in the program and then we
look to see what's happened in their performance I'm
very happy to share with you that two of those four
communities have improved the rate of care for
patients with diabetes. Three of those four
communities have improved the care of individuals
with hypertension or high blood pressure, and again
two have improved their screening for depression and
have the appropriate followup steps in place for
individuals who are identified as potentially
experiencing depression.

The final measure that we collect that
way 1s around tobacco cessation counseling and we're
not able yet to provide comparisons because that was
a new measure for us in 2018.

So looking at both some of the areas of
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strength across our provider network as well as some
of the opportunities where we may need to focus more
attention as a provider community we see on the left,
for example, that when patients are asked directly
they are reporting that they feel that their
providers communicate effectively with them, they
have the access to primary care that they need and
are looking for, and that their care is well
coordinated. They also note, for example, in the
Medicare population that providers are doing an
excellent job of caring for individuals with diabetes
and helping them to maintain good control of their
blood sugar levels and help them live healthier
happier lives with a condition.

In terms of areas of opportunity, at the
same time we do see that there is opportunity in some
of our other payer programs to focus more
specifically on helping individuals that do have
hypertension or diabetes. We identify a need to
continue to work with our hospitals and our community
providers of all types to help individuals not end up
being readmitted to the hospital, and we also are
focused in particular on addressing new and creative
strategies to try to bring adolescents into their

primary care office more often because we know that
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is a great opportunity to promote health and wellness
opportunities, to screen for potential areas of both
strength and opportunity, as well as to set good
health promotion messages that will carry them
throughout their lives.

I do note that while we consider that an
area of opportunity when you look at the national
landscape OneCare is currently performing 11 percent
above the national average for Medicaid and 19
percent above that median for the commercial
qualified plan exchange program.

So just a few highlights to show you
some of the work that our providers are performing
day in and day out on behalf of patients, and we're
going to spend some time now talking about the
budget, but I will be back in a little while to share
some success stories and some of the results we're
seeing from all of this great work.

CHAIRMAN MULLIN: Before you start, Tom,
I just want to confirm, Maureen, can you hear
everybody okay?

MS. USIFER: Yes I do. Thanks.

CHAIRMAN MULLIN: Thank you. Tom.

MR. BORYS: All right. So let's break

the budget component of the presentation into two
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different parts. The first is going to be our ACO
program budgets. This is really that total cost of
care attribution and risk space. The second part
will be more focused on the actual OneCare
organization and its budget.

So I'm going to start really building on
the first slide that Vicki shared with us today and
look at Vermont's health care accountability in a
little bit different way. The pie on the left
represents the health care costs for Vermonters. So
this is our Vermont residents and the cost for them
to receive health care regardless of where it's
delivered, whether it's locally or in a different
state. That's about 6 billion dollars on an annual
basis. The yellow section of the pie is OneCare
Vermont's accountability per the budget submitted
this year. That's about 23 percent of the overall
health care costs for Vermonters. So we're growing
in that space, but still comparatively small slice.
Again the yellow slice is not new cost, not new
funding, just represents the portion for which the
providers are financially accountable.

As Vicki mentioned before, this is about
a 50 percent increase over the prior year. So

another large step in total cost of care
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accountability. Underneath that total cost of care
accountability we can do some innovative things and
one of those things is the fixed payment model. So
when the providers are financially accountable for
the cost of care we can work with the payers to
change the way that they pay for health care, and the
fixed payment model is one that we've been operating
for a couple of years now and anticipate again in
2020. 35 percent of the anticipated health care
costs under OneCare's accountability in 2020 will be
in that fixed payment model which is great. We
anticipate and hope to grow this in the future. It
will never be a hundred percent fixed payments just
for basically logistical reasons where somebody
receives services out of state it makes more sense
for the payer to continue to pay those funds
directly.

Another interesting point doing some
research that Vermont's one of eight states with more
than 20 percent of the residents in a value based
care program. So we're a growing cohort in this
country of states that are really putting a lot of
effort behind the accountable care model.

So all of the work that you're going to

hear about downstream in this program is dependent on




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

43
these program contracts that OneCare enters into with
the payers, and in 2020's budget we have a
continuation of a number of programs and a couple of
new program offerings that I'll share with you today.

First, starting with the existing
programs Medicare will look relatively true to form
and consistent with the current year operations. The
one number that in the financial space I'm always
looking at is the trend rate and that is modeled in
our budget as 3.9 percent. That is sourced from the
Medicare's national United States per capita cost
forecast which is a term that's referenced in the
Vermont All-Payer Model contract. So that was the
basis for that increase.

Medicaid the big story here is
geographic attribution. I'm going to stop and speak
about this for a moment. Attribution is generally
driven by an active primary care relationship, but
what happens to someone who doesn't have an active
primary care relationship. They are largely
unattributed and missed in this value based world.

So we've been working with Medicaid to understand the
population that do not attribute to OneCare what are
their characteristics, what are some sub pools and

categories within those slides that are missed, and
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how might we responsibly incorporate them into our
programs, and this is really exciting. We're
learning a lot in this space about why somebody might
actively be receiving health care but not through a
primary care provider, and the budget does not
actually include model attribution growth because
that's just the timing and availability of data, but
we are really excited by this opportunity and hopeful
that it will be something that we share in March when
we come back for our final attribution numbers and
show you the results then.

Blue Cross Blue Shield of Vermont with
the qualified health care program, the story here is
that we are anticipating a pilot fixed payment model
likely to begin in Q2 with a select number of
providers just easing into that model, but would
really like to develop the fixed payment concept with
that payer as well.

The University of Vermont Medical Center
self-funded plan. This is the OneCare at UVM Medical
Center ACO arrangement we had in 2018 and 2019 for
their health plan. We actually aim to sunset that
program and roll it into a program that's now in the
right-hand column. This is a Blue Cross Blue Shield

Vermont self-funded program that is new and something
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that we in collaboration with Blue Cross Blue Shield
have been developing over the last few months to
bring in a significant number of their self-funded
business. So this is multiple employer groups for
whom Blue Cross Blue Shield Vermont is the plan
administrator and develop a program with Blue Cross
and OneCare to roll these lives into a scaled target
qualifying program. This is really in the next
couple of slides a significant advancement into this
commercial space; and last, and certainly not least,
is a new program in development with MVP to bring
their qualified health plan lives into a scaled
target qualifying program in 2020 anticipated to be
upside only for year one, and just like our other QHP
programs linking the benchmark to the Green Mountain
Care Board approved rate filing so we have that
connected in the rate filing and the ACO program, and
in our discussions really been focusing a lot on the
clinical initiatives and how we can collaborate to
building the strengths of both organizations and have
an integrated and coordinated model.

All right. Moving on to the next slide
47 percent attribution growth, and what you'll see
the way I've displayed the slide here is the gray was

the existing 2019 attribution and then the color




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

46
component on the top is the year-to-year change.
You'll note the big change is really in that
commercial self-funded category. That's reflective
of this new program anticipated in partnership with
Blue Cross Blue Shield of Vermont. In the commercial
QHC space the growth is really driven by the MVP
program, and in Medicaid while there is growth here
it's largely driven by new provider community coming
in as well as a couple new providers joining for the
first time as well. If we're able to succeed in our
geographic attribution endeavor, that has the
potential to add even more lives into the Medicaid
program.

So it's really important to note here
that attribution is one of the core and key
components that drive everything that comes
downstream. So when we grow our attribution, which
is what the Vermont All-Payer Model calls for, that
results in the growth in the total cost of care that
ultimately shows up that as big number at the top of
the page in the beginning of our presentation. So
it's just important to understand the connectiveness.

When we think about the future and
growth opportunities and attribution I think it's

really going to be the magnitude of risk, which I'1l1l
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talk about in a few minutes, as well as the
attribution methodology that will really help us
yield continued growth in the next few years. If
we're successful in the Medicaid geographic
attribution model, transitioning that into the other
payer programs will be the next logical step and
really sustaining the growth that we've experienced
over the last few years.

All right, and from the attribution
growth comes total cost of care growth. A similar
theme. We'll see the commercial self-funded growth
as being the most significant portion that's relating
directly to the lives coming into the model, and then
more modest growth in the commercial QHP and Medicaid
just reflects attribution growth accordingly there.

One of the other interesting notes, at
least to me, that we'll see up in the next slide
really is on the prior slide the Medicare attribution
bar was the second smallest, but on this slide here
when you look at total cost of care it's by far the
largest. Nearly double the next largest program.
That's where the risk discussion often goes. When we
talk about risk it's often around the Medicare
program and this is exactly why, the spend for the

Medicare program on a per person basis is
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significantly higher and that's basically a result of
the aging population and their health care needs.

All right, and then next we have total
risk. So is the number that results when we take our
total cost of care estimates and we apply our risk
sharing terms and come up with what I think of as the
worst case scenario. So the worst year we could
possibly have and it's a big number. We're up to
44,1 million dollars. 1In 2020's model hospitals
remain the primary risk bearing entity and the
magnitude of risk, particularly in the Medicare
program, is a barrier to continued growth. That's
something we experienced in our 2020 network
development process was that risk, particularly
Medicare, was substantial.

Reserving for that risk remains
essential in my opinion and really is an important
aspect for the sustainability of these programs.
Really what I would like to see is that any one of
our participants can make a downside risk payment if
it's owed and also sign up for next year, that's what
we're trying to achieve as the sustainability of this
model and approach. It's really also important to
know that these hospitals which are bearing the risk

on behalf of our network they are on the hook for
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four out of ten dollars of risk and they are not even
providing that care. That can be somebody down the
street providing that care. Could even be out of the
state. Two out of every ten dollars of risk is out
of the network. So they are bearing risk on behalf
of the network and reserving for that risk is a
really important factor to consider.

All right. So that was the overview of
our ACO program budgets. This is really the OneCare
Vermont budget. So I'm thinking about the budget
that we maintain for the operation at Colchester.
This is it. I'm going to start with an overview of
the process and really how we build this budget and
then the slides will follow suit in a similar order,
but I think this perspective is helpful to
understand. The first thing that we do is really
evaluate our population health management programs,
what are the clinical initiatives that we would like
to focus on in the upcoming year, what are the gaps
that we may have not focused on in the prior year but
it's appropriate to get into that stays now, and what
are the associated costs of those programs.

Next we take a look at the operating
budget. This is really the OneCare Vermont call it

the floor, but it's the team at OneCare and one of
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the FTEs, the positions, and the other clinical tools
that we may need to support those population health
management programs as well as facilitating all of
these contracts with payers. Those two combined
really result in our expense budget. That's what it
costs to run OneCare Vermont.

Next we look at and forecast payer and
state investment revenue, what other revenues might
we be bringing into the ACO to help us on this
journey and help pay for the expense, and then last
we evaluate unfunded expenses and that's really the
hospital dues. So, as Vicki mentioned before, we
operate this as a breakeven model so we're
calculating those dues just to get us at a breakeven
point. If when we get to step four those dues are
unpalatable to the participants in the network, we go
back through the loop; what might we be putting in
that first section, population health management
programs, or in operations that we could do without
and like might we cut some things. Ultimately
results in dues that our hospital partners can
afford.

It's also important to note this really
is an ongoing process. We do it for this budget

cycle, but as the team mentioned early on once we get
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our final attribution numbers we'll go back and redo
it because the attribution will affect many of the
costs in the population health management budget. So
it's an ongoing iterative process.

All right. So the same order I'm going
to start with the population health management
investment areas. So we offer a number of programs
and Sara will speak to these in more depth, but we
decided to craft this slide to break them down into a
number of investment areas and really speak to what
the purpose of each of these investment areas is, and
again the contracts with the payers upstream is
reall