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5. Section 7, Appendix 7.4: Please submit FY23 target levels for percent of total attributed 

population receiving care management by category (risk level) and subcategory (High cost, 
High inpatient, etc.).  
 
In 2022 our network is phasing out of using the Care Navigator platform to document care 
management. As a component of this transition and to shift our care coordination and care 
management efforts to incorporate additional populations of focus, we are requiring 
network members to reach for different and more concentrated care management rates. 
Rather than a single target to care-manage 15% of high and very-high medical risk patients 
as in the previous years, the goal set for 2022 is to shift and direct care management to 
populations of focus (also called subpopulations). These populations include: high and very 
high medical risk (consistent with prior years), high social risk, high TCOC, high inpatient and 
high ED utilizers. Spreadsheets are being used for care coordination activity data collection 
this year, although we aspire to work together with our state HIE (VITL) and the existing 
EHRs in use across the network to develop improved data in 2023. There have been 
challenges this year when overlaying the templated excel data with VITL such that 
formatting breaks files, and some care-managed attributed lives are not counted. Currently, 
it is challenging to tease out the cause of changes in observed care management rates. We 
continue to work with our network care coordination teams to gather as robust a report as 
possible by end of year 2022. These data will be evaluated in January 2023, when accurate 
and complete accountability related to use of resources as well as care provided will be the 
expectation. 
 
The 2023 Care Coordination activities and requirements are built into the Population Health 
Model, as presented in OneCare’s FY2023 budget materials. OneCare will continue to shift 
care management of all the populations of focus outlined above along with additional HSA-
wide care coordination accountabilities. OneCare's aim is to ratchet up quality, care 
coordination, and teamwork. After the 2022 care coordination and care management 
activities are fully assessed in January 2023, OneCare will make a decision, along with its 
Population Health Strategy Committee, on a reasonable and significant rate by which to 
raise expected care-managed rates for 2023 and will communicate it to our network.  
 

6. Please describe OCV's role in addressing wait times and ED overcrowding in Vermont.  
 
Extensive wait times exist in nearly all health care settings throughout the Vermont health care 
environment including primary care, specialty care, ED, hospital inpatient, and skilled nursing/rehab 
settings. The causes for this are multifactorial and need to be addressed as an overall system 
including clinical staff shortage issues and hours of operation/access. All involved entities, including 
state and federal government, need to work together to solve the gridlock that has developed. To 
this end, OneCare is collaborating with skilled nursing facilities, the Agency of Human Services, and 
UVMHN to develop solutions to address the shortage of skilled nursing facility access. This effort, if 
successful, could aid throughput from ED to inpatient care to SNF stays. For 2023, OneCare is also 
incentivizing increased accountabilities for care management and care coordination to support 
patients with: high medical risk, high social risk, high TCOC, high ED utilization, and high inpatient 
stays. These efforts could positively impact potentially avoidable utilization of the emergency 
department.  
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b. How was the median national ACO peer cohort (50th percentile) calculated?  

 
The National Peer ACO Comparison Cohort Average is calculated by first calculating a member-
weighted average of each metric (cost, utilization, etc.) for all beneficiaries within a risk score 
band (calculated using the CMS-HCC risk model) across all ACOs in the comparison cohort. These 
metrics by risk score band are then re-weighted to reflect the mix of acuity present in OneCare’s 
beneficiary distribution. 
 

c. Why does OCV and its vendor believe that OCV should be benchmarked against the 
median and not the high-performance 90th percentile?  
 
The purpose of the 90th percentile is to demonstrate a data point to better understand how the 
90th percentile best performing ACOs (as measured based on risk-adjusted total cost of care) 
perform on various measures as opposed to providing a target for each individual performance 
metric. Given the small number of ACOs that constitute the the 90th percentile, OneCare 
believes this benchmark has limited value, and instead directs readers of the benchmarking 
analysis to peer cohort performance to gain a clearer insight for strengths and areas of 
opportunity.  
 

Additional Questions – In lieu of responding by November 18, please indicate OCV ability to answer 
the following questions, including whether you would need to produce new analyses to respond fully. 
GMCB will require responses to these questions in future quarterly monitoring materials. 
 
9. Please provide information about the subset of OCV’s attributed population diagnosed with 

diabetes:  
a. What proportion of your attributable lives are patients with diabetes?  
b. Of those, what proportion have an A1C greater than 9, i.e., are very ill?  

i. Of those, how many have not been seen in the last six months?  
• How many deaths were counted among these 

patients?  
• How many ED visits (any cause) were by patients 

diagnosed with diabetes?  
o How many unplanned inpatient stays (any cause) were by patients 

diagnosed with diabetes? 
 
See consolidated response below. 
 

10. Please conduct the same analysis for patients with hard-to-control hypertension.  
 
See consolidated response below.  
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11. What proportion of your attributable lives are patients with a positive depression screen?  
a. What proportion has not had a treatment session with a mental healthcare provider?  
b. What proportion has had 1 treatment session with a mental healthcare provider?  
c. What proportion has had 2 or more sessions?  
d. Stratify by those three categories, and answer the following:  

i. How many deaths were counted among these patients?  
ii. How many died by suicide?  

iii. How many ED visits (any cause)?  
iv. How many unplanned inpatients stay (any cause)?  

 
OneCare is able to provide the proportion of attributable lives with diabetes (9.a.) and hypertension 
diagnoses (10). One note of clarification, for question 9.b. is that an A1c value of greater than 9 does 
not correspond with the label “very ill”. Many patients struggle to control their A1c yet still live 
relatively healthy lives. 
 
Regarding question 10, OneCare is unable to report for the entirety of its population for 
hypertension control, A1c control, or related measures because they require data which is either 
incomplete or unavailable. Due to the clinical nature of these measures, manual chart abstraction or 
another clinical data source are required. Manual chart abstraction for the whole OneCare network 
is not feasible and data sources such as VITL lack complete data for all of OneCare’s population. 
 
Similarly, for question 11, Depression Screening is also a clinical measure and requires manual chart 
abstraction or other clinical data source. OneCare performs manual chart abstraction on a random 
sample of records selected by payers as part of its annual quality measurement requirements in 
payer contracts. These data are not currently available to OneCare from VITL. If Depression 
Screening were to become available through VITL, it would have the same limitations as those 
described above for diabetes and hypertension control measures. An additional consideration for 
this measure and related sub-metrics is data availability limitations due to regulatory constraints 
(specifically, 42 CFR Part 2).  OneCare does not currently have access to cause of death for this 
population or others. As an added note, cause of death is not something currently available to 
OneCare and therefore suicide rates are not available.  
 
As requested in questions 9 and 10, OneCare is able to provide reporting on outcomes for members 
with diagnoses of diabetes and hypertension including but not limited to: unplanned admissions for 
those members, ED visits for those members, deaths for those members diagnosed (but not 
specifically for those out of control due to required clinical data). Some additional definitions are 
required before pursuing reporting on some of the requests below: how to define “seen” as written 
in question 9.b.i., how to define “treatment session” in questions 11.a. through 11.c., and how to 
define “mental health provider” (this is not something OneCare currently defines or reports). 
Additionally, greater specification of timeframe definitions is necessary with the added note that 
any claims-based data requires approximately four months lag time. 
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12. Outcomes measurement and KPIs: 
 
Quality measures are discussed at an annual quality forum that takes place in November of each 
year. Additionally, the annual quality scorecards by payer are shared on the OneCare website in Q4. 

 
a. What specific outcome measure does OCV believe best demonstrates its value to Vermonters?  

 
OneCare follows the evaluation framework and accountabilities developed by the GMCB in the 
ACO Oversight Guide. Each year, OneCare works with payers we contract with to set a spending 
target or benchmark. Staying within the budget and beating this spending target, while meeting 
quality thresholds, is one way to manage cost and quality. Quality is also a key component and is 
included in every ACO-payer contract. Providers’ shared savings opportunity is limited by quality 
performance. OneCare maintains a current list of its quality metrics accountabilities for each 
payer program and their alignment with the State’s All Payer Model Population Health Goals. 
Meeting these predetermined accountabilities contributes to cost control and acceptable 
quality of care, two issues that are valuable to Vermonters. 

 
b. Is that outcome the same for each health service area and primary care service area 

(HSA and PCSA)? If not, please provide a table showing the result for each HSA and 
PCSA.  

 
Each HSA is accountable for the same quality measures. 
 

c. Is that outcome measure the same for all races/ethnicities and payers? If not, please 
provide a table showing the result for each HSA and PCSA.  

 
The same quality measures are assigned across each HSA that includes all races and ethnicities.  

 
d. Please specify OCV’s top three KPIs and your baseline assessment of each.  
 

Below is the preliminary list of first phase KPIs that the OneCare Board of Managers will be 
considering later this winter: 
 
• Total PMPM Spend 
• Primary Care Visits PKPY 
• Inpatient Admissions PKPY – Surgical 
• Inpatient Admissions PKPY – Medical 
• Post-Acute Care Utilization (final metric TBD) 
• End of life care - % of patients who die while in hospice 
• Potentially Avoidable ED Visits 
• Chronic Disease Management KPIs (all part of 2023 PHM) 

o Diabetes poor control (A1c>9) 
o Child & Adolescent Well Visits 
o Developmental Screening First Three Years 
o Age 40+ All Payer Wellness Visits 
o HTN Follow-up 
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15. Benchmarking data found ED visits 29-37% over comparison ACOs. Please explain 
your interpretation of these data and specifically describe your corrective actions 
to address your performance.  

 
Seeing high ED utilization rates in the benchmarking data was not a surprise to OneCare 
based on known primary care access concerns across the state. This issue is 
multifactorial and will require participation across the state to address and improve it. 
This finding in the benchmarking report also validated OneCare’s emphasis on 
avoidable ED utilization in the 2023 PHM incentive model. 




