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as including State Employee Health Plan members for attribution to OneCare Vermont in PY4 and 
education and outreach efforts.5 The GMCB will also monitor new payer programs as they are 
developed, ensuring that services remain in alignment and qualify as scale target initiatives.  

Alternative Calculations to Scale Target 
The GMCB has outlined three alternate measures to describe model participation in Vermont. These 
metrics diverge from the methodology established by the Agreement but aim to provide a fuller picture 
of Vermont’s progress and the Model’s statewide reach given the unattainability of the targets as 
originally set. There are different considerations for contextualizing All-Payer scale and Medicare scale. 
When considering the true effect of the model in Vermont’s health care delivery system, alternative 
measures for scale should account for the regulatory leverage accessible by the state and reflect the 
influence on providers practicing in the state. Three alternative all-payer measures are presented in 
Section 4 to better assess the objective of statewide participation: adjusted scale, proportion of hospital 
revenue, and the proportion of providers participating in the APM. One alternative view of Medicare 
scale, reflecting the members eligible for attribution, is presented in Section 5.  

Alternative Measure #1 – Adjusted Scale: The Adjusted Scale measure adjusts the scale denominator to 
better align with available data and the regulatory influence of the State. This calculation removes 
health plans which are outside the State’s regulatory control, particularly self-funded groups without 
data available in VHCURES and the Medicare Advantage populations, from the calculation of the scale 
denominator. This change in methodology brings the All-Payer achieved rate up to 55%, shy of the 62% 
target set forth in section 6.j.ii of the Agreement. This adjusted Scale performance demonstrates that 
the scale targets are ambitious goals and that the state would have still fallen short in the four reported 
PYs despite these adjustments. However, the adjustment will continue to be a better reflection of the 
leverage available to the State and become even more material if beneficiaries increasingly opt to join 
Medicare Advantage plans. 
 
Alternative Measure #2 – Proportion of Hospital Revenue: This alternative measure estimates all-payer 
prospective payments to hospitals compared with revenue in scope for APM risk-based arrangements. 
The aim for this measurement is to provide an estimate of APM penetration at Vermont’s hospitals. The 
Proportion of Hospital Revenue measure estimates how this is changing over time and results differ by 
hospital. It is calculated through actual financial data submitted to the GMCB by hospitals. The 
calculation uses hospital discharge data to estimate the proportion of each hospital’s net patient 
revenue that comes from Vermont residents, as Vermont residents are the population eligible for 
attribution in most ACO programs. As summarized in Section 4, all-payer prospective revenue from 
Vermont residents steadily grew from 2017 (2% of system revenue in the year piloted by DVHA) to 
2021 (15.4%) with a peak in the 2020 PY. Of note, the 2021 PY includes COVID-relief funds.  
 
Alternative Measure #3 – Proportion of Providers Participating: This alternative measure is an 
estimation of the ACO’s network compared with potential participants (licensed and active providers) 
statewide. Since Vermont residents may attribute to providers practicing out-of-state, this view provides 
a better gauge for the ACO network penetration in Vermont. The ACO provider network is comprised of 
primary care providers who can attribute (“participants”) and other providers within the network seeing 
patients but who cannot attribute patients to the ACO (“preferred”). There are two proportions for 
consideration: the proportion of all ACO network providers (participants and preferred) compared to all 
active and licensed providers in Vermont, and the proportion of ACO network attributing providers 

 

5 Implementation Improvement Plan: Vermont All-Payer Accountable Care Organization Model Agreement (November 19, 
2020). Vermont Agency of Human Services.  
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(participants) compared to all active and licensed primary care providers in Vermont. By using estimates 
derived from the Vermont Department of Health workforce survey data, the 5,060 providers listed in 
the 2022 ACO network represent about 20% of all providers active and licensed in the state (estimated 
to be 25,791 for 2021). Of providers estimated to be eligible to attribute patients to the model, the ACO 
penetration rate appears to be 82% (3,118 ACO providers of 3,794 eligible primary care practitioners 
statewide). 

Alignment of Scale Target ACO Initiatives 
The five Scale Target ACO Initiatives in 2021 were well aligned on most components. All initiatives used 
prospective attribution methodologies, included services akin to Medicare Part A and B coverage, 
worked to use similar sets of quality measures, and included similar approaches to risk. While all payer 
attribution methodologies are prospective, in 2019 Medicaid piloted an expanded attribution 
methodology with the ACO in one health service area, St. Johnsbury. Because of the success of this pilot, 
Medicaid and the ACO continue to offer expanded attribution to their broader program statewide. 

2. Introduction  

The Vermont All-Payer Accountable Care Organization Model (“All-Payer ACO Model” or “APM”) 
Agreement was signed on October 26, 2016, by Vermont’s Governor, Secretary of Human Services, Chair 
of the Green Mountain Care Board (GMCB), and the Centers for Medicare & Medicaid Services (CMS). 
The All-Payer ACO Model aims to reduce health care cost growth by moving away from fee-for-service 
reimbursement to risk-based arrangements for ACOs; these arrangements are tied to quality and health 
outcomes. 

This report provides an annual update on the State’s performance on the Vermont All-Payer and 
Medicare beneficiary participation targets (ACO Scale Targets) for Performance Years 1-5 and describes 
the alignment of key program components of the five Scale Target ACO Initiatives in 2020. This report is 
required by section 6.j of the APM Agreement, which provides as follows:  

i. “In accordance with section 6.f, the GMCB, in collaboration with AHS, shall submit to CMS for its 
approval, no later than June 30th of the year following the conclusion of each of the 
Performance Years 1 through 5, an assessment describing how the Scale Target ACO Initiatives' 
designs compare against each other on key design dimensions such as services included for 
determination of the ACO's Shared Losses and Shared Savings as described in section 6.b.iii, risk 
arrangement, payment mechanism, quality measures, and beneficiary alignment ("Annual ACO 
Scale Targets and Alignment Report”). This assessment must also describe how the Scale Target 
ACO Initiatives' designs are aligned across all payers, how they are different, the justification for 
differences that will remain, and a plan to bridge differences that should not remain.” 

ii. The GMCB shall submit to CMS for its approval, no later than June 30th of the year following the 
conclusion of each of the Performance Years 1 through 5, the State's performance on the ACO 
Scale Targets described in sections 6.a, 6.b, and 6.c.” 

On October 12, 2021, CMMI waived enforcement of Vermont APM Agreement Scale Targets through the 
remainder of the current Agreement. The Waiver of Enforcement letter from CMMI to the State of 
Vermont states that the Scale Targets, as defined in the Vermont APM Agreement, are “unattainable for 
Vermont based on information not available when the State Agreement was drafted.” Vermont 
continues to pursue increased scale and will continue to report on progress. In its December 2021 
request for a short-term extension of the current APM Agreement as the State and CMMI work together 
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providers participating in the ACO network; the payers engaging in agreements with the ACO; and the 
methodology used for attribution. Each of these factors is discussed below. 

 Provider Network 

The ACO provider network did not change drastically from PY3 to PY4. As noted in section 4.3, participation by 
potentially attributing providers is near saturation (82%). The ACO continues to pursue independent practices 
through its Comprehensive Payment Reform (CPR) program, though this avenue will yield minimal increases 
attribution with each additional practice.  

In PY4, the provider network saw increased participation in Medicare through the addition of one large hospital 
and FQHC joining that program. Barriers to expanding the Medicare ACO provider network include that APM 
participation presents significant risk, particularly to the state’s smaller, rural hospitals where risk may be 
greater than or equal to total operating margin. In service areas where the hospital and FQHC are not jointly 
owned, there can be additional challenges in garnering cooperation between the entities and distributing risk. In 
addition, the inclusion of funding for the Blueprint for Health and Support and Services at Home (SASH) program 
in the Medicare ACO benchmark, paid as Advanced Shared Savings, is perceived to limit the potential for 
providers to earn shared savings through participation. Because risk and potential for savings are currently low 
(bidirectional 2% in 2021), if savings are earned most would go to recouping the Advanced Shared Savings 
amount. 

 Payer Participation 

The APM is premised on the inclusion of the major payers present in Vermont. In addition to Medicaid and 
Medicare, Vermont has three major commercial insurance payers: BCBSVT, MVP, and Cigna. BCBSVT and MVP 
offer plans in both the merged individual and small group market and the large group market (markets were 
unmerged beginning in plan year 2022). Cigna is only present in the large group market. In addition, all three 
payers offer third-party administration to self-insured employers along with Aetna, among others. As shown in 
Figure 3 above, Vermont has a robust self-insured market and small membership in several federal sources of 
coverage, including Medicare Advantage plans. The GMCB will continue to explore new strategies in an effort to 
attract these plan types into the Model. All three payer types have been represented in the first four 
performance years. Both the payers and ACO have been able to draw on their experiences in the Medicare, 
Vermont Medicaid, and Vermont commercial shared savings programs (SSPs) from 2014-2016/2017 to help ease 
the transition to the APM.  

Challenges to payer participation include that Vermont is preempted by federal law from influencing self-funded 
employer groups’ choices regarding health insurance. Furthermore, engaging hundreds of employers 
individually would be difficult for an ACO to undertake without unsustainably growing administrative personnel. 

 Attribution Methodology 

Attribution methodology influences which Vermont patients are eligible to become attributed to the ACO, 
driven by the patients’ relationships with primary care providers. Despite the apparent simplicity of this 
exercise, many Vermont patients may not attribute to the ACO due to a lack of primary care utilization, receiving 
care from non-qualifying specialists, or seeking most of their primary care outside of Vermont. Some of these 
factors are outside the control of the State and ACO, necessitating some potential refinements to appropriate 
methodologies. Successes include refinements and improvements to attribution methodology through the 
Vermont Medicaid Next Generation ACO Program and through the work DVHA continues to implement, 
including an expanded attribution methodology (Figure 8, below). The goal of expanded attribution is to support 
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Losses and Shared Savings as described in section 6.b.iii, risk arrangement, payment mechanism, quality 
measures, and beneficiary alignment ("Annual ACO Scale Targets and Alignment Report”). This 
assessment must also describe how the Scale Target ACO Initiatives' designs are aligned across all 
payers, how they are different, the justification for differences that will remain, and a plan to bridge 
differences that should not remain.” 
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Monitoring:  
GMCB will continue to monitor any changes to ensure that risk arrangements remain reasonably aligned 
and will review any new payer programs as they are developed. It should be noted that the State will 
not have the authority to require self-insured employers to accept alignment with the APM. 

Payment Mechanism from Payer to ACO  
The payment mechanisms are reasonably aligned for the public payers, but the commercial sector remained fee-
for-service (FFS). In 2021, the Medicare and Medicaid contracts continued to offer an All-Inclusive AIPBP, or 
Value-Based Care Payment in the case of Medicaid, to the ACO, which represents fixed payments to certain 
providers who selected that payment mechanism. This allowed providers, at the TIN level, to select a 100% fee 
reduction on claims in exchange for a fixed payment. Each of the Commercial plans remained FFS. 

Justification:  
Commercial plans remained FFS during the COVID-19 pandemic.  

Monitoring:  
GMCB will continue to monitor progress through review of payer contracts and ACO updates.  

Quality Measure Alignment 
As seen in Appendix C, PY4 quality measures differ across payers in terms of the number of measures required, 
and include differences in measured population (e.g. older adults versus children) but do not substantially differ 
in substance from those measures included in the All-Payer ACO Model Agreement (Appendix 1 – Statewide 
Health Outcomes and Quality of Care Targets). Throughout 2018, the GMCB, OneCare and the Health Care 
Advocate worked to create a measure set that aligned with the All-Payer ACO Model Agreement, per the 
Vermont Medicare ACO Initiative11 to begin in 2019 and run through the duration of the Model, to include any 
extension years. This resulted in a reduction in the total Medicare measures and allowed for better alignment 
with other ACO programs operating in Vermont.  

Justification:  
Current variation is appropriate, given the differing populations served and the clinical priorities of each 
payer. 

Monitoring:  
The GMCB will continue to monitor the quality programs to ensure that they remain in alignment and 
will review quality measures of any new payer programs as they are developed. It should be noted that 
the State will not have the authority to require self-insured employers to accept quality measures in 
alignment with the APM. 

Beneficiary Alignment/Attribution 
Attribution is primarily based on a member’s primary care relationship with a provider participating in the ACO 
network. The Attribution Element Table found below (Figure 10, following page) compares the following four 
categories by payer: provider types, look-back period, qualifying claims, and alignment based on selection of 
PCP. As was discussed in previous sections of this report, the state may want to consider changes to attribution 
in the future to improve scale performance. At this time, the program variation is acceptable and justifiable 
given the issues raised earlier.  

 

 

11 Vermont All-Payer Accountable Care Organization Agreement: Section 8. 
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Appendix D: Resource List 

1. QHP Rate Filings 
BCBSVT 

MVP 

2. OneCare Vermont Budget Submission 
Performance Year 1 (PY1, 2018) 

Performance Year 2 (PY2, 2019) 

Performance Year 3 (PY3, 2020) 

Performance Year 4 (PY4, 2021) 

Performance Year 5 (PY5, 2022)  

3. ACO Scale Targets and Alignment Report(s) 
 Performance Year 1 (PY1, 2018) 

 Performance Year 2 (PY2, 2019) 

 Performance Year 3 (PY3, 2020) 

 




