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Improving Affordability and Accessibility by
Reducing Health Care Costs for Consumers and Businesses in Vermont

Executive Summary
Task Force Charge
In 2021, the Vermont Legislature passed Act. No. 74, Sec. E.126b, creating a Task Force on Affordable,
Accessible Health Care to explore opportunities to make health care more affordable and accessible for
Vermont residents and employers. The Task Force is made up of three members from the House and
three from the Senate. The full section authorizing the Task Force is found on page ii of the Appendix.
Task Force Membership
Sen. Virginia "Ginny" Lyons, Co-Chair
Rep. William J. Lippert Jr., Co-Chair
Sen. Kesha Ram Hinsdale
Sen. Richard Westman
Rep. Lori Houghton
Rep. Anne B. Donahue
Overview
This is the final report of the Task Force on Affordable, Accessible Health Care. This report provides the
final documentation of four Task Force options developed throughout the Fall and early Winter of 2021.
The report includes the recommended policy options along with information on who the options would
impact and how they would be impacted. The report delves into existing programs, what other states
are doing and federal policies to ground the options in what is possible for Vermont to do now. The
report builds off what has been accomplished to-date. Vermont’s significant achievements in building a
highly functioning health care system place the state in the enviable position of being able to consider
expanding successful statewide care management, allows the leveraging of existing regulatory
structures, provides an opportunity to extend long term care supports in the community to thousands
more Vermonters, proposes a state-wide identification and stratification and return on investment
approach, begins the conversation on a public option designed to reduce premiums in the small group
market, and incorporates a benchmarking process to help insure that investments made by Vermont to
improve the efficiency and effectiveness of the health care system accrue to all Vermonters.
If implemented strategically, the Options detailed throughout this report would impact every
Vermonter. The policies outline approaches to increase access to long term services and supports, care
management, lower cost health insurance, and to sustain the efficient and effective delivery of health
care services necessary to keep cost growth to a minimum acceptable level for years to come.
The following list outlines the process by which the Task Force on Accessible Affordable Healthcare (Task
Force) came to develop four final policy options for consideration, with the assistance of Health System
Transformation, LLC (HST), the consulting firm engaged by the Vermont Legislative Joint Fiscal Office
(LJFO) for this effort. The activity took place over a period of approximately four months, September
2021 – December 2021.

Executive Summary

4

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Public meetings at the Vermont Statehouse with the full Task Force
Regular updates with the Task Force Co-chairs and individual Task Force members
Regular meetings with Legislative Joint Fiscal Office (LJFO) staff
Informational interviews with Vermont healthcare leaders in various organizations
Review of correspondence sent to the Task Force from advocacy organizations
Research of other state activities related to the Task Force charge
Research of federal activity related to the Task Force charge
Analysis of Vermont healthcare data as found in the Vermont Healthcare Uniform Reporting and
Evaluation System (VHCURES) all payer claims database.
Subject Matter Expert perspectives related to the Task Force charge
Presentation of four Options documents
Drafting of the four policy options
Drafting of a white paper on Affordability
Drafting of a white paper on the Medicare Savings Program (MSP)
Collection, analysis, and compilation of all of the above
Development of a Final Report
Development of a Final PowerPoint for use during the legislative session

From the initial presentation of more than twenty potential strategies, HST narrowed the focus to seven
Policy Options through the process of research, analysis and stakeholder engagement. Three of those
seven of policies are the subject of current ongoing activity elsewhere in the Vermont Legislature and/or
Administration: Postpartum Expansion, Remote Access to Care, and Pharmacy Benefit Manager
Regulation. Members of the Task Force support legislation in these areas through their respective
committees of jurisdiction, and will continue to advocate for these strategies.
In addition, members of the Task Force have undertaken separate and parallel efforts toward supporting
the healthcare workforce and addressing Health Equity, including the establishment of the Health Equity
Commission (see page xiv of the Appendix for a list of reports relevant to work of the Task Force).
The four Policy Options presented in this report are detailed below.
•
•
•
•

Cost Growth Benchmark and Affordability Standards
Extend Moderate-Needs Supports
Public Option
Expand Blueprint for Health
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Policy Options Summary
Policy
Option

Vermonters
Served

Cost
Growth
Benchmark
and
Affordability
Standards

All employers
and individuals
that have any
health care
expenses

Extend
ModerateNeeds
Supports

Vermonters
who need
support with
Activities of
Daily Living
(ADLs), and
their family
caregivers

Public
Option

Expand
Blueprint
for Health

Estimated
Number

600,000
(All
Vermonters)

500 to
18,000

Key
Advantage

Reduction of
premium rate
increases across all
payers

Access to
assistance with
activities of daily
living for more
Vermonters.

Small
businesses and
their
employees

Up to 35,000

Premium savings
to small businesses
and employees

All Vermonters
that need care
management

~10% of
Vermonters
(65,000) may
benefit from
care
management
services
(suggested by
CMS CPC+
guidance)

Reduced
duplication and
gaps in care
management
programs; increase
number of people
served in
successful
community-based
program can
improve outcomes.

Time
Frame 1

Alignment with
Other Options

6-24+
months

Provides for statewide analysis
of system costs and savings.
Allows for stakeholder input on
options. Establishes a target for
growth and the process for
moving savings from discrete
initiatives into the rate setting
process. Also allows for an
Affordability Standard to
complement the Cost Growth
Benchmark.

12-24+
months

Supporting individuals in the
community delays or eliminates
the need for more intensive
levels of support reducing
individual and system costs.
Supports the cost growth
benchmark goal of moderating
the growth rate.

12-24
months

Can incorporate care
management and savings from
Cost Growth Target
performance improvement
plans supporting lower ongoing
premiums. Lower rates improve
access to insurance and to care.

6-24+
months

ROI experienced via the
Blueprint can be included as
savings in Cost Growth Option
and used to reduce the Public
Option premiums.

See page xxii of the Appendix for HST’s PowerPoint presentation to the Task Force on 10/28/2021 for estimated
timeframes for Enactment/Implementation efforts, and timeframes for Impact measurement.

1
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Estimated Costs and Savings
Policy Option

Estimated Cost to
Implement

Estimated Annual
Ongoing Costs

Potential Savings

$1.5 - $2.0M; majority is
for identification and
First three years of
staffing and vendor costs stratification and return
on investment (ROI)
$4.0 -$6.0 M
vendor.

1% lower cost growth =
$65M / year

Extend ModerateNeeds
Support

Waiver submission,
analytics - $200,000

$1.7M - $33M

Skilled Nursing Home
annual cost $117,348 2.
Cost avoided per 100
people per year =
$11.7M / year

Public Option

Targeted actuarial
analysis and waiver
submission $300,000

$225,000 - $550,000 /
year

$1,300 / year X 35,000 =
$45.5M / year 3

Expand Blueprint
for
Health

Initial ROI analysis
$150,000, can be
incorporated into the
Cost Growth Benchmark
vendor

The per person cost is
not known at the time of
this writing. 2020
Blueprint for Health
costs are included on
page xxiii of the
Appendix.

The literature is mixed
on the range of financial
outcomes for care
management. A statelevel ROI analysis is
recommended.

Cost Growth
Benchmark and
Affordability
Standards

https://vermontbiz.com/news/2020/december/08/most-long-term-care-costs-down-still-high-vermont
As great as $45.5 million in yearly consumer savings, assuming premium growth limitations similar to Nevada (15
percent over four years) and Colorado (15 percent over three years).
2
3
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Summary of Recommendations
Consider the Policy Options presented in this report as a suite of strategies that, implemented
strategically, can promote the goals of affordable and accessible health care. Implementation of these
Options should also be evaluated in relation to the initiatives already underway or under consideration
by Vermont agencies and legislative committees.
Policy Option

Summary Justification for Recommendation

Cost Growth
Benchmark and
Affordability Standards

By putting in place a process to identify new healthcare technologies and
services that have a demonstrated return on investment (ROI), adoption
can be accelerated and savings can be captured for ratepayers.

Extend ModerateNeeds
Supports

Extending supports is a broad middle class asset protection play because,
once we reach 65, nearly 70% of us will need HCBS ADL supports at some
point in our lives

Public Option

Implementing a rate structure between Medicaid and Commercial overall
does not require all rates to be below today’s commercial rates. If the
desired policy goal is to immediately and directly address underinsured
Vermonters today a plan that has lower overall consumer costs and the
same coverage is the only way to guarantee this.

Expand Blueprint for
Health

ROI can influence ERISA payers who do not contribute to Blueprint
Community Health Teams today, and can make the case during insurance
rate reviews for expansion to support all Vermonters who need caremanagement supports in their communities.
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Cost Growth Benchmark and Affordability Standards
Description
This policy option includes expanding Vermont’s current cost growth benchmark to extend beyond the
population covered through the state’s All Payer Waiver while also providing clear authority to the
Green Mountain Care Board (GMCB) to use additional tools to drive payers and providers to meet the
cost growth benchmark.
What is a Cost Growth Benchmark?
A cost-growth benchmark program is a cost-containment strategy that sets a limit on how much a
state’s health care spending can grow each year. The strategy sets accountability for spending growth at
the state, provider and insurer level. The intended outcome is for healthcare cost growth to be slowed
to more closely align with wage and income growth so that healthcare can remain affordable for
individuals, businesses and states. It is important to do this while not negatively impacting access or
health inequities.
What has Vermont done to date?
A component of Vermont’s All-Payer Accountable Care Organization (ACO) Model Agreement with the
federal government (signed October 2016) set a goal for the All-Payer Total Cost of Care per Beneficiary
growth rate at 3.5% (and not more than 4.3%) for the 5-year period between 2018-2022. 4 However, this
does not constitute a state-wide effort that affects all covered residents because it is limited to insurers
that report data through VHCURES (including Medicare, Medicaid, all commercially insured, Medicare
Advantage and self-insured reporting to VHCURES). The target includes spending for Medicare, Medicaid
and individual products offered by Blue Cross Blue Shield of Vermont (BCBSVT). In addition, setting a
public target for spending growth alone is not sufficient in slowing the rate of growth; a benchmark
needs to be complemented by strategies designed to move the needle.
To support the state’s goals of meeting a cost growth target, a state can also work with its stakeholders
to put in place initiatives and incentives to limit cost growth. Among others, one option that may be
included to support reaching the cost growth benchmark is to look at emerging technologies and best
practices with potential for a return on investment (ROI) and consider the implementation of those
initiatives over a rolling three-year period, with identification of opportunities in year one,
implementation in year two, and incorporation of savings into rates in year three.
Who will it affect and how?
Cost growth benchmarks are aimed at reducing the overall cost of healthcare by limiting growth.
Because the cost growth benchmark is aimed at limiting overall growth in the health care system, it
impacts different stakeholders in different ways. In addition, impacts will vary based on the actions
Vermont takes in pursuit of the benchmark, as well as the accountability measures a state utilizes to
enforce the benchmark.
For example, reducing cost growth will limit the amount of cost increases an employer, Medicaid or
Medicare pay for insurance coverage. Depending on how an employer sets cost-sharing with its
employees as part of its overall insurance benefit design, limiting the amount of cost increases could
also reduce the growth in employees’ portion of the health insurance cost by limiting growth in costsharing, through constraining premium or co-payment growth, or both. Today, the cost growth has
4

https://gmcboard.vermont.gov/sites/gmcb/files/documents/APM_Summary_20211001.pdf
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limited impact on consumers, because it does not apply to all Vermonters. Expanding the cost growth
benchmark’s reach could allow for consumers to have reduced growth in their cost sharing.
Setting a cost growth benchmark provides a mechanism to allow providers and payers to align in their
negotiations towards the benchmark, tempering cost growth. Today, that impact is lessened because
not all coverage is included. For providers, cost growth benchmarks may impact the services provided or
patients seen based on what initiatives are put into place to reduce cost growth. This could, for
example, increase spend in primary and preventive care while reducing hospital care and spending. For
insurers, a cost growth benchmark could impact administrative funding and profits. Given that most
health insurers that operate in Vermont are non-profit, the reduction in cost growth could impact the
ability for these non-profits to re-invest in the health care system or the communities they serve.
There is a theoretical possibility that implementing a cost-growth benchmark could have unintended
consequences (ex. restrictions on patients receiving medically necessary services), though there is not
yet evidence to validate this concern.
While GMCB has broad authority relative to containing costs in Vermont, the statutory authority
supporting it is permissive rather than requiring GMCB to take certain actions. To date, GMCB has not
had the resources or capacity to put into place requirements without being directed to do so. Revising
the cost growth benchmark to extend beyond the population covered through the state’s All Payer
Waiver while also requiring GMCB to publish cost growth at the insurer and provider level and to
implement performance improvement plans will help solidify Vermont’s efforts to contain costs. At the
same time, requiring GMCB to work with providers and insurers to develop initiatives in areas that are
shown to be cost drivers in the state and consider those initiatives when setting the cost growth
benchmark will further help the state to successfully reduce cost growth. Modifications to GMCB statute
could also include strengthening its authority relative to health provider rate reviews.
Expected Outcomes/ Policy Considerations
While the State already has a partial cost growth benchmark in place, this section describes steps the
state could take to re-consider its current approach. Steps could include:
1. Consider options and determine a cost growth target methodology. Key questions about what
health care spending is being measured include:
a. How to define Total Health Care Expenditures
i. What spending is being measured?
1. Medical expenses paid to providers by private and public payers,
including Medicare and Medicaid (both claims and non-claims-based
payments)
2. Patient cost-sharing amounts
3. Administrative expenses and operating margins/profit
ii. What population’s spending is being measured?
1. Does Vermont want to include its entire population within the cost
growth target or keep it as is (Medicare, Medicaid and individual market
BCBSVT products)?
2. Should residents be included when seeing out of state providers?
3. Should out of state residents be included when seeing VT providers?
b. What data will be used to measure total health care expenditures?
c. What criteria will be used for selecting an indicator for the cost growth target?
i. Will the target be tied to an economic indicator? Options include:
Cost Growth Benchmark and Affordability Standards
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1. Personal income growth
2. Potential gross state product
3. Wage growth.
2. Setting the value of the target occurs after finalizing a methodology. As noted above, Vermont
has previously set a cost growth benchmark as part of its all-payer waiver. As the state works to
renew this waiver, it will negotiate a new cost growth benchmark with CMS. In considering the
value, key items for consideration include:
a. Use of historical vs forecasted values
b. Adjustments to the target, including consideration of mitigation strategies to reduce
growth
c. Possible target values
d. How often will the target be adjusted? Is it annually or a specific period of time? Will
discussions about methodology be re-opened when considering the target?
3. Performance Assessment. Key questions include:
a. How performance against the cost growth target will be measured at the state,
insurance market, insurer and provider levels;
b. Patient attribution to provider entities and minimum payer and provider size for
reporting performance against the target;
c. Mechanisms for risk adjusting performance against the target; and
d. Methodology for calculating annual percentage change in Total Health Care
Expenditures.
4. Authority and Governance. In Vermont, the Green Mountain Care Board already has authority
to monitor the existing cost growth benchmark. Questions here will focus on:
a. Collecting data to assess performance;
b. Calculating and analyzing data on performance;
c. Publishing performance and other data analysis consistent with the data use strategy
which considers available data through the state’s All Payer Claims Database and other
sources to provide insight into the cost drivers and cost growth drivers influencing
target performance;
d. Procedures and timing for modifying the cost growth target; and
e. Which health care entities should be required to report, and measures to ensure
compliance with reporting requirements.
5. Initiatives to Support Efforts to Reduce Cost Growth. This will be a key focus of work in Vermont
– considering which strategies or actions should be taken by the state, payers, purchasers, and
providers to reduce health care cost growth and help all entities meet the cost growth target.
a. Publishing Reports on Performance: Considerations include:
i. Frequency of public reporting
ii. Format of reporting
iii. Elements to be included in reporting
iv. What levels to report at (statewide, market level, insurer level, provider level)
v. Should state hold public hearings specifically on performance against
benchmark?
b. Setting Quality Targets: Vermont may want to consider setting quality targets to ensure
that implementing a cost growth benchmark does not reduce utilization of necessary
Cost Growth Benchmark and Affordability Standards
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and high-value services, and promote continued quality improvement on population
health measures.
c. Provider and/or Insurer Collaborative: Vermont could bring together providers and/or
insurers to collaborate on strategies to reduce cost growth in areas that have been
identified as cost drivers in the state. Topics for collaboration could include, for
example:
i. Emerging technologies
ii. Clinical Best Practices
iii. Reducing waste, including low value services
d. Performance Improvement Plans: These plans can be put in place to ensure that
providers and/or insurers take the cost growth benchmark seriously by requiring those
who continue to drive cost growth to put activities in place to reduce their own trends.
e. Concurrent efforts: GMCB has begun an effort to pursue affordability standards. This
effort may be aimed at targeting cost growth in particular areas of the health system
(e.g., focus on increasing spending on preventive care) and initiatives to improve the
delivery system and advance payment reform. At the same time, the state could
consider putting in place household affordability standards which take into
consideration all out of pocket spending, including health care premiums and costsharing (co-payments and deductibles). These efforts can both align with the state’s
efforts to set a cost growth benchmark.
6. Implementation Strategy. Once a new cost growth approach and benchmark is finalized, there
will be several potential implementation steps, including:
a. Legislation to modify or enhance authority provided to GMCB to implement a cost
growth benchmark
b. Modifications to existing technical specifications
c. Requesting data submissions from insurers and analyzing performance against
benchmarks
d. Publishing performance
e. Annual review and implementation of initiatives to reduce spending growth in the state
Legislative Options
The GMCB, through 18 V.S.A. § 9375(b)(1) is charged to oversee the development and implementation
of health care payment and delivery system reforms, including the authority to implement by rule
methodologies for achieving payment reform and containing costs which may include the creation of
health care professional cost-containment targets. It may be helpful to utilize a different section of the
statute to provide this authority so that it is separate from other activities that the GMCB could
implement relative to alternative payment methodologies (APMs). In separating it out, the language
could also be strengthened to require the GMCB to set a comprehensive statewide benchmark as part of
its regular review process, which would allow for a public vote after a public comment period. This
allows for transparency and public input without having a full rulemaking process that can slow
progress. If the Legislature so choses, the cost growth benchmark itself could be set in statute, as is the
case in Massachusetts, and then adjusted by the GMCB within certain parameters. If the Legislature
does not set the cost growth benchmark, the GMCB would benefit from legislative direction on how to
set the benchmark. In addition, the GMCB would need clear authority through legislation to utilize
corrective action plans payers.

Cost Growth Benchmark and Affordability Standards

12

Key to the success of the cost growth benchmark – and a big differentiator from how the cost growth
target has been implemented in Vermont to date – is requiring through legislation that GMCB will work
annually with health plans, providers and other stakeholders to develop initiatives that can help reduce
spending growth in the state. These initiatives may include piloting emerging technologies and analyzing
their benefits, and then over time making assumptions about their adoption as part of setting of the
cost growth.
Finally, the GMCB uses its existing legislative authority to evaluate hospital budgets annually and
conduct rate reviews. The amount of these budgets is directly linked with overall cost growth in the
state and holding hospitals and other providers to targets and specified rates will be an important piece
of monitoring and meeting the cost growth benchmark. GMCB could benefit from having clear statutory
language which allows it to condition budgets and explicitly put corrective action plans into place to
require hospitals to meet these targets. Likewise, the GMCB’s authority in 18 V.S.A. § 9375(b)(6) and 8
V.S.A. § 4062 is limited to “approving, modifying, or disapproving” proposed rates. The Board also has
such incidental, implied powers as may be needed to achieve this task. See In re ACTD LLC, 2020 VT 89,
Sec. 19 (2020) 5.
The Board also has authority under 8 V.S.A. §§ 4513, 4584 and 5104 1) to issue supplemental orders to
non-profit hospital and medical service corporations (BCBSVT) and health maintenance organizations
(MVP) in connection with health insurance rate decisions and 2) to attach reasonable conditions and
limitations to such orders if 3) the Board finds, on the “basis of competent and substantial evidence,”
that they are necessary to ensure benefits and services are provided at “minimum cost under efficient
and economical management.” In order to ensure that the rate review process can be used to ensure
that insurers are complying with the cost growth benchmark, GMCB would benefit from plain language
within the statute that makes clear that the rate review process can be used to enforce the benchmark
against insurers.
To ensure that the statutory language applies to a broader set of providers and payers than is typically
true, the GMCB will require broader authority relative to the cost growth target. These changes will
provide the state with some greater authority These sections are the sections which could be changed
to establish the state and GMCB with the authority to require policy actions from an insurer to support
cost containment and health reform goals.
In addition, defining “affordability” in the rate review statute to mean that medical trend meets the
benchmark established would clarify that the state must consider and provide for the potential to vary
from the benchmark in rate review if there are access or contracting issues.
What have other states done?
While Vermont has implemented a partial cost growth benchmark, other states have gone further –
implementing statewide benchmarks with public reporting across state, market, insurer and large
provider levels, as well as potential for penalties or corrective action plans if the benchmark is not met.
Massachusetts: Massachusetts was the first state to establish a cost growth benchmark in 2012 via
Chapter 224. The benchmark was set equal to the Potential Gross State Product (PGSP) of 3.6% for
2013-2017 and then PGSP minus 0.5% (3.1%) for 2018-2022. 6 The Center for Health Information and
5
6

https://www.vermontjudiciary.org/sites/default/files/documents/op19-245.pdf
https://www.nashp.org/how-states-use-cost-growth-benchmark-programs-to-contain-health-care-costs/
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Analysis was charged with analyzing and reporting on payer and provider costs and cost trends and to
specifically compare growth rates relative to the benchmark. 7 The MA Health Policy Commission was
also created and charged with monitoring performance of payers and providers relative to the
benchmark to identify and implement strategies that would improve the ability of the state to meet its
benchmark goals. 8 With regards to enforcement of the benchmark, the Health Policy Commission can
request performance improvement plans from those that exceed the benchmark, as well as convene
public hearings where those that exceed the benchmark are asked to testify. 9
Delaware: Executive Order 25 in 2018 created a cost growth benchmark in Delaware. The growth rate
was set at 3.8% for 2019, 3.5% for 2020, 3.25% for 2021, and 3.0% for 2022 and 2023 based on
Delaware’s per capita Potential Gross State Product (PGSP). Performance against the benchmark and
related analyses are publicly reported by the Delaware Health Care Commission. There are not
currently accountability measures outlined for those that exceed the benchmark. 10
Rhode Island: Executive Order 19-03 in 2019 created a benchmark program in Rhode Island. The
benchmark was set at Rhode Island’s per capita Gross State Product (GSP) of 3.2% for 2019-2022, with a
plan to reassess the target for 2023 and beyond. Performance against the benchmark and related
analyses are publicly reported by the Office of the Health Insurance Commissioner (OHIC) and the
Executive Office for Health and Human Services. There are not currently accountability measures
outlined for those that exceed the benchmark. 11
In addition to setting a cost growth benchmark, Rhode Island has also set affordability standards that
insurers must demonstrate compliance with during their annual rate reviews. The Affordability
Standards are intended to advance affordability of commercial coverage. The standards are described
below in the Affordability section of this paper.
Oregon: Oregon created a benchmark program in 2019 via SB 889 that was implemented beginning
January 1, 2021. The benchmark was set at 3.4% for 2021-2025 and 3.0% from 2026-2030 based on a
review of various economic indicators as well as growth targets selected by other states. 12 The Oregon
Health Authority reports publicly on performance and conducts analyses to understand drivers of cost
growth and subsequently develop strategies to improve performance. 13 With regards to enforcement of
the benchmark, performance improvement plans are required from any payer or provider that exceeds
the benchmark, and those that that surpass the benchmark 3 out of 5 years may be fined in proportion
to their excessive spending. 14
Connecticut: Connecticut created a benchmark via Executive Order No. 5 in 2020. Connecticut’s
benchmark was set at 2.9% using a 20/80 weighting of Potential Gross State Product (PGSP) and median
income, though the rate was adjusted to 3.4% and then 3.2% for the first two years of

https://www.chiamass.gov/mission-and-history/
https://www.mass.gov/about-the-health-policy-commission-hpc
9
https://www.nashp.org/how-states-use-cost-growth-benchmark-programs-to-contain-health-care-costs/
10
https://dhss.delaware.gov/dhss/files/benchmarksummary013119.pdf
11
http://www.ohic.ri.gov/documents/cost%20trends%20project/Compact-to-Reduce-the-Growth-in-Health-CareCosts-and-State-Health-Care-Spending-in-RI.pdf
12
https://www.oregon.gov/oha/HPA/HP/HCCGBMeetingDocs/2.12.20%20Presentation%20Slides_updated.pdf
13
https://www.oregon.gov/oha/HPA/HP/HCCGBDocs/Governor-Appontment-Letter-10-18-2019.pdf
14
https://www.nashp.org/how-states-use-cost-growth-benchmark-programs-to-contain-health-care-costs/
7
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implementation. 15 The state’s Office of Health Strategy is currently establishing a baseline by analyzing
pre-benchmark cost growth, and will publicly report on performance relative to the benchmark in the
future. 16 Connecticut currently does not have established consequences for entities exceeding the
benchmark.
Washington: With the passing of HB 2457 in 2020, Washington created the Health Care Cost
Transparency Board. On September 14, 2021, the Board voted to set their benchmark at 3.2% for 20222023, 3.0% for 2024-2025, and 2.8% for 2026, based on a 30/70 blend of Washington’s Potential Gross
State Product(PGSP) and historical median wage. 17 To help achieve the benchmark’s goals, the Board
will also work towards identifying cost drivers and providing recommendations for reducing health care
spending to the Legislature on an annual basis. 18
New Jersey: Executive Order 217 was signed on January 28, 2021, to create an Interagency Working
Group to determine their benchmark value and strategy for implementation. 19 New Jersey intends to
use 2022 as a transition year for their benchmark program before using a benchmark value of 3.5% for
2023, 3.2% for 2024, 3.0% for 2025, 2.8% for 2026, and 2.5% for 2027. New Jersey based its benchmark
value on a 25/75 blend of Potential Gross State Product (PGSP) and projected median income.
Nevada: Nevada is in the process of drafting an executive order to establish their cost-growth
benchmark, with a goal of it taking effect at the start of 2022.
What has the federal government done?
The only federal government involvement in cost-growth benchmarks has been CMS agreements with
Vermont and Maryland that set targets for cost-growth for all payers (Maryland’s rate was set at 3.58%).
Similarly, to Vermont, however, Maryland’s agreement with CMS sets a growth rate target as a goal for
a separate program (namely an All-Payer Model) rather than the benchmark being its own central focus
with strategies specifically designed for that purpose. 20
To what extent have Cost Growth Benchmarks translated to improved
affordability?
While several states have recently begun implementing cost growth benchmarks, only Massachusetts
has had a benchmark in place long enough to measure how the approach has impacted affordability.
Prior to the establishment of its benchmark, Massachusetts had one of the highest annual growth rates
in health care spending in the United States; since the implementation of the benchmark,
Massachusetts’ annual growth in per capita commercial health care spending has fallen below the
national average year after year. This accounts for an approximately $9.3 billion dollar difference in
spending from 2013 to 2019 than if Massachusetts performed at the national average.
However, this has not necessarily translated directly into savings for consumers. In fact, out-of-pocket
spending growth has increased since the benchmark was implemented and continues to outpace growth
https://www.nashp.org/how-states-use-cost-growth-benchmark-programs-to-contain-health-care-costs/
https://portal.ct.gov/-/media/OHS/Cost-Growth-Benchmark/Guidance-for-Payer-and-Provider-Groups/CT-OHSImplementation-Manual_final-v-1_5.pdf
17
https://www.hca.wa.gov/assets/program/board-meeting-summary-20210914.pdf
18
https://www.hca.wa.gov/about-hca/health-care-cost-transparency-board
19
http://www.cshp.rutgers.edu/content/nj-benchmark-program
20
https://hscrc.maryland.gov/Documents/Modernization/Total%20Cost%20of%20Care%20Model%20%20Background%20and%20Summary_7_26_17.pdf
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in income. That being said, this should not be interpreted as a failure of state policy, as this trend is
more of a product of the increased prevalence of high deductible plans, among other factors. The true
takeaway here should be that strategies intended to slow growth in overall health care spending may
not alone be able to meaningfully impact health care affordability at the individual and household levels.
What are Affordability Standards, and how might they relate to Cost Growth
Benchmarks?
Rhode Island’s Office of the Health Insurance Commissioner (OHIC) established a set of Affordability
Standards in 2009 that insurers must demonstrate compliance with during their annual rate reviews.
The Affordability Standards are intended to advance affordability of commercial coverage.
The standards created in Rhode Island can be summarized as follows:
•
•
•
•
•
•
•

Expansion and improvement of primary care infrastructure
Insurers were required to increase the proportion of total medical payments that went towards
primary care by one percentage point each year between 2010 and 2014- that figure must now
be at least 10.7%
Increased adoption of the patient-centered medical home (PCMH) model
Insurers were required to provide financial support for an all-payer PCMH pilot project and now
must ensure that 80% of their contracts with primary care practices are with OHIC designated
PCMHs.
Support for the use of electronic health records and the state health information exchange
Insurers were required to provide financial support to enable increased adoption of electronic
health records by providers and, starting in 2012, to support Rhode Island’s health information
exchange, CurrentCare.
Implementation of comprehensive payment reform

While this standard covered topics such as alternative payment models, quality incentives, care
coordination, transparency, and administrative simplification, the limits that it set on annual rates of
increase is perhaps the most impactful component of these affordability standards. Insurers’ prices for
both inpatient and outpatient services were not to increase annually at a rate greater than the
percentage increase in the U.S. Consumer Price Index (CPI) plus one percent. More recently, insurers
have also been required to limit their annual increases in budgets for Population-Based Contracts to the
CPI plus one and a half percent.
A 2019 study focused on assessing the impact of Rhode Island’s Affordability Standards found that
quarterly fee-for-service spending declined by an average of $76 per enrollee over the period of 2010 to
2016. This finding was not associated with any drops in utilization, nor were quality measures adversely
affected. Other states such as Colorado and Delaware have recently started to explore developing their
own affordability standards to follow in Rhode Island’s footsteps.
Rhode Island’s Cost Growth Benchmark and Affordability Standards are not explicitly tied together.
However, both efforts are led by the same state agency (OHIC) and are designed to work in step with
each other towards the same ultimate purpose of controlling health care spending.
What other approaches exist in consideration of Household Affordability?
To make meaningful progress on the affordability of healthcare at the consumer level, it helps to first
define and measure what the state of household affordability currently looks like. CMS defines
affordable coverage as “a job-based health plan covering only the employee that costs 9.61% or less of
Cost Growth Benchmark and Affordability Standards
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the employee’s household income.” The Massachusetts Health Connector produces an affordability
schedule that defines the maximum percentage of income that individuals, couples, and families should
spend on their premiums based on their federal adjusted gross income. The percentage starts at 0% for
the lowest income bracket and caps out at 8% for the highest bracket. This schedule is used to
determine whether an individual should or should not be penalized for lacking insurance per the state’s
individual mandate, but it is also used to provide state financial support to those earning below 300% of
the Federal Poverty Line to help make their insurance more affordable. Vermont does something similar
today with its Vermont Premium Assistance Program which provides increased subsidies (above federal
subsidies) for Vermonters within incomes between 133 – 300% of the federal poverty level. Also in
Massachusetts, the Center for Health Information and Analysis’ Massachusetts Health Insurance Survey
assessed affordability through four specific issues: having family medical debt, reporting problems
paying family medical bills, spending a high share of family income on out-of-pocket health care
expenses, and foregoing health care needs due to costs.
Current definitions of affordability that are in use have been criticized for focusing principally on
premiums, without consideration of out-of-pocket spending and variability due to location. In its 2021
Health Care Cost Trends Report, the Massachusetts Health Policy Commission laid out a policy
recommendation to account for this concern by focusing on setting measurable goals to reduce out-ofpocket spending. In Connecticut, the state created a tool called the Connecticut Healthcare Affordability
Index to determine affordability for 19 different household types based on the impact of healthcare
costs (including premiums and out-of-pocket expenses) on each household’s ability to meet basic needs.
While Vermont may not have established definitions of affordability through the State, Vermont Legal
Aid issued a report in 2018 which assessed the affordability of healthcare for Vermont residents through
three different measures, one of which gauges whether Vermont families are able to still meet their
basic needs after purchasing health insurance.
Colorado is another state that is working on defining affordability by accounting for total out-of-pocket
costs as well as impact on financing one’s basic needs. In addition, Colorado has undertaken a separate
effort with affordability in mind. In 2020, Colorado established the Health Insurance Affordability
Enterprise with the authorization to assess a health insurance affordability fee on insurers and a special
assessment on hospitals to subsidize the purchase of health insurance by certain low-income individuals,
increase the affordability of health insurance on the individual market, and fund the Colorado
reinsurance program.
Health Equity Impact
By managing the growth in overall costs, this option will promote access and improve equity by making
healthcare more affordable for Vermont households. To the extent that growth in out-of-pocket costs
are targeted to a lower overall rate than the benchmark the impact on individuals may be impacted
positively over time.
Alignment with other proposed Options
As part of Vermont’s overarching Cost Growth Target and Affordability Index, the ROI on performance
improvement plans tracked by a shared statewide vendor can also include Blueprint for Health
expansion activities as well as savings experienced long term via the expansion of Vermont’s ModerateNeeds HCBS. Additionally, those identified savings can be used to set rates for a public option offered by
the state on Vermont’s health insurance exchange.
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Extend Moderate-Needs Supports

With rising risk there are fewer individuals but increased need
Description
This policy option includes:
•
•

Advanced analytic tools
Limited package of home- and community-based services (HCBS), including support for family
caregivers

The use of advanced analytic tools, which would enable program administrators to more effectively
target the provision of Moderate-Needs Supports services to individuals who are predicted to need
more intensive long-term services and supports (LTSS) in the future. This feature is closely aligned with
both the Cost Growth Benchmark and Affordability Standards Option and Blueprint for Health Expansion
Option, in that it harnesses the power of emerging technologies to identify the Vermonters who are
most in need of services.
A limited package of home- and community-based services to address nutrition, dehydration, falls
prevention, social isolation, medication management, and other needs typically not covered by standard
insurance plans. These additional services will improve quality of life, promote health and wellbeing, and
stave off the need for more intensive long-term services and supports.
Support for family caregivers, who help keep their loved ones healthy and at home. Nationally, two out
of three (66%) older people with disabilities who receive LTSS at home get all their care exclusively from
a family caregiver, mostly wives and daughters. Another quarter (26%) receives some combination of
family care and paid help; only 9% receive paid help alone 21. With higher income, households can
provide more unpaid family caregiver time, therefore additional support is especially needed for lowand moderate-income households. Support for these caregivers is particularly important given the
current healthcare workforce shortage. HST recommends adding caregiver support to this Extend
Moderate-Needs Supports option.

21

https://www.caregiver.org/resource/selected-long-term-care-statistics/
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Vermont would need to consider alternatives and develop the best approach for the state. Many states
are beginning to offer services and payments to family caregivers, as summarized in the table below and
described in the ‘What have other states done?’ section.
State

Program
Name

Oregon

Family
Caregiver
Assistance
Program

Washington

Tailored
Supports for
Older Adults

Arizona

Family
Caregiver
Grant
Program

Hawaii

Kupuna
Caregivers

Extend Moderate-Needs Supports

Caregiver Support
Personal care services
Adult day services
Respite services
Emergency response systems
Special medical equipment and supplies
Supports for consumer direction
Assistive technology
Home modifications
Home delivered meals
Transportation
Counseling / Support Groups
Family Caregiver Hotline
Education and training for unpaid caregivers.
Adult Day Care
Caregiver Training and Education
Counseling / Support Groups
Home Modifications
Housekeeping / Errands / Yard Work
Information Regarding Caregiving
Meal Delivery
Personal Emergency Response Systems
Respite Care
Specialized Medical Equipment / Supplies
Therapies (massage and acupuncture)
Transportation
Information and referral
Training
Support groups
Respite
Home modifications
Cash to pay for things like
Adult Day Care
Personal Care
Meal Preparation
Transportation

Maximum
Annual
benefit

$6000

$7500

$1000

$25000
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The September 2021 Administration for Community Living 22, outlined the following recommended five
priority areas:
Increased awareness of family caregiving.
Increased emphasis on integrating the caregiver into processes and systems from which they have
been traditionally excluded.
Increased access to services and supports to assist family caregivers.
Increased financial and workplace protections for caregivers.
Better and more consistent research and data collection.

•
•
•
•
•

Who will this affect and how?
Vermonters with any or no health insurance, who are identified as needing home- and communitybased services (HCBS) by their health care providers via provider referrals and by data-driven risk
stratification tools, and who are found clinically and financially eligible for the program. (Please see
HST’s Moderate-Needs Group [MNG] cohort analysis and extrapolation to the broader Vermont
population on page 25 following this Policy Option.)
Population Group
Vermonters who meet Moderate-Needs Group (MNG)
clinical criteria with incomes below 300% SSI FBR and are
currently on the MNG wait list
Medicare Members who meet MNG clinical criteria with
incomes above the MNG cut off ($2,523 per month per
individual) 26
Commercially insured who meet MNG clinical criteria
with incomes above the MNG cut off ($2,523 per month
per individual) 29

Estimated
Number of
Vermonters

Estimated Annual
Cost 23

500 -- 700 24

$1.7 -- $2.4 million 25

11,587 -14,715 27

$20 -- $25 million 28

2,589 -3,371 30

$4.5 -- $5.9 million 31

https://acl.gov/news-and-events/announcements/news-release-raise-family-caregiving-advisory-council-reportcongress
23
Please see page 25 or HST’s MNG cohort analysis and extrapolation to the broader Vermont population
24
DAIL is currently working to update the wait list
25
The MNG average benefit for individuals receiving services between 7-1-2020 and 6-30-2021 was $3,476.21.
Multiplying by 500 and 700 provides the total cost range.
26
https://www.ssa.gov/OACT/COLA/SSI.html
27
HST started with a cohort of Vermonters identified in VHCURES as receiving the MNG benefit and ran multiple
simulations accounting for demographic medical utilization information. The result is an estimate of the maximum
number of individuals that would potentially access a new limited MNG benefit.
28
Using a benefit figure of 50% of the MNG average, $1,738.10, and multiplying it by the 11,587 and 14,715
figures provides the cost range. HST believes this range is the high end of the estimate and the actual eligible
population in any given single year is likely to be far lower. Further research and analysis is warranted.
29
https://www.ssa.gov/OACT/COLA/SSI.html
30
See footnote 5
31
See footnote 8
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The lifetime probability of becoming disabled in at least two Activities of Daily Living (ADLs), or of being
cognitively impaired is 68% for people age 65 and older 32. Individuals who have significant needs to
support their ADLs often need supports not covered by traditional insurance and these uncovered costs
can be expensive and debilitating to family finances. A federal government study estimated that out of
pocket HCBS costs from age 65 to death are approximately $140,000 (in 2015 dollars) 33.
Access to a limited benefit of HCBS for those people who need them but are not yet financially and
clinically eligible for full Medicaid LTSS may provide the necessary supports to stave off the need for
more intensive services later.
Expansion of the Moderate-Needs Group is intended to reduce the total number of and extend the
timeline for individuals who could ultimately become “Medically Needy” for Medicaid which, for
individuals with income too high to qualify for Medicaid, requires them to "spend down", reducing their
assets, in order to become eligible for long term services and supports 34.
What has Vermont done?
As part of the Choices for Care program administered by the Department of Disabilities, Aging and
Independent Living (DAIL), Vermont offers a limited HCBS benefit to adults with “Moderate Needs”
whose income is at or below 300% of the SSI payment standard after deducting recurring monthly
medical expenses and who are without available resources that are easily converted to cash. Clinical
eligibility requires a functional limitation resulting from a
physical condition (including stroke, dementia, traumatic
brain injury, and similar conditions) or associated with
Eligibility for Choices for Care Highest
aging. This program is limited by available funding and
and High needs groups, which pays
serves about 1,000 Vermonters at any one time. 35
Current MNG services include:
1. Case Management – up to 12 hours per calendar
year via the local AAA or Home Health Agency.
2. Homemaker – up to 6 hours per week via the local
Certified Home Health Agency
3. Adult Day – up to 50 hours per week.
4. Flexible Funds – Small amount of flexible spending
funds through the chosen case management
agency.

for full HCBS or Nursing Facility care
as well full Medicaid coverage,

requires applicants to meet the clinical
criteria for nursing home level of care
and financial criteria with specific
income and asset limitations.

What have other states done?
HCBS services for individuals not financially eligible for Medicaid or that don’t quite meet nursing home
level of care:
•

Oregon submitted a request to CMS on November 1, 2021 for an 1115 Demonstration Waiver
that creates a federally matched program; Oregon Project Independence (OPI) and a new Family
Caregiver Support Program for older adults and adults with physical disabilities who are not

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8040099/
https://aspe.hhs.gov/reports/long-term-services-supports-older-americans-risks-financing-research-brief-0
34
https://aspe.hhs.gov/reports/analysis-pathways-dual-eligible-status-final-report-0
35
Moderate Needs Services | Adult Services Division (vermont.gov)
32
33
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currently accessing Medicaid programs. These programs provide limited services and supports
to individuals at risk of entering the Medicaid long-term services and supports system, with the
intent to assist individuals to either avoid or delay entering the Medicaid system. Adults with
incomes up to 400% of the Federal Poverty Level (FPL) who pass a resource test and meet
certain clinical eligibility criteria would be eligible, with a projected enrollment of up to 4,500
individuals in OPI and up to 1,800 individuals and their caregivers in the FCAP. The member per
month (PMPM) cost is projected to be $289 for OPI and $500 for FCAP, and the state is
projecting a small savings to the Medicaid program at the end of a 5 year demonstration
period 36.
•

The Kupuna Care program (KC) is a State of Hawaii-funded program that provides communitybased long-term care services. It is intended to provide in-home services to impaired elders,
starting at age 60, who fall into the "gap group." These are elders who do not qualify for other
government programs and do not have private assistance to help. This normally includes those
with financial resources not high enough to afford the high cost of private-pay services, but not
low enough to qualify for regular Medicaid or have levels of care not high enough to qualify for
long term care Medicaid 37. Approximately $9M was budgeted in 2020 and varying numbers of
individuals were served, depending on the service, from approximately 700 for personal care
services to 3,900 for case management and home delivered meals 38.

•

In September 2021 California released its list of “In Lieu of Services” for their Medicaid program,
Medi-Cal 39. These include services available to Medi-Cal beneficiaries that are intended to
address social determinants of health, which would otherwise not be available but are offered
as a less expensive and potentially more effective ‘upstream’ alternative to an existing state plan
service. Included are services that would align with the Vermont Moderate-Needs Expansion
Option:
o Respite Services
o Day Habilitation Programs
o Personal Care and Homemaker Services
o Environmental Accessibility Adaptations (Home Modifications)
o Medically Supportive Food/Meals/Medically Tailored Meals

•

As part of their 1115 demonstration waiver, North Carolina is in the process of standing up
‘Health Opportunities Pilots’ 40 which will test the effectiveness of providing new services to
Medicaid beneficiaries that address certain social determinants of health, including housing
modifications, access to healthy foods, and interpersonal violence.

Additional Support for Caregivers:
•

Washington State’s Tailored Supports for Older Adults (TSOA) is a program authorized under
their 1115 waiver that provides services to support unpaid caregivers and provides a small

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/or-1115s-projectindependenceapplication-pa.pdf
37
https://www.elderlyaffairs.com/site/454/services_faq.aspx
38
https://health.hawaii.gov/opppd/files/2020/12/EOA_LEG-REPORT-2020-w_attachment-12.21.20.pdf
39
https://www.dhcs.ca.gov/Documents/MCQMD/ILOS-Policy-Guide-September-2021.pdf
40
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/healthy-opportunities-pilots
36
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personal care benefit to people who don’t have an unpaid family caregiver to help them. It
creates a new eligibility category and benefit package for people age 55 or older who are at risk
of needing long-term services and supports in the future who don’t currently meet Medicaid
financial eligibility criteria 41. Quarter 2 of 2021 enrollment was 3,544 dyads and 6,631
individuals, at a cost of $5.5M. 42
•

Arizona’s Family Caregiver Grant Program 43 supports friends and family caring for Arizonans
with incomes up to $75,000 for a single person or $150,000 for a married couple with
information and referral, training, support groups, respite, and home modifications. Grants are
capped at $1,000 and the administration has requested $325K in their 2023 budget 44

•

Hawaii’s Kupuna Caregivers program helps family caregivers who work at least 30 hours/week
outside the home by providing up to $70/day benefit in services that make caring for aging
family members who are 60 and over more affordable and accessible. It can help pay for things
like adult day care costs, home health care workers, extra help preparing meals, and
transportation 45. In 2019 the state budgeted $1.5M and 114 individuals were served. A study
conducted showed a reduction in caregiver burden after receiving program services, and the
state has since developed a plan to maximize the number of caregivers served. 46

Health Equity Impact
This option will reduce disparities and promote access by making important HCBS available to more
Vermonters, regardless of insurer or income level, facilitated with the use of population health data
analytics to tailor services to peoples’ specific needs, reduce gaps in care, and avoid duplication of
services. Further, providing needed support to family caregivers will enable more families to care for
their loved ones in culturally familiar ways 47. Support for family caregivers will also help alleviate
workforce pressures by encouraging families to care for loved ones rather than to seek out external
caregivers.
Alignment with other proposed Options
A statewide identification and stratification system can help identify Vermonters that are appropriate
for limited HCBS and Caregiver Supports offered in this Moderate-Needs Expansion option, as well as
services provided by the Blueprint for Health and other payer and provider care coordination and care
management programs. Additionally, as part of Vermont’s overarching Cost Growth Target and
Affordability Index, the ROI experienced via the Moderate-Needs expansion can be ‘booked’ as savings,
along with other proven cost saving technologies and interventions, and formally used by the Green
Mountain Care Board to regulate commercial health insurance premiums as well as positively impact
budgets for publicly-funded care.

https://www.hca.wa.gov/health-care-services-supports/program-administration/tailored-supports-older-adultstsoa-0
42
https://www.hca.wa.gov/assets/program/quarterly-progress-report-dy5q2.pdf
43
https://legiscan.com/AZ/text/SB1172/2019
44
https://des.az.gov/about-des/budget-information
45
http://www.careforourkupuna.com/#introducing
46
https://health.hawaii.gov/opppd/files/2019/12/EOA-Annual-Legislative-Report-2019.pdf
47
https://acl.gov/sites/default/files/RAISE-Initial%20Report%20To%20Congress%202021_Final.pdf
41
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Federal Support
HST believes that a detailed financial model analysis would show the potential for future savings to both
the state and federal government. With that in hand, Vermont could negotiate with CMS for federal
support for this option. The vehicle for that could be an amendment to Vermont’s current 1115 Global
Commitment for Health waiver, a separate demonstration project, or some combination of the two.
Other state examples above should be reviewed in detail as part of Vermont’s modeling.
Further Research
People need varying levels of MNG services, depending on their preferences, clinical condition, and
other informal supports available to them. A deep dive into Vermont specific data will provide needed
insight into the level of need and projected costs. A detailed analysis of Medicaid claims data specific to
Choices for Care MNG individuals and a further analysis of the Commercial and Medicare insured
individuals as well as some analysis of ERISA lives would help to further define the level of need for the
services suggested in this options document. There is also information available from the Washington
State program which can also inform the detailed analysis of an expanded Vermont option.
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Moderate-Needs Group (MNG) Cohort Data Analysis 48
Introduction to the Methodology for the MNG Cohort
• HST reviewed available data in the VHCURES dataset to identify individuals that were in the
MNG during calendar year 2019 and then looked backwards to calendar years 2017, 2018, 2019.
• There are 328 individuals that have a WM (With Medicaid) code in their claims data in 2019. HST
understands that those with a WM code in the Aid category field are a subset of the total
Moderate-Needs Group (MNG) population.
• Of the 328 individuals with a WM code in 2019, 306 individuals have age, insurance, and
location data available.
MNG Cohort Figures and Analysis
Figure 1.1 The Average PMPM by Year for the MNG Cohort from 2017 to 2019

In conducting this analysis HST relied upon the “WM” AID category code in the VHCURES database to identify a
subset of approximately one third of the individuals in MNG during the study time period. It is not known if or how
this subset of the MNG population may differ from the MNG population in total.

48
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Figure 1.2 The Average PMPM for the MNG Cohort from 2017 to 2019

Figure 2. Breakdown of MNG Cohort Members by County

Cohort consists of 328 individuals with claim history; only 300 individuals have location data.
Note: Grand Isle and Essex counties are excluded due to small cell sizes.
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Figure 3. Age distribution of MNG Cohort

Note: Age data exists for 306 individuals of the 328 individuals MNG Cohort.
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Figure 4. Top Hospital Diagnoses for MNG Cohort
HST reviewed the top 37 hospital diagnoses from the MNG Cohort and selected the Ambulatory Care
Sensitive Conditions (ACSC) and Mental Status Conditions that have a high likelihood of identifying
potential individuals with clinical needs similar to those in the MNG cohort in the total VHCURES
population (as of December 2019). The list of the top conditions is included below:
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Potential MNG Population Data and Analysis
Introduction on the Methodology for the Potential MNG Population 49
• Using the Top MNG Cohort ACSCs and Mental Status Conditions, HST determined that:
o 63,422 individuals 45 and older had at least one of those conditions.
 Of the 63,422 individuals 45 and older, 96 individuals do not have location, age,
or insurance data, lowering the number to 63,326.
• HST further filtered down those numbers to identify those that were within the middle 80%
range (between $3,330.35 and $67,667.36) and middle 90% range (between $2,002.04 &
$90,035.28) of each member of the MNG Cohort’s Annual Spend.
o Of the 63,326 individuals 45 and older with insurance data:
 Those with annual spends falling within the middle 80% range = 14,176
• Those with Commercial insurance = 2,589
• Those with Medicare = 11,587
 Those with annual spends falling within the 90% range = 18,086
• Those with Commercial insurance = 3,371
• Those with Medicare = 14,715
• Individuals 45 and older represent 96.7% of the total MNG Cohort.

49

This analysis does not include those individuals covered by ERISA plans.

Extend Moderate-Needs Supports

29

MNG Cohort Figures and Analysis
Figure 5.1 Breakdown of Potential MNG Beneficiary Members by County (45+ Breakdown)
The following is the county breakdown for 45 and up.

Of the 63,422 individuals 45 and older, 96 individuals do not have location data.
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Figure 6.1. Age distribution of MNG Cohort (45+ Distribution)
The following is the age distribution for the 45+ Potential MNG group.

Of the 63,422 individuals 45 and older, 96 individuals do not have age data.
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Public Option
Description
This option is an insurance coverage program that is designed to leverage the state’s position as a
purchaser/regulator to create coverage options for Vermonters. A public option is generally offered
alongside commercial, individually purchased (e.g., through the marketplace) and other public insurance
plans as a means to either broaden coverage options or enhance competition among carriers.
Approaches to a public option typically vary along a continuum of government intervention:
•
•
•

At one end would be a program where government intervention and control would be
maximized, e.g., creating a new government administered insurance offering.
At the other end would be a program implemented in partnership with private plans, where
private plans administered and delivered benefits subject to oversight and guidance by the
state.
In the middle would be a program by which existing state programs were offered or made
generally available to a broader section of state’s residents, e.g., a Medicaid or state employee
benefits buy-in program.

Who will it affect, and how?
Consideration of a public option is typically made to advance one or several public policy goals:
•
•
•

Reducing Costs. By reducing premiums or cost sharing either through regulation or some
combination of regulation and market competition.
Increasing Access. To the extent that existing commercial, marketplace or public programs are
leaving certain populations uncovered.
Addressing Market Weaknesses. To the extent that there are limited coverage options
geographically or risk pools statewide or in particular counties are weak.

In achieving these policy goals, a public option would affect all stakeholders in the health care system,
although the structure and approach to implementation will determine stakeholder reaction:
•

Consumers. In general, consumers are likely to support public option initiatives, particularly if
the benefit of reduced cost and increased access are felt broadly. At the same time, some
advocates may leverage consideration of a public option to drive resolution of equity and access
issues for otherwise marginalized populations or to press for greater government control of
health care generally (e.g., as a substitute for a single payer).
o

Public Option

The combined small group and individual market in Vermont has roughly 69,000
consumers (or about 11 percent of all Vermonters, per the Green Mountain Care Board
[GMCB]). The market is split roughly evenly between small group and individual
enrollees -- according to CMS data, in 2020 there were roughly 34,000 individual market
plans purchased on the marketplace, of which about 24,000 were subsidized. When
combined with the roughly 3.9 percent of Vermonters who are uninsured, the potential
consumer impact of an affordable, accessible public option plan is potentially significant.
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o

From a consumer cost perspective, according to GMCB, since 2015 weighted average
small and individual market premium increases have hovered right around 8 percent,
ranging from a low of 3.5 percent in 2021 to a high of 11.5 percent in in 2020. Holding
premium increases from 2021 (where the unsubsidized family silver plan premiums is
$2,171, according to Vermont Health Connect), to even 95 percent of historic increases
would save Vermonters hundreds of dollars per year. Moreover, if a public option could
successfully reduce premiums year over year (as is required in Nevada and
contemplated in other states), the savings for families could be as much as $1,300 per
year.

•

Insurers. Where the public option lands on the “government intervention” continuum will
generally determine insurer support. A strictly government run plan designed to compete with
insurers in existing markets is likely to run into opposition. On the other hand, a partnership
where insurers are given the opportunity to compete for new customers in a lightly regulated
market will be more welcome.

•

Providers. To the extent that the goal of a public option is increasing access – providing
coverage to patients who might currently be driving provider uncompensated care and bad debt
– providers are generally going to be supportive. On the other hand, using a public option to
decrease costs, either via premium reductions or out of pocket limits, necessarily requires a
source of funding. To the extent that provider payment limitations are considered as a source
of funding, provider support may be limited.

Financing Considerations. If reducing costs is a consideration, some infusion of funding will be needed
to drive reductions to consumers, for example:
•
•
•
•

Provider reductions. Recouping state expenditures through provider rate limitations would
generate an estimable level of savings, although at the risk of provider participation and
potential access issues
Competition. It is theoretically possible, although hard to estimate, that through benefit design
and by stabilizing the risk pool (by increasing consumer participation) it is possible that increase
competition alone could reduce costs.
New appropriations/State only dollars.
Federal dollars. It is possible to craft a public option initiative leveraging federal 1332
demonstration waiver authority that could allow the state to re-capture Advanced Premium Tax
Credits (APTC) and cost sharing subsidy savings accruing to the federal government as the result
of the program in the form of federal pass-through payments.

The Role of the State. Another key policy consideration is the state’s appetite for government
intervention, i.e., where on the continuum of options should a public option proposal land? As noted,
there will be tension in stakeholder reaction, with consumer advocates likely to favor more aggressive
state intervention in a public option while providers and insurers will view government intervention
through a different lens.
The Role of the Federal Government. Under the Affordable Care Act (ACA), the U.S. Department of
Health and Human Services (HHS) has the authority to approve demonstration waivers (“1332 Waivers”)
to experiment with market-place coverage if doing so provides equivalent coverage at the same or

Public Option

33

lower cost. Notably, states could use this authority to recapture savings that would otherwise accrue to
the federal government if the changes they are proposing reduce federal payments for APTC and cost
sharing subsidies (i.e., “pass-through funding”). This pass-through funding creates an opportunity for
states to advance a public option and use federal dollars to help pay for it, assuming the demonstration
is structured appropriately.
To date, states have only requested 1332 demonstration waivers to finance reinsurance waivers: no
state has made a request for pass-through funding to finance a public option. Further, the Biden
administration has not articulated any priority or strategy related to 1332 authority (as they have for
similar authority for Medicare and Medicaid demonstrations). On the other hand, it is likely that the
Administration would look favorably on a public option given the President’s campaign position on a
federal public option.
What have other states done?
Washington State:
• Description: Enacted a public private partnership, “Cascade Care,” (July, 2019) designed to
increase access to affordable coverage in the individual market by requiring standardized public
option plans. Largely financed with provider rate reductions. There is currently not a federally
financed (i.e., 1332 waiver) component to the program.
• Status: Public option went live in 2021 with five carriers, but only in 19 of 39 counties, requiring
enactment of provider participation requirements for future years.
Nevada:
• Description: Enacted a public/private public option (June 9, 2021) requiring issuers offering
Medicaid managed care to make good faith bids for a standardized set of benefits. Financed by
premium rate regulation with provider payment floors (and other protections) to ensure
provider participation. Statute requires appropriate marketplace (1332) and Medicaid (1115)
waiver proposals to secure additional federal funding.
• Status: Currently in stakeholder engagement to design plans to offer in the 2026 plan year.
Colorado:
• Description: Enacted a watered-down version of 2020 public option legislation (June, 2021).
Instead of a proposed public private partnership offering qualified health plans (QHPs) on and
off the exchange with the goal of making coverage affordable (from the 2020 bill), the final law
requires issuers to offer standard benefits at all metal levels in counties where they currently
offer coverage. Financed by regulated premium reductions and backstop provider rate
limitations. Statute requires request for federal (1332 waiver) passthrough funding (but to
finance other state initiatives).
• Status: In public process to design the standard benefit plan in anticipation of offering for the
2023 plan year.
Oregon:
• Description: Enacted a second public option study bill (2021) directing the Oregon Health
Authority to create an implementation plan for a public health plan for individuals and families
in the individual health insurance market and small employers.
• Status: The implementation plan, associated analyses, and recommendations for the structure
and design of the public health plan are due to the Legislative Assembly by January 1, 2022.
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New Mexico:
• Description: Medicaid buy-in with the goal of providing a low-cost health insurance choice for
New Mexico residents. Financed with state dollars.
• Status: Legislation stalled since 2019.
Connecticut
• Description: Proposals to allow small businesses and individuals to enroll in state employees
program (failed in 2019) and create a public option for small businesses and non-profits (2021).
• Status: Legislation under consideration.
Health Equity Impact
The United States Centers for Disease Control and Prevention (CDC) describes Health Equity as “…action
to ensure all population groups living within an area have access to the resources that promote and
protect health”. This Public Option can positively impact health equity by setting cost sharing or network
requirements to address economic, racial, or geographic disparities or access issues, or to add benefits
on top of essential benefits to compliment other programs.
Alignment with other proposed Options
Savings identified in Cost Growth Target performance improvement plans, Moderate-Needs Group, and
Blueprint Expansion Options can be used to reduce the Public Option premiums.
Policy Implementation and Considerations for Further Study
State experience across the country indicate that leveraging a public option (defined broadly) is viewed
as a viable means to expand coverage options, increasing access and addressing affordability issues for
consumers—even as data on outcomes related to early implementers are still uncertain. It is also the
case that introducing a new coverage option is complex and multifaceted, with disparate and
interconnected impacts on consumers, issuers, providers, employers, and the state.
States which have implemented some form of public option (Nevada, Colorado and Washington), as well
as states that are still considering the appropriateness of a public option for their market, have rested
their decision-making upon some level of detailed study and analysis to understand policy design and
implementation considerations before moving forward (or as a guide to deciding whether or not to
move forward).
Given the size of the market and the potential for affordability gains related to a public option, a
prudent, forward looking next step would be to authorize/direct further study and analysis on this issue
to refine and make more precise the viability of a public option to address affordability and access in
Vermont.
There are a number of policy levers and implementation considerations to take into account in analyzing
the viability of a public option. The analysis should illuminate pros and cons associated with
implementation options based on actuarial and policy analysis, as well as examining what has or has not
worked in other states (such state comparisons provide an advantage not available to early adopting
states).
In this case, the study should also examine those levers with a particular focus on the uniqueness of the
Vermont marketplace, including:
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1. What Type of Public Option?
As noted, a public option generally is considered along a continuum of state intervention – ranging
from creating a new state sponsored insurance program, to a state plan “buy in”, to a public private
partnership.
Based on the experience and stakeholder reaction in other states, notably Nevada and Washington,
where public option legislation has been enacted, a public private partnership where the state
sponsors a plan (either through bidding or regulation) on the marketplace would be most likely to
meet dual goals of increasing access and affordability for Vermonters.
There are two approaches to administering a public private partnership—via contracting with an
existing issuer or administered by the state with the help of a Third Party Administrator (TPA).
Using an issuer requires significantly fewer administrative state resources, since it only requires
contracting and oversight and not full implementation and operational support. Using TPA to
operationalize the program reduces the need for new agency resources, including hiring new
expertise and investing in technology to review and pay claims – however, the state holds the risk of
premiums covering all medical and administrative expenses.
State Approaches to Types: Both Nevada and Washington are leveraging commercial issuers as the
delivery mechanism. In Nevada, issuers who wish to participate in Medicaid managed care must
submit a good faith bid (and they have the option to open competition to other issuers). In
Washington the Health Care Authority has procured five carriers that will offer the newly created
Cascade Care public option plans in 19 counties.
Opportunities for Vermont-Specific Analysis: Both Washington and Nevada opted for a public
private partnership to advance the public option in their state. Given Vermont’s market dynamics
(discussed below), it might be worth considering further examination of a public program buy in,
either via Medicaid or the public employee program, as a potential option for the state (given recent
history and policy considerations in the state, the third type of public option -- a new state-run plan - is likely not viable for Vermont).
2. What is the Most Appropriate Plan Benefit Design?
In order to operate on the Marketplace, a state-sponsored public option must meet the
requirements of a HP, including offering the ten essential health benefits, community rating and
participating in risk mitigation programs (i.e., risk adjustment and reinsurance). In addition. A public
option plan will need to compete among plans to draw consumers, and plan design – benefit levels
and cost sharing protections – will be key to generating enrollment in a competitive marketplace.
The public option could be offered in all the metal tiers of marketplace insurance plans (bronze,
silver, gold, and platinum) or in only a subset. Moreover, multiple public plans could be offered
within a metal tier or just a single plan (allowing varying combinations of cost sharing and
deductibles and provide different benefits, such as coverage of dental and vision care).
Plan design can also be a lever to drive other important policy considerations or savings for the
state. For example:
•

Setting cost sharing or network requirements to address economic, racial, or geographic
disparities or access issues.
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•
•

Adding benefits on top of essential benefits to compliment other programs, such as services
tied to ADL supports and perhaps some other non-traditional supports focused on
improving and maintaining function in populations at risk for needs in the LTSS area.
Creating value or performance based contracting opportunities with providers, or networks
of providers, to drive clinical improvement and cost savings via shared risk arrangements,
for example.

State Approaches to Plan Benefit Design: Washington requires carriers to offer at least one gold
and one silver standard plan and incents other key outcomes in benefit design as part of the
procurement including: lower deductibles, access to more services before the deductible, and
copays to provide transparency and predictability of costs for consumers. In addition, there are
quality and value participation requirements specific to the Cascade Care public option plans.
Nevada requires carriers to meet QHP requirements at the silver and gold level and aims to
prioritize insurer applicants with networks that: align the providers across the public option
and state Medicaid program, include rural and safety-net providers, strengthen the primary care
and behavioral health workforce (particularly in rural areas), accept value-based payment
models, and decrease disparities in access and outcomes and provide culturally competent care.
Opportunities for Vermont-Specific Analysis: The study can examine whether the benefit designs in
the public option can be used to drive desirable policy outcomes in the state. For example, using the
plan to set cost sharing or network requirements to address economic, racial, or geographic
disparities or access issues, or to add benefits on top of essential benefits to compliment other
programs. Further, the all-payer model in Vermont provides an opportunity to examine how
provider contracting, networking and payment arrangements can be used to drive savings and
quality improvements.
3. How Will Premium Savings and Financing be Established?
A public option will need to compete on premium, not just to draw enrollees but also if federal
passthrough savings are to be considered. The effect that establishing a public option would have on
premium tax credits would depend on how the public option’s premiums compared with those of
private plans. Notably, a lower benchmark premium also lowers federal costs due to reduced federal
tax credits.
As noted, the state could seek a Section 1332 waiver to recoup the difference in costs in the form of
pass-through funding if the state-sponsored plan is the new benchmark or becomes the lowest-cost
plan.
Generally, there will be two levers available to the state to drive premium savings: provider rate
limitations or premium regulation.
Using provider rate limitations, the state would set a benchmark provider reimbursement rate to be
used by the contracted carrier, or in direct state negotiations with providers. In order to reduce
premiums, this reimbursement rate would need to be set below the current commercial rates but
would have to be balanced against the need to attract providers and pay a reasonable amount for
clinical services. The state may consider incenting provider participation in order to maintain lowerthan-Marketplace rates, such as tying participation in the public option to participation in other
state-procured health coverage programs (e.g., Medicaid).
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Premium regulation would entail authorizing requirements for bidders to reach a premium
reduction target and leave the mechanisms of the reduction to the carrier. Existing carriers may
have more flexibility to negotiate rates for a state-sponsored product than for a traditional
commercial offering with the backing of the state.
State Approaches to Premiums and Financing: Washington caps rates at 160 percent of Medicare
with floors for primary care and rural hospitals. Of note, because in the first year of operation, plans
were only offered in 19 of 39 counties, Washington is amending their program to add hospital tie-in
requirements to ensure access and participation.
Nevada is taking a hybrid approach to ensure premium savings. First, the state ties participation in
the Medicaid managed care plan to offering public option plans. Second, they set a payment floor to
Medicare provider rates. Finally, to ensure premium savings for Nevadans, public option plans must
submit rates that are at least 5 percent lower than the previous year’s rates for a benchmark
Marketplace plan; annual premium increases must be no higher than the Medicare Economic Index
for that year. The state may revise these requirements if it ensures at least a 15 percent reduction in
premiums over the first four years.
Opportunities for Vermont-Specific Analysis: In general, we know that a public option can
theoretically help drive premium down for intended populations. An actuarial study will help
determine specifically for Vermont, given its market and risk profile, if a public option premium can
be meaningfully set to drive enrollment, and hopefully capture savings for consumers.
The study should also examine the role of premium savings on potential passthrough funding
available to Vermont via a 1332 demonstration waiver, and how those savings might be applied to
offsetting any state costs for the program.
The study should also be used to understand the impact of extended ARPA premium subsidies on
the current marketplace and as well as the impact of their extension or expiration on the viability of
a public option. Such analysis will be helpful in discussions with the Administration over
continuation/expiration of the enhanced subsidies.
The premium analysis should also, to the extent practicable, illuminate impacts on small employers
of premium reductions and enrollment changes.
To the extent that Vermont moves forward with cost growth or affordability targets, is there an
opportunity to tie premium growth or reduction targets for a public option to a broader scheme of
growth limitations?
4. What Market/Resident Eligibility is Most Appropriate?
The state will also need to consider resident eligibility and market segment for the public option: in
particular, will the target population include both subsidized and unsubsidized populations who may
benefit from a lower-premium product? Further, given that the small and individual group markets
in the state share a risk pool, it makes sense to open the option to both segments.
Eligibility can also be a tool to drive access and affordability efforts at targeted populations. For
example, leveraging a public option to assist small group market in meeting the cost and coverage
demands for their employees. Setting up a plan on the exchange with lower premiums, or where
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individuals could receive subsidies, might be more attractive option for employers. Alternatively,
either as a stop gap or as part of a public option implementation plan, the state could set up
navigator or other assister programs to help small employers understand the financial
considerations associated with offering coverage versus allowing employees to seek subsidized
coverage on the marketplace. Of course, the federal guardrails (particularly limitations on increases
to federal spending of 1332 waivers) need to be considered when targeting previously covered small
group members – waivers that increase federal spending (e.g., by increasing the # of state residents
receiving subsidies when previously covered by employers) will not lead to passthrough funding.
State Approaches to Eligibility: Washington and Nevada make coverage open to those eligible to
enroll on the exchange; Nevada is studying opening coverage to small employers and their
employees.
Opportunities for Vermont-Specific Analysis: Unlike Washington and Nevada, the small group and
individual markets in Vermont are combined, requiring unique technical actuarial and policy analysis
to understand the premium and uptake parameters of a public option in Vermont.
Also unlike other states, insurance coverage and offerings in Vermont are fairly stable; the study
should examine whether or not a public option would further promote uniformity across the state,
or not.
The presence of only two issuers in the state makes analysis of a public option somewhat unique
relative to what other states have undertaken. The analysis should specifically consider the impact
of limited issuers and how the # of issuers might inhibit or promote the goals of a public option.
The study could also be useful in understanding the role of information and comparison tools for
small employers seeking to understand the value of providing coverage or having employees seek
coverage in the marketplace
5. State Administration
Enacting a public option will also require consideration of the locus of administrative accountability
in the state. Under any scenario, the interplay of marketplace oversight, provider rate setting, access
and beneficiary protections will require consultation across all relevant state agencies.
State Approaches to Administration: Cascade Care, in Washington, is administered by the state
exchange in partnership with the Medicaid agency and the insurance commission. In Nevada, the
plan is administered by the Human Services agency, in consultation with the marketplace and
insurance commission.
6. Study Timing and Execution
Executing Agency: States have taken varying approaches to assigning further responsibility for
additional analysis. In Nevada, the study was authorized by the state legislature to be conducted by
a legislative committee. In Washington and Colorado, the state executive branch was directed to do
the study by the legislature. With appropriate resources, the Department of Vermont Health Access,
as a locus of both Medicaid and marketplace operations and policy would likely be an appropriate
locus of responsibility, in coordination with the Green Mountain Health Board and the Department
of Financial Regulation.
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Timing: Ideally given the timing of plan design and implementation, any study would need to be
complete in time for the state and issuers to operationalize any recommended changes. Anticipating
a 12-18 month plan implementation window, a study would need to be complete sometime in the
summer of 2022 in time for the 2024 plan year.
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Expand Blueprint for Health
Payer
Care
Mgm
tnt
Blueprint
CHT

Healthy, lowest
need
With rising risk there are fewer individuals but increased need
Description
This option proposes expanded and improved use of claims and other patient-level data, in addition to
publicly available social determinants of health data, to enhance the referral of Vermonters to Blueprint
Community Health Teams (CHTs) for care management 50 and to make the connection to ongoing return
on investment (ROI) analysis. This will promote increased payer investment in the Blueprint to fund the
expansion of cost-effective Blueprint services, as well as to incorporate those observed savings into
reductions of health insurance premiums and possibly other household cost sharing. Both the
identification and stratification of potential community members who could benefit from Blueprint
services and the return on investment analysis of the population served will serve to move the
successful Blueprint program forward.
Who will it affect?
Vermonters with any or no health insurance, who are referred by their Primary Care Medical Home
(PCMH) or identified with advanced analytics as needing care management and then referred to
appropriate Blueprint for Health CHTs across the state. ROI analysis will promote the uptake of Blueprint
services, inform payer rate setting, and enable targeted quality improvement efforts.
Why this option?
The Blueprint for Health is a well-respected state-run program that supports care management services
in communities, at the practice level, enabling local communities to develop their system as needed. The
Blueprint for Health is viewed as a leading program in the effort to promote primary care transformation
and address mental health, substance use, and unmet social needs. The Blueprint for Health
accomplishes these goals by mobilizing community-based resources to work closely with primary care
and women’s specialty practices.
Vermont’s payers (Medicaid, Medicare, and Commercial Payers) make direct payments to support
Blueprint services. In 2020, these payments amounted to $9,381,138 to the Health Service Area
Throughout this Policy Option description, HST utilizes “care management” broadly to refer to care management,
case management, and care coordination activities.

50

Expand Blueprint for Health

41

Administrative Entities to fund CHT staff capacity, $9,821,223 in quality payments to the Patientcentered Medical Home practices for National Committee for Quality Assurance (NCQA) recognition,
and $6,607,313 to support Medication Assisted Treatment in Vermont’s Hub and Spoke model. Vermont
Medicaid contributes additional resources to support other programs as well as administrative and
some analytic capacity 51.
Further evolution and expansion of the Blueprint requires advanced analytics that will use emerging
technologies to:
1. Identify Vermonters needing care management services and refer them to care within the
Blueprint or, where appropriate, other care management resources in the state.
2. Measure and consistently report ROI so that payers and other stakeholders can understand the
value of their Blueprint investment. This information can identify anticipated and actual savings,
which can support future decisions on investing in care management and can also be included in
the Green Mountain Care Board (GMCB) rate review processes 52.
Expected Outcomes
With high-quality data-driven decision making, the Blueprint can leverage its well-developed
community-based infrastructure and positive reputation to effectively identify Vermont patients
needing supports. In collaboration with other payer and provider care management activity (such as
programs run by Vermont Medicaid -- Vermont Chronic Care Initiative and BCBSVT) and utilizing
informed patient identification, the Blueprint can move toward a common reporting process to identify
gaps in care and avoid duplication of services. Payers and regulators can depend on systematic ROI
analysis to move toward the most cost-effective care and to inform rate setting.
To assure efficient and effective use of care management resources in Vermont, this option recognizes
the need to inventory existing programs and to put in place a mechanism for referral to the Blueprint
and other care management resources that considers the resources dedicated to specific individuals.
This option does not propose statewide coordination of all these programs at the operational level. HST
does envision working towards common ROI reporting across multiple programs and recommends that
the state begin by updating the 2015 Vermont Health Care Innovation Project (VHCIP) Care Models and
Care Management (CMCM) Work Group report that inventoried existing programs in the state 53. This
survey includes 42 care management providers across the state, grouped into the following categories:
ACO, Health Plan, State Agency, Blueprint Community Health Team, Community Service Provider, and
Health Care Provider. Ideally, a common format for reporting could help to streamline and align
different populations that teams like Vermont Chronic Care Initiative (VCCI) 54, Blue Cross Blue Shield of
Vermont integrated care management 55, and the Blueprint Community Health Teams (CHTs) 56 serve and
will describe the services performed with shared definitions.
Health Equity Impact
The Blueprint for Health is uniquely positioned to promote health equity in the state. Funded by all
healthcare payers, it was intentionally designed to serve all Vermonters, regardless of insurance status.
https://blueprintforhealth.vermont.gov/sites/bfh/files/doc_library/BlueprintforHealthAnnualReportCY2020.pdf
https://ratereview.vermont.gov/
53
https://healthcareinnovation.vermont.gov/sites/vhcip/files/documents/3-0915%20Care%20Management%20Inventory%20Survey%20Report.pdf
54
https://dvha.vermont.gov/providers/vermont-chronic-care-initiative
55
https://www.bluecrossvt.org/health-community/your-health-and-wellness/help-managing-your-health
56
https://blueprintforhealth.vermont.gov/about-blueprint/blueprint-community-health-teams
51
52
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Patients who receive brief mental health counseling (or any service) with a Blueprint-funded behavioral
health specialist are not subject to out-of-pocket cost sharing, reducing the financial burden for
Vermont households as well as increasing access to care. Additionally, the use of publicly available, nonclaims data to identify Vermonters needing services will help to address the bias inherent in claims data
toward people who are utilizing the health care system, which misses people who are not already
accessing care.
What have other states done?
Many states have programs that fund Blueprint-type services including risk screening and embedded
care management and behavioral health services in primary care practices. Highlighted below are new
programs and initiatives that capture the most current understanding of effective primary care delivery
system innovation.
Maryland’s Primary Care Program 57 (MDPCP) is a key element of Maryland’s Total Cost of Care (TCOC)
All-Payer Model. It is similar to the Blueprint in that it is a voluntary program open to all qualifying
primary care providers that provides funding and support for the delivery of advanced primary care
throughout the state. Separate entities (in Maryland they are Care Transformation Organizations and in
Vermont they are Health Service Areas 58) hire and manage an interdisciplinary care management team
capable of furnishing an array of care coordination services to patients attributed to participating
practices.
The MDPCP also uses data from several sources, including claims and publicly available data, for risk
stratification and assignment to care. Patient outcomes are optimized by focusing those care
coordination resources on the patients for whom these resources will generate the most benefit. 59
In 2020, which was year 2 of the MDPCP, over 2,700,000 patients were served 60. With the bundle of
support and guidance provided by Maryland Department of Health (MDH), beneficiaries attributed to
MDPCP practices experienced significantly lower rates of COVID-19 infection, inpatient admissions, and
deaths as a proportion of the total population. Robust and readily accessible support, data, and
guidance from MDH to advanced primary care practices enabled better outcomes by overcoming one of
the chief challenges during a pandemic: prompt, data-driven, and effective action at the population
level. 61
In August 2020, eight Washington State payers jointly developed and signed a memorandum of
understanding (MOU) outlining a multi-payer initiative that strengthens primary care through an
integrated whole-person approach that includes behavioral and preventive services, under the umbrella
of the Washington Primary Care Transformation Model (PCTM) 62.

https://health.maryland.gov/mdpcp/Pages/home.aspx
https://blueprintforhealth.vermont.gov/about-blueprint/blueprint-transformation-network
59
https://health.maryland.gov/mdpcp/Documents/MDPCP%20PreAH%20Risk%20Score%20Specifications%20and%20Codebook.pdf
60
MDPCP_Year2_2020_Summary.pdf (maryland.gov)
61
Improving COVID-19 Outcomes for Medicare Beneficiaries: A Public Health–Supported Advanced Primary Care
Paradigm - Milbank Memorial Fund
62
https://www.hca.wa.gov/about-hca/value-based-purchasing/multi-payer-primary-care-transformationmodel#resources
57
58
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The Model, which is targeted for implementation in January
2023, includes the following components:

A recent study published in the
American Journal of Managed Care
examined 14 health care
interventions funded under the
second round of Health Care
Innovation Awards by CMS. It
determined that the features most
strongly associated with a
reduction of total expenditures
included behavioral health,
telehealth, and health information
technology. Overall, the best
performing programs saved an
average of $73 per member per
month.

1. Primary care as integrated whole-person care, including
behavioral and preventive services
2. Shared understanding of care coordination and providers in
that continuum. Patients are assigned to care teams based on
level of need, stressing the importance of managing chronic
disease, behavioral health, oral health, social support needs,
and the goals of the patient, family, and caregiver.
3. Aligned payment and incentives across payers to support
model. Plans will align payment approaches, which will be
tied to measurable value metrics and may include a
combination of transformation of care fees, comprehensive
payments, and performance-based incentive payments.
4. Financing. Payers agree to an incremental and defined
percent (%) of spend on primary care as a proportion of total
https://www.ajmc.com/view/features-of-healthcost of care.
care-interventions-associated-with-reduced5. Improved provider capacity and access. Patients are
services-and-spending
empaneled or attributed to high-functioning care teams to
coordinate and provide care, and patients receive meaningful
annual engagement using a range of modalities.
6. Application of actionable analytics (clinical, financial, and social supports.) Payers and providers
together use cost and utilization data that is interoperable with and across EHR systems to develop,
implement, and document interventions to improve performance.
7. Aligned measurement of “value” from the model. Primary care is defined as integrated wholeperson care, including evidence-based behavioral and preventive services.

The Centers for Medicare and Medicaid Innovation’s Comprehensive Primary Care Plus (CPC+) is the
largest and most ambitious primary care payment and delivery reform model ever tested in the United
States and is currently operating in 2,610 primary care practices and 18 regions across the country.
Through CPC+, CMS is testing whether multi-payer payment reform, actionable data feedback, robust
learning supports, and health information technology (IT) vendor support enables primary care practices
to transform how they deliver care and improve patient outcomes. CPC+ requires practices to transform
across five care delivery functions: (1) access and continuity, (2) care management, (3)
comprehensiveness and coordination, (4) patient and caregiver engagement, and (5) planned care and
population health. The model is running for five years in each region 63.
Alignment with other proposed Options
A statewide identification and stratification system can help identify Vermonters that are appropriate
for Blueprint services and other payer care management programs, as well as for the limited HCBS and
Caregiver Supports offered in the Moderate-Needs Expansion option. Additionally, as part of Vermont’s
overarching Cost Growth Target and Affordability Index, the ROI experienced via the Blueprint can be
‘booked’ as savings, along with other proven cost saving technologies and interventions, and formally
used by the Green Mountain Care Board to regulate commercial health insurance premiums as well as
positively impact budgets for publicly-funded care.
63

https://innovation.cms.gov/innovation-models/comprehensive-primary-care-plus
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Further research
Vermont-specific data analysis will reveal the current Blueprint service reach and identify needs and
opportunities for expansion. Specifically, data showing where care management is happening across the
state and across payers. HST recommends conducting a thorough care management inventory,
developing common program definitions, identifying the individuals served and creating common
groupings of individuals served.
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Task Force Charge
Sec. E.126b TASK FORCE ON AFFORDABLE, ACCESSIBLE HEALTH
CARE; REPORT
(a) Creation. There is created the Task Force on Affordable, Accessible
Health Care to explore opportunities to make health care more affordable for
Vermont residents and employers.
(b) Membership. The Task Force may be composed of the following six
members:
(1) three current members of the House of Representatives, not all from
the same political party, who shall be appointed by the Speaker of the House;
and
(2) three current members of the Senate, not all from the same political
party, who shall be appointed by the Committee on Committees.
(c) Powers and duties. The Task Force shall explore opportunities to make
health care, including prescription drugs, more affordable for Vermont
residents and employers, including identifying potential opportunities to
leverage federal flexibility and financing and to expand existing public health
care programs. In completing its work, the Task Force shall:
(1) keep in mind the principles for health care reform enacted in 2011
Acts and Resolves No. 48 and codified at 18 V.S.A. § 9371:
(2) identify the primary drivers of health insurance premium increases in
Vermont;
(3) review the findings and recommendations from previous studies and
analyses relating to the affordability of health care coverage in Vermont;
(4) determine actions the State can take without federal assistance to
address the unmet health care needs of Vermont residents and employers;
(5) analyze the long-term trends in out-of-pocket costs in Vermont in
individual and small group health insurance plans and in large group health
insurance plans; and
(6) identify opportunities to decrease health care disparities, especially
those highlighted by the COVID-19 pandemic and those attributable to a lack
of access to affordable health care services.
(d) Assistance.
(1) To the extent that applicable funds are appropriated in Sec. B.1106
of this act, the Joint Fiscal Office shall contract with a consultant to provide the
Task Force with technical and research assistance in carrying out the duties set
forth in subsection (c) of this section. The consultant’s primary focus shall be
on monitoring and reviewing opportunities made available by the Biden
Administration to expand access to affordable health care through existing
public health care programs or through emerging opportunities to address the
unmet health care needs of Vermont residents and employers. The consultant
shall remain available to assist the committees of jurisdiction as needed
throughout the 2022 legislative session.
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(2) In addition, the Task Force shall have the administrative, technical,
and legal assistance of the Office of Legislative Operations, the Office of
Legislative Counsel, and the Joint Fiscal Office.
(f) Reports.
(1) On or before December 1, 2021, the Task Force and the consultant
shall brief the leadership of the House Committee on Health Care and of the
Senate Committee on Health and Welfare on their preliminary findings.
(2) On or before January 15, 2022, the Task Force and the consultant
shall present to the House Committee on Health Care and the Senate
Committees on Health and Welfare and on Finance their findings and
recommendations regarding the most cost-effective ways to expand access to
affordable health care for Vermonters without health insurance and those
facing high health care costs and the various options available to implement
these recommendations.
(g) Meetings.
(1) The first meeting of the Task Force shall occur on or before August
15, 2021.
(2) The Task Force shall select House and Senate co-chairs from among
its members at its first meeting. The Co-Chairs shall alternate acting as Chair
at Task Force meetings.
(3) A majority of the Task Force membership shall constitute a quorum.
(4) The Task Force shall cease to exist on January 15, 2022.
(h) Compensation and reimbursement. For attendance at meetings during
adjournment of the General Assembly, the members of the Task Force shall be
entitled to per diem compensation and reimbursement of expenses pursuant to
2 V.S.A. § 23 for not more than five meetings. These payments shall be made
from monies appropriated to the General Assembly.
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Process

Prior to the Task Force meeting on September 29, 2021

HST met with JFO and the Task Force Co-Chairs to discuss the approach for the scheduled Task Force
meeting, including the process for developing an initial list of Options. HST worked internally to produce an
initial Options list, as well as drafting principles of affordable and accessible healthcare for Task Force
consideration.

Task Force meeting on September 29, 2021

At the scheduled public meeting of the Task Force in September, the members began with a discussion of
the proposed principles of affordable and accessible healthcare, which were amended based on that
discussion, and are included on page x of this Appendix.
HST then presented a list of 21 Options, to which a 22nd was added during the discussion. The initial options
were grouped in the following categories:
• Cost Containment and Value Based Purchasing
• Affordable Care Act (ACA) Section 1332 Waiver
• State subsidies and service expansion
• Pharmacy
• Transparency and Regulation
Task Force members directed HST to do further research and narrow down the list prior to the next full Task
Force meeting.
Documents related to the September 29, 2021 meeting can be found on the Vermont legislature website:
https://legislature.vermont.gov/committee/document/2022/368/Date/9-29-2021#documents-section

Prior to the Task Force meeting on October 28, 2021

HST Subject Matter Experts reviewed and ranked the Options to narrow the list to seven.
The variables considered included:
1.
2.
3.
4.
5.
6.

Household affordability impact: # people x level of change
Accessibility impact: # people x level of change
Timeframe and legislative or programmatic lift
Health equity impact
Level of federal involvement needed
State/federal savings or cost

HST also began to conduct informational interviews with Vermont healthcare stakeholder leaders during this
period. The conversations typically centered around the proposed Options list, but were not limited to those
topics. Individuals interviewed provided important insights that were used to inform the Options documents
to come.
Multiple interim meetings were conducted with JFO and Task Force co-chairs and members to keep all
parties informed and provide opportunities for course corrections
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Task Force meeting on October 28, 2021

At the scheduled public meeting of the Task Force on October 28, HST Subject Matter Experts presented
initial research conducted on the following seven Options:
1.
2.
3.
4.
5.
6.

Public Option
Medicaid Post-Partum Coverage
Remote Access to Health Care Services
Extend Moderate Needs Supports
Cost Growth Containment/ Affordability Boards/ Affordability Standards
Expand VT Blueprint for Health, e.g., improved analytics, reduce cost sharing, increase access to
mental health and maternal health services
7. Legislation directed at Pharmacy Benefit Managers (PBMs)
Task Force members asked questions and engaged in a fruitful discussion to further clarify their priorities.
The seven options were reduced to four, based primarily on the fact that action was currently being taken by
the legislature and/or the administration on three of the Options: Medicaid Post-Partum Coverage, Remote
Access to Health Care Services, and Pharmacy Benefit Managers (PBMs). Therefore, the Task Force
consensus was that HST would focus on the remaining four.
Documents related to the October 28, 2021 meeting can be found on the Vermont legislature website:
https://legislature.vermont.gov/committee/document/2022/368/Date/10-28-2021#documents-section
HST’s PowerPoint presentation to the Task Force is included on page xxiv of this Appendix.

Prior the Task Force meeting on December 15, 2021

Note: The scheduled public meeting of the Task Force on November 22, 2021 was pre-empted due to a
special session of the legislature held that day.
HST continued stakeholder informational interviews, meeting with some individuals several times. A full list
of those stakeholder organizations can be found in on page xv of this Appendix.
This period of time was also devoted to a deep dive into the four prioritized options:
1. Cost Growth Benchmark and Affordability Standards
2. Extending Moderate Needs Supports
3. Public Option
4. Expansion of VT Blueprint for Health
Research was focused on understanding what other states have done in these areas, what the federal
government has done or its stated intentions, and what Vermont has done. This was overlayed with stated
Task Force priorities as well as insight gained from stakeholder interviews and correspondence from
advocates. Copies of the correspondence received start on page xvi of this Appendix.
During this time HST also established a Data Use Agreement to access the VHCURES data set. That data
mining and analysis work was primarily focused on the Extending Moderate-Needs Supports Option.
Multiple interim meetings were conducted with JFO and Task Force co-chairs and members to keep all
parties informed and provide opportunities for course corrections.
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Task Force public meeting on December 15, 2021

This meeting brought to fruition the activity conducted up to this point. HST Subject Matter Experts
discussed in detail the four Options, allowing for robust discussion with the Task Force throughout.
Additionally, a demonstration of advanced population health identification and stratification was presented
by Clarify Health, as an example of what is possible if Vermont decides to invest in this technology to support
the proposed Options, as well as other healthcare delivery system structures.
As a result of the Task Force discussion at this meeting, HST added an additional research topic: How the
state can make use of the Medicare Savings Program to increase accessibility and affordability for
Vermonters. This whitepaper can be found on page liii of this Appendix.
The Policy Option documents begin on page 9 of this report, including detailed analysis of the VHCURES data.
Where appropriate, the documents provide legislative and administrative options/considerations, as well as
details on how other states have approached the issue. Each Option also contains a Health Equity impact
statement and a description of how it intersects with and complements the other three Options.
Documents related to the December 15, 2021 meeting can be found on the Vermont legislature website:
https://legislature.vermont.gov/committee/document/2022/368/Date/12-15-2021#documents-section
HST’s PowerPoint presentation to the Task Force is included on page xxxii of this Appendix.
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September 29, 2021 Handout: About Health System Transformation, LLC

Health System Transformation, LLC (HST) as a business entity has been in existence for five years.

The organizational roots, however, span across the decades that founder and President Joshua Slen has
worked in direct state and state facing roles. The HST approach is to develop a bespoke team for each
engagement made up of individuals with the necessary expertise to provide deep subject matter
expertise, analytics, research, writing, project management, and a host of other supports to assure that
your project is superbly staffed. Every member of the curated team that HST assembles hasworked in the
healthcare space for decades. Collectively, HST brings together experts from all areas of state facing
healthcare. Joshua and the individual HST team highlighted below are nationally known health policy
experts responsible for designing and implementing state-wide health system improvements including
transformational population health interventions and federally approved Medicaid Waivers. Over the
past thirty years Joshua has worked in multiple states, including Vermont, directly for the State
Legislature and Governors. He has lead state budget development, run the Medicaid program,
negotiated federal waivers, supported state-wide quality improvement, built population management
programs, worked for and with multiple Health Information Exchanges, and more. HST works today with
multiple corporate and non-profit clients on complex health policy and strategy issues. HST continues to
lead the health system improvement conversation nationally supporting multiple initiatives across
multiple states and with the federal government.

Your HST team includes hand-picked individuals that provide the skills and expertise gained through

decades of healthcare experience at the state and federal levels along with system level experiences in
health information technology, quality improvement, and many other healthcare areas. Joshua and Julie
have done dozens of projects pulling together bespoke teams to support state health system efforts over
the past several years. Key individual team member background information is included below.

Julie Trottier, MSA

is a native Vermonter who brings 30 years of experience in public and private sector health and human
service care delivery system development, care management, quality assurance and improvement, and
healthcare administration. She has worked for three departments within the VT Agency of Human Services,
including DAIL, DCF, and DVHA and has been a leader and team contributor to a number of healthcare
initiatives including the Vermont Chronic Care Initiative, the Blueprint for Health, and severalnational
federally sponsored practice transformation demonstrations. In her work both within Vermont and on
consulting projects in other states and for the Centers for Medicare and Medicaid Services, Julie has
facilitated connections between state and federal government agencies and community providers to
develop value-based practices for health and human services funding and delivery, operational procedures,
and improved care coordination for Medicare and Medicaid enrollees.

Tim Hill, MPA

is the Senior Vice President, Health, for IMPAQ International. He is a highly experienced health policy
executive with a demonstrated ability to lead diverse teams developing and implementing health policy
solutions in fast paced environments. He has strong policy, financial management and program
implementation qualifications and a 25-year track record of successful interactions at the highest levelsof
the executive branch, Congress, oversight agencies and the press. Mr. Hill is a recognized expert in the
health policy community as a strong communicator who brings a risk-based, solutions-oriented mindset
to problem solving and policy development. Immediately prior to joining IMPAQ, Mr. Hill was the senior
career executive with policy and operational oversight of Medicaid and Children’s Health Insurance
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Program (CHiP) as the Deputy Director of the Center for Medicaid and CHIP Services (CMCS) within CMS.
Mr. Hill also served as Deputy Director of the Center for Medicare, overseeing policy and operations of
the Medicare Part D and Medicare Advantage programs. Mr. Hill has been an accountableleader in
several other senior positions within CMS, including CMS Chief Financial Officer, CMS Program Integrity
Director and Deputy Director of the Center for Consumer Information and Insurance Oversight.

Beth Waldman, JD, MPH

is a Senior Consultant at Bailit Health with national expertise in health care policy, program development
and implementation, specializing in Medicaid and CHIP programs and coverage for the uninsured. During
her fourteen plus years with Bailit Health, Beth has been actively involved in efforts across the country to
improve access and delivery of health care to low-income individuals while working to make coverage
more affordable and assist payers in efforts to expand value-based purchasing. Beth’s work includes
assisting states and other stakeholders in delivery system and payment reform design, including PCMH
and ACO development; Medicaid managed care procurements;care management and health home
program design; behavioral health reform, including integration, opiate prevention and treatment; design
and implementation of Medicaid and other public program expansions; quality measurement; and longterm services and supports strategy and integration.
Immediately prior to joining Bailit, Beth served as the Massachusetts Medicaid Director and was
responsible for the administration of all aspects of the Massachusetts Medicaid program, MassHealth,
including DSH policy. Beth played a key role in the development and implementation of the
Commonwealth’s historic Health Reform Law. Beth negotiated the federal waiver, oversaw the
implementation of several MassHealth population and service expansions, and served as a member of the
Board of the Commonwealth Health Insurance Connector Authority. Prior to becoming Medicaid Director
in September 2003, Beth spent nine years in various roles at the Division of Medical Assistance.In her
various roles, Beth gained expertise in all aspects of the state’s Medicaid program – including eligibility,
provider rate payments, managed care contracting, and long-term care services.
https://www.linkedin.com/in/joshuaslen/
www.linkedin.com/in/julie-trottier-a714a922
https://www.linkedin.com/in/timothy-hill-786b487a/
https://www.linkedin.com/in/beth-waldman-b724a5b/
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September 29, 2021 Handout: Proposed Principles of Affordable and Accessible
Health Care
A focus on affordable health care:
•
•
•
•
•

•
•

moderates the rate of cost growth.
monitors all health care related spending per household, including premium contributions andall
out-of-pocket spending (deductibles, cost-sharing obligations, and other health care expenses).
can be defined as a maximum percent of income annually per household.
means that households can obtain the necessary health care to maintain good health without
sacrificing basic needs and without incurring unreasonable levels of debt.
means that health insurance coverage must provide an adequate benefit package with a defined
set of services. Gaps and cliffs in coverage should be reviewed and addressed regularly with
regulation and law updates.
does not simply shift costs from one group to another.
does not overburden employers.

Accessible health care:
•
•
•
•
•
•
•
•
•

is available to all Vermonters regardless of their zip code.
is available irrespective of insurance carrier or lack thereof.
is available to all Vermonters regardless of race, ethnicity, gender identity, sexual orientation,
disability status, citizenship, or immigration status.
means receiving timely services.
includes necessary transportation to health care services.
includes remote options.
includes the ability for individuals to access a provider with the expertise they need.
includes services that address mental health and substance use disorders.
includes support and referrals to services that address health related social needs.
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September 29, 2021 Handout: Initial Options for Discussion
Option

Brief Description

Cost Containment and Value Based Purchasing
Cost Growth
Containment/
Affordability Boards/
Affordability Standards

Utilizing data to understand and define what is affordable for families and
individuals earning different incomes and living in different communities
allows policymakers to create solutions to ensure health care is more
affordable. Instituting affordability standards would help keep policymakers,
providers, and insurers accountable for providing care and coverage that is
accessible and equitable.

A cost-growth benchmark program is a cost-containment strategy that limits
how much a state’s health care spending can grow each year. Massachusetts
Cost Growth Benchmark
established the first program in 2012. A growing number of states are now
using the strategy to contain costs for patients, providers, and payers.

Episodes of Care across
all payers

In contrast to traditional fee-for-service reimbursement where providers are
paid separately for each service, an episode-of care payment covers all the
care a patient receives in the course of treatment for a specific illness,
condition or medical event. Maternity is one area where an Episode approach
can support savings. There are many other areas where episodes can drive
efficiencies. Savings can be realized in three ways: 1) by negotiating a payment
so the total cost will be less than fee-for-service; 2) by agreeing with providers
that any savings that arise because total expenditures under episode-of-care
payment are less than they would have been under fee-for-service will be
shared between the payer and providers; and/or 3) from savings that arise
because no additional payments will be made for the cost of treating
complications of care, as would normally be the case under fee-for-service.
Episode-of-care payments also are known as case rates, evidence-based case
rates, condition-specific capitation and episode-based bundled payments.

Health insurance rate
review

For over a decade, Rhode Island has used its health insurance rate review
authority to constrain the growth of hospital prices to the rate of inflation plus
one percent. Other states, including Colorado and Delaware, are moving to
implement similar strategies giving the insurance commissioner the authority
to enforce affordability standards as part of the health insurance rate review
process.
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ACA Section 1332 Waiver

Public Option

Under a 1332 waiver, states have access to additional federal funding that
could be critical in advancing coverage reforms. Section 1332 can be used to
extend eligibility for premium tax credit (PTC) subsidies to public option
enrollees even if they would not otherwise qualify — for example, if income is
above 400 percent of the federal poverty level or the option is offered outside
the state’s marketplace. Section 1332 also could allow the state to recapture
savings that would otherwise accrue to the federal government. This is known
as “pass-through funding” —for example, the federal cost savings that accrue
from subsidies because of lower public option premiums would be refunded
to states. States can use pass-through funding to defray program costs,
enhance benefits, and expand consumer subsidies, among other options.

Reinsurance

Most states (15 out of 16 with federal approval) have leveraged Section 1332
waivers to seek federal approval and pass-through funding for state-based
reinsurance programs, which aim to lower health insurance premiums for
plans sold in the individual insurance market. A reinsurance program is a
reimbursement system that protects insurers from high medical claims for
beneficiaries with complex and costly medical needs. It usually involves a third
party acting as an insurer for the insurance company by paying part of a claim
once it surpasses a certain amount, or by covering part or all of the claims for
individuals with pre-determined, high-cost conditions.

Adjusted Plan Options
(APO)

The APO waiver concept, if approved for a state, would enable a state to take
advantage of the flexibility provided under section 1332 of the PPACA to
increase consumer choice and affordability by allowing a state to provide state
financial assistance for non-Qualified Health Plans (non-QHPs), allowing nonQHPs to be sold on the existing Exchange, expanding the availability of
catastrophic plans beyond the current eligibility limitations, applying PTC to
catastrophic plans and potentially certain non-QHPs sold on the Exchange,
and/or other approaches. The APO waiver concept encourages states to target
solutions to their unique problems or challenges in the individual and small
group insurance markets, free from the constraints of certain federal
requirements imposed by the PPACA.

State subsidies and service expansion
Remote Access to
Health Care Services

Legislation to require remote access to healthcare services, including
telehealth, which may increase participation for those who are medically or
socially vulnerable or who do not have ready access to providers. Remote
access can also help preserve the patient-provider relationship at times when
an in-person visit is not practical or feasible.

Premium and Cost
Sharing Subsidies

Vermont could offer subsidies to populations ineligible for federal assistance
as a way to provide assistance to populations otherwise left out of statefederal programs. This would be in addition to benefits provided through
Vermont public programs today.
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Health Equity: Expand
VT Blueprint for Health
Community Health
Teams, including
Mental Health and
Maternal Health

Vermont could increase the number of mental health providers and care
managers available to all participating Blueprint practices, including women’s
specialty practices to support pre and postpartum patients. These services
would be available to all Vermonters, regardless of insurance status.

Enhanced services
provided to ‘pre-duals ‘

Home- and community-based services (HCBS) help seniors and people with
disabilities and chronic illnesses live independently outside institutions by
assisting with daily needs. HCBS include but are not limited to home health
aide services, assistance with self-care tasks such as eating or bathing,
supportive housing, and assistive technology. Providing a modified level of
HCBS services to Vermonters not yet eligible for them under current rules may
stave off the need for more intensive services in the future, thereby saving
Medicaid dollars that would have been spent, in addition to improving current
quality of life.

Draft a resolution to
encourage the federal
government to make
temporary ACA
premium subsidies
permanent

The American Rescue Plan (ARP), recently signed into law by President Biden,
increases and expands eligibility for Affordable Care Act (ACA) premium
subsidies for people enrolled in marketplace health plans. These changes to
marketplace premium subsidies are temporary, in effect only during calendar
years 2021 and 2022.

Expand access to affordable health care through existing public health care
programs or through the creation of new or expanded public option
Expand Medicaid to
programs, including the potential for expanding Medicaid to cover individuals
additional income levels
between 50 and 64 years of age and for expanding Vermont’s Dr. Dynasaur
for certain ages
program to cover individuals up to 26 years of age to align with the young
adult coverage under the Affordable Care Act.
Pharmacy
Pharmacy Cost Sharing
limits / reductions

Vermont could reduce cost sharing for prescriptions and limit the total cost
sharing for pharmacy across all payers.

Fines for Unsupported
Price Increases

Some drugs with unsupported price increases disproportionately contribute
the most to increased spending. States can require manufacturers to pay a
penalty based on their sales volume for the identified drug within the state.

Legislation directed at
Pharmacy Benefit
Managers (PBM)

Legislation to require increased transparency of PBM operations, including
shedding light on how they determine the pricing reimbursement of
prescription drugs

Appendix
September 29, 2021 Handout: Initial Options for Discussion

xii

Transparency and Regulation

Legislation to prohibit
hospital consolidation

Consolidated health systems leverage their market power in negotiations with
insurers because the insurer cannot afford to exclude must-have providers
from its network. Dominant health systems can use all-or-nothing
negotiations to raise prices for all of their affiliated providers by threatening
to prevent any of their providers from participating in the insurer’s network
unless the insurer accepts the prices and terms set by the health system.
These types of distorted negotiations between providers and insurers directly
contribute to higher costs for states, employers, and patients.

Legislation to prohibit
anticompetitive
contracting

Vermont can consider options to promote and protect competitive markets
including vigorous antitrust enforcement policies, legislative action, and
increased oversight of insurance contracts.

Community Benefits
Reporting and Charity
Care Requirements

The COVID-19 pandemic has impacted state budgets and illuminated racial
and ethnic health disparities that recent health improvement efforts have not
adequately addressed. It is more important than ever that nonprofit hospitals
provide meaningful community benefit investments aimed at least in part on
improving health equity in exchange for the large tax exemptions they receive.
State leaders have an opportunity to use policy levers that go beyond the
federal community benefit requirements to hold hospitals accountable for
their commitment to improve community health.

Publish consumerfocused price data

As spending on health care services continues to grow—particularly for
hospital, physician and clinical services—state and federal policymakers are
leveraging health care price transparency as a potential strategy to curb rising
health care costs. Price transparency takes many forms, but the overall intent
is to increase consumer knowledge of health care prices. The theory is
essentially “knowledge is power”—if a patient has sufficient understanding of
the costs for a health service prior to receiving care, they can seek high quality
services at the lowest cost. Moreover, lawmakers and other stakeholders can
utilize price information to pursue effective cost containment strategies and
policies.

Reducing use of low
value services

Choosing Wisely (http://www.choosingwisely.org/) is a physician based effort
that has been implemented across a number of states that aims to promote
conversations between physicians and patients by helping patients choose
care that is: 1) supported by evidence, 2) not duplicative of other tests or
procedures already received, 3) free from harm, and 4) truly necessary.
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Reports Relevant to the Work of the Task Force
Members sought to avoid duplication of the related work already accomplished and ongoing, including
separate and parallel efforts toward supporting the healthcare workforce, and addressing Health Equity
with the establishment of the Health Equity Commission.
To focus their work, the Task Force reviewed a list of reports 64 relevant to their charge:
Report topic
Prior authorization – clinical prior authorization
requirements in Medicaid

Report Author

Source of Report
Requirement

Date due

Department of Vermont
HealthAccess

September 30, 2021

2020 Acts and
Resolves No. 140

Findings and recommendations of Facilitation of
Director of theOffice of
Interstate Practice UsingTelehealth Working Group Professional Regulation

December 15, 2021

2021 Acts and
Resolves No. 21

Updated health care workforce strategic plan

Director of HealthCare
Reform

December 1, 2021
(to GMCB by
October 15, 2021)

2020 Acts andResolves No.
155, dates amended by 2021
Acts and Resolves No. 74

Health Equity Advisory Commission(first) annual
report

Health EquityAdvisory
Commission

January 15, 2022

2021 Acts and
Resolves No. 33

January 15, 2022

2021 Acts and
Resolves No. 33

January 15, 2022

2020 Acts and
Resolves No. 140

Green MountainCare Board January 15, 2022

2020 Acts and
Resolves No. 140

Department ofFinancial
Regulation

January 15, 2022

2021 Acts and
Resolves No. 74

Health EquityAdvisory
Commission

October 1, 2022

2021 Acts and
Resolves No. 33

Health insurerswith >1,000
Vermont lives

January 15, 2023

2020 Acts and
Resolves No. 140

Analysis of health equity data collectedacross State
Department ofHealth
government (first) annual report
Prior authorization – ways to increaseuse of tools
in EHRs to complete requests for
imaging/pharmacy
Prior authorization – opportunities for/obstacles to
aligning/reducing requirements under All-Payer
ACO model
Benchmark plan review, including impacts of
adding coverage for certain services and of
requiring at least two primary care visits annually
without cost-sharing
Continuing education for health careproviders to
improve cultural competency, cultural humility,
and antiracism in Vermont health care system
Prior authorization – “gold carding” pilotprogram

64

Department ofFinancial
Regulation

https://legislature.vermont.gov/committee/document/2022/368/Date/9-29-2021#documents-section
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HST Stakeholder Meeting Schedule

Organization

Meeting Dates

Bi-State Primary Care Association

10/21/2021

Dartmouth-Hitchcock Medical Center

10/21/2021

Department of Vermont Health Access (DVHA)

Green Mountain Care Board (GMCB)

11/15/2021
12/01/2021
10/14/2021
10/26/2021
10/22/2021
11/03/2021
11/09/2021

Health First Vermont

11/08/2021

OneCare Vermont

10/14/2021
12/07/2021

Secretary, Agency of Human Services

10/25/2021

Slusky Consulting, LLC

10/21/2021

University of Vermont Medical Center

10/25/2021

Vermont Agency of Human Services, Office of Health Care Reform

10/20/2021
10/26/2021
11/18/2021

Vermont Association of Hospitals and Health Systems (VAHHS)

10/13/2021

Vermont Blue Cross Blue Shield (BCBS)
Vermont Department of Disabilities, Aging and Independent Living (DAIL)

10/11/2021
10/26/2021
10/27/2021
11/10/2021
12/01/2021

Vermont Health Care Advocate

10/14/2021

Vermont Health Care Uniform Reporting and Evaluation System
(VHCURES)

11/30/2021

Vermont Medical Society

10/13/2021
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Stakeholder Correspondence: Vermont Office of the Health Care Advocate
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Stakeholder Correspondence: Labor and Community Organizations
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xx

Stakeholder Correspondence: Letter from Organizations
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xxi
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Blueprint for Health 2020 Annual Budget
Vermont Blueprint for Health 2020 Annual Budget 65 by Program Elements and Funding Source

65

https://blueprintforhealth.vermont.gov/sites/bfh/files/doc_library/BlueprintforHealthAnnualReportCY2020.pdf
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October 28, 2021 HST PowerPoint Presentation

Joint Task Force on
Aйordable, Accessible Health Care
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Process
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ü Æ6 ~èãkr ~zi ^pp~äi ^f szséó s{ á^gé∞∫ ák~ázk ñ zkî kz ~p gr ^| qk
† Æ" ggkããsf szséó s{ á^gé∞∫ ák~ázk ñ zkî kz ~p gr ^| qk
° ÆPs{ kpä^{ k ^| i zkqsãz^ésî k ~ä áä~qä^{ { ^ésg zspé
¢ Æ6 k^zér kâèséó s{ á^gé
£ Æ>kî kz ~p pki kä^z s| î ~zî k{ k| é | kki ki
§ ÆNé^ékª pki kä^z ã^î s| qã ~ä g~ãé
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Overall Cost/ Beneﬁt Analysis– Top Third
ü ÆJ èf zsg Báés~|
† Æ? ki sg^si J ~ãé√J ^äéè{ +~î kä^qk
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s| gäk^ãk ^ggkãã é~ { k| é^z r k^zér ^| i { ^ékä| ^z r k^zér ãkäî sgkã
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Process
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Cost/ Beneﬁt Variables Considered
ü Æ6 ~èãkr ~zi ^pp~äi ^f szséó s{ á^gé∞∫ ák~ázk ñ zkî kz ~p gr ^| qk
† Æ" ggkããsf szséó s{ á^gé∞∫ ák~ázk ñ zkî kz ~p gr ^| qk
° ÆPs{ kpä^{ k ^| i zkqsãz^ésî k ~ä áä~qä^{ { ^ésg zspé
¢ Æ6 k^zér kâèséó s{ á^gé
£ Æ>kî kz ~p pki kä^z s| î ~zî k{ k| é | kki ki
§ ÆNé^ékª pki kä^z ã^î s| qã ~ä g~ãé

£

Seven Preferred Options
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£ ÆJ ~ãéá^äéè{ / ñá^| ãs~| �
§ ÆMk{ ~ék " ggkãã é~ +^äk�
• ÆJ r ^ä{ ^gó *k| kpsé ? ^| ^qkä Mkqèz^és~| �
� Báés~| ã ér ^é ^äk ~p s| ékäkãé é~ ér k P^ãy 4~ägk ^| i ^äk ér k ãèf xkgé ~p gèääk| é ~| q~s| q
^gésî séó kzãkï r käk s| ér k Vkä{ ~| é >kqsãz^éèäk ^| i ª ~ä " i { s| sãéä^és~|
§

Appendix
December 15, 2021 HST PowerPoint Presentation

xxxiv

Cost Growth Benchmark
∞
" +~ãé 5 ä~ï ér *k| gr { ^äy áä~qä^{ sã ^ g~ãé√g~| é^s| { k| é ãéä^ékqó ér ^é
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" ããkãã k{ käqs| q ékgr | ~z~qskã ^| i f kãé áä^gésgkã ï sér á~ék| és^z p~ä ^ äkéèä| ~| s| î kãé{ k| é ΩMB7æ^| i
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Cost Growth Benchmark
Expected Outcomes/ Policy Considerations
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f k äk√~ák| ki ï r k| g~| ãsi käs| q ér k é^äqkéµ
 Jkäp~ä{ ^| gk " ããkãã{ k| éÆ
• 6 ~ï g~ãé qä~ï ér sã { k^ãèäki ^é ér k ãé^ékØs| ãèä^| gk { ^äykéØs| ãèäkä ^| i áä~î si kä zkî kzã± á^ésk| é
^ééäsf èés~| ± { s| s{ è{ á^ókä ^| i áä~î si kä ãsök p~ä äká~äés| q± { kgr ^| sã{ ã p~ä äsãy ^i xèãés| q± { kér ~i ~z~qó
p~ä g^zgèz^és| q ákägk| é^qk gr ^| qk s| r k^zér g^äk kñák| i séèäkã
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Cost Growth Benchmark
Expected Outcomes/ Policy Considerations
 " èér ~äséó ^| i 5 ~î kä| ^| gkÆ
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ß

Cost Growth Benchmark
Legislative Options
 Pr k 5 ? +*Øér ä~èqr ü ¶ VÆ
NÆ
" ÆÏ ß ° • £ Ωf æΩü æsã gr ^äqki é~ ~î käãkk ér k i kî kz~á{ k| é ^| i s{ ázk{ k| é^és~| ~p
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CLARIFY DIFFERENTIATORS

WHY THIS MATTERS

Patient-level benchmarking with case -mix
adjusted models for fair physician assessment
Benchmark models account for >600 …which are rolled up to the physician level and combined
variables of each individual member… with confidence intervals to assess performance
Expected values are generated specific to patient and provider
and regional characteristics…
MEMBER CHARACTERISTICS

$12K

Clinical (co-morbidities, DRG, procedure types)
Demographics (age & gender)
SDoH (education, income, support status)

CLINICAL & FINANCIAL OUTCOMES

$14K

$15K

$16K

$17K

$18K

Clarif y Expected, with both 68%
and 95% conf idence interv als

REGIONAL FACTORS
Rural versus urban
Academic centers versus medical centers

$13K

…and compared to the observed values to surface cost
variation
$12K

$13K

$14K

$15K

$16K

$17K

$18K

Leakage, Value -based program success

Below 95%
confidence
interval

Between 68% &
95% confidence
intervals

Within expected
range

Between 68% &
95% confidence
intervals

Above 95%
confidence
interval

Fair:
The more data used to
develop benchmarks, the
better, and Clarify has a
market-leading dataset
Accurate down to the
physician level:
Physician-level insights
require patient-level case
mix adjustment. Otherwise,
those who treating unique
populations will be unfairly
assessed
Granular:
Analysis generated at
individual patient level,
accounting for hundreds of
individual factors; allows for
high fidelity patientcohorting
Confidential

26

Clarify Health

Demo

†•
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Medicare Savings Program Whitepaper
Description
According to the Social Security website, Medicare Savings Programs (MSPs) are federally-funded
programs administered by each individual state. 66 The programs are designed to assist individuals with
limited income in paying for Medicare premiums, deductibles, copays, and coinsurance. The programs
vary by state and utilize different standards and methods to determine eligibility. There are four
different Medicare Savings Programs:
•
•
•
•

Qualified Medicare Beneficiary (QMB)
Specified Low-Income Medicare Beneficiary (SLMB)
Qualifying Individual (QI-1)
Qualified Disabled & Working Individuals (QDWI) 67

Who will it affect, and how?
In order to qualify for a program, individuals generally must meet the following requirements:
•
•
•
•
•

Reside in a state or the District of Columbia
Be age 65 or older
Receive Social Security Disability benefits 68
Have certain disabilities or permanent kidney failure (even if under age 65) 69
Meet standard income and resource requirements 70

What has Vermont done?
In Vermont the 2021 maximum income levels for individuals to qualify for MSP are:
Medicare Savings Program
(MSP)
QMB
SLMB
QI-1

Federal Poverty Level
(FPL)
100%
120%
135%

VT 2021 Maximum Monthly
Income Levels to Qualify
$1,074 Individual / $1,452 Couple
$1,288 Individual / $1,742 Couple
$1,449 Individual / $1,960 Couple

Vermont has no asset test / limit for the MSP.
According to information from Department of Vermont Health Access (DVHA), the following data
pertains to the current MSP.

https://www.benefits.gov/benefit/4396 — accessed online 12-28-2021
https://vtlawhelp.org/medicare-savings-buy-programs — accessed online 12-28-2021
68
https://www.ssa.gov/benefits/disability/
69
https://dcf.vermont.gov/dds/laws-rules
70
https://www.benefits.gov/benefit/4396 — accessed online 12-28-2021
66
67
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From the Department of Vermont Health Access
Budget Recommendation State Fiscal Year 2019 71
Program

Who Is Eligible?

Benefits and Cost Sharing
•

QMB covers Medicare Part B (and A if
not free) premiums; Medicare A & B
cost-sharing

•

SLMB and QI-1 cover Medicare Part B
premiums only

•

No monthly premium

•

QMB may still have to pay Medicare
co-pay, and not eligible for
retroactive payments

•

3 months retroactive payments are
possible for SLMB and QI-1

≥ age 65, blind, or disabled
Active Medicare beneficiaries
Medicare
Savings
Programs

QMB:
SLMB:
QI-1:

≤ 100% FPL
100.01 - 120% FPL
120.01 - 135% FPL

QI-1 Not eligible for Medicaid

DVHA-reported expenditures and caseload: QMB, SLMB, QI-1, and QDWI
Program 72
SLMB
QMB
QI-1
QDWI

SFY-20 Total
Medicaid Spend
$31,709,254
$32,573,018
$4,868,755
$69,151,026

State

Federal

$14,628,271
$15,026,747
$29,655,019

$17,080,982
$17,546,270
$4,868,755
$39,496,008

Enrollment as
of June 23, 2021
3,614
8,349
1,914
13,877

The average PMPM for the total VPharm enrollment from the above data is $415.26. The individual
PMPMs are QMB / $325.12, SLMB / $731.17, and QI-1 / $211.98.

https://dvha.vermont.gov/sites/dvha/files/documents/Budget_Legislative_Rules/1sfy-2019-budget-book-final.pdf,
p. 31
72
DVHA email to LJFO Thursday, July 1, 2021 12:46 PM
71
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CMS reporting includes the following information on the Vermont MSP.
CMS Data: Medicare-Medicaid Enrollment (MME):
Original Medicare Enrollees by Type of Eligibility and
Area of Residence, Calendar Year 2019 73
VERMONT
Total MMEs
25,673
Full-Benefit MMEs
18,782
Qualified Medicare Beneficiaries (QMBs) Plus
13,320
Specified Low-Income Medicare Beneficiaries
2,384
(SLMBs) Plus
Other Full-Benefit MMEs With Medicaid
3,079
Partial-Benefit MMEs
6,891
Qualified Medicare Beneficiaries (QMBs)
2,005
Specified Low-Income Medicare Beneficiaries
2,632
(SLMBs)
Qualified Disabled and Working Individuals
2,254
(QDWIs) & Qualifying Individuals 74
As of this writing, the Vermont and CMS caseload information has not been reconciled by HST.
VPharm
In addition to the MSP, Vermont provides access to VPharm (a State Pharmaceutical Assistance
Program, SPAP) for these same individuals, which covers pharmacy costs with modest copay
requirements. The VPharm program provides pharmacy supports to individuals eligible for the MSP, and
also to individuals at higher levels of income. The following tables are from the DVHA 2019 Budget Book.

Centers for Medicare & Medicaid Services, Office of Enterprise and Data Analytics, Chronic Conditions Data
Warehouse.
74
QDWIs and Qualifying Individuals are combined for privacy reasons. The total count for QDWIs nationally is
fewer than 100 beneficiaries.
73
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Department of Vermont Health Access
Budget Recommendation State Fiscal Year 2019 75
Program

VPharm1, 2 & 3
State pharmacy
assistance
program (SPAP)
“wrap-around”
Medicare drug
benefit,
pays Part C/D
cost-share 76

Who Is Eligible?

Benefits and Cost Sharing

Eligible and enrolled in Medicare
PDP or MAPD
VPharm1: ≤ 150% FPL
Must apply for LIS
VPharm2: 150.01% - 175% FPL
VPharm3: 175.01% - 225% FPL

VPharm1 (after primary LIS reductions):
• Medicare Part D cost-sharing
• Excluded classes of Part D meds
• Diabetic supplies
• Eye exams
VPharm2 & 3
• Maintenance meds
• Diabetic supplies
Monthly premium per person:
• VPharm1: $15
• VPharm2: $20
• VPharm3: $50
$1/$2 prescription co-pays
No retroactive payments

VPharm Caseload, Expenditure, and PMPM Comparison by State Fiscal Year
Pharmacy Only Programs 77
SFY

SFY 2015 Actual
SFY 2016 Actual
SFY 2017 Actual
SFY 2018 As Passed
SFY 2018 BAA
SFY 2019 Gov. Rec.

Caseload

11,978
11,593
11,399
11,640
11,182
10,913

DVHA Only

Expenditures

$ 4,914,695
$ 2,302,437
$ 3,155,724
$ 6,375,171
$ 4,678,042
$ 6,134,624

PMPM

$ 34.19
$ 16.55
$ 23.07
$ 45.64
$ 34.86
$ 46.84

All AHS and AOE

Expenditures

$ 4,914,695
$ 2,302,437
$ 3,155,724
$ 6,375,171
$ 4,678,042
$ 6,134,624

PMPM

$ 34.19
$ 16.55
$ 23.07
$ 45.64
$ 34.86
$ 46.84

https://dvha.vermont.gov/sites/dvha/files/documents/Budget_Legislative_Rules/1sfy-2019-budget-book-final.pdf,
p. 31
76
Ibid, p. 80.
77
Ibid, p. 46
75
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Population, Eligibility, and Costs
According to the Current Population Survey (CPS): 78
1. Nationwide there are 15,998,000 individuals over 65 and under 200% of federal poverty, this
represents 28.7% of all individuals over 65;
2. In Vermont, there are 141,000 individuals over 65;
3. VT has 141,000 individuals over 65
4. Below 50% FPL — 4,000/3.2%
5. Below 100% FPL — 12,000/8.8%
6. Below 125% FPL — 18,000/13%
7. Below 138% FPL — 21,000/14.8%
8. Below 150% FPL — 23,000/16.3%
9. Below 175% FPL — 28,000/20.2%
10. Below 185% FPL — 30,000/20.9%
11. Below 200% FPL — 31,000/22.3%
For our purposes here we are seeking to provide a high-level bound for the number of individuals that
could benefit from an increase in the level of federal poverty at which people qualify for the MSP. The
population between 138% and 200% of FPL is estimated by CPS to be 10,000 Vermonters. While inexact,
using this 10,000 number is a reasonable upper bound for an increase in the MSP to that level. We know
that not everyone who is eligible will sign up.
A dated study for the Medicaid and CHIP Payment and Access Commission (MACPAC) identified Maine
as the state with the highest take-up rate, at 78% of the eligible population. 79 If we use 78% as the takeup rate and assume that the program is expanded by raising the QMB from 100 to 165, the SLMB from
120 to 185 and the QI-1 from 135 to 200 we can use 7,800 ([31,000-21,000=10,000]*.78= 7,800) as the
number of individuals who would be newly eligible and who would access the program. Using the
blended cost $415.26 PMPM times 7,800 the cost estimate is $38,868,336 annually. This could be
reduced by increasing the coverage by a smaller amount or by instituting an asset test. The increased
costs could also be offset by reducing the VPharm offering and aligning that coverage directly with the
MSP poverty levels. HST does not recommend reducing VPharm coverage nor implementing an asset
test. HST believes that either option would cause more damage than good to the affordability and
accessibility of healthcare.
What have other states done?
The vast majority of states provide coverage at the same FPL levels as Vermont does today. HST has
included the New England states along with the states that have increased coverage through a State
Plan Amendment (SPA) above the levels Vermont covers individuals and couples at today (QMB 100% ,
SLMB 120%, and QI-1 135%).

https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-pov/pov-46.html -- accessed online
12.29.2021
79
https://www.macpac.gov/wp-content/uploads/2017/08/MSP-Enrollees-and-Eligible-Non-Enrollees.pdf -- accessed
online 12.29.2021
78
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Comparison of 2020 Medicare Savings Programs
State

QMB
limit
% of
FPL

QMB
income
limit
(indiv.)

QMB
income
limit
(couple)

SLMB
limit
% of FPL

Connecticut

211%

$2,244

$3,031

231%

District of
Columbia

300%

$3,190

$4,310

Indiana

150%

$1,595

Maine

150%

Massachusetts

SLMB
income
limit
(indiv.)

SLMB
income
limit
(couple)

QI
limit
% of FPL

QI
income
limit
(indiv.)

QI
income
limit
(couple)

MSP
asset
limit
(indiv.)

MSP
asset
limit
(couple)

$2,456

$3,319

246%

$2,616

$3,534

N/A

N/A

N

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N

$2,155

170%

$1,808

$2,443

185%

$1,968

$2,658

$7,860

$11,800

Y

$1,595

$2,155

170%

$1,808

$2,443

185%

$1,968

$2,658

$58,000

$87,000

Y

130%

$1,382

$1,868

150%

$1,595

$2,155

165%

$1,718

$2,326

$15,720

$23,600

Y

New Hampshire

100%

$1,064

$1,437

120%

$1,276

$1,724

135%

$1,436

$1,940

$7,860

$11,800

Y

Rhode Island

100%

$1,064

$1,437

120%

$1,276

$1,724

135%

$1,436

$1,940

$7,860

$11,800

Y

Vermont

100%

$1,064

$1,437

120%

$1,276

$1,724

135%

$1,436

$1,940

N/A

N/A

N

Health Equity
The Medicare Savings Program can improve health equity by supporting elderly and disabled individuals
at the lower end of the income spectrum across Vermont by paying for Medicare premiums and cost
sharing.
Discussion
Vermont currently provides MSP supports at the level the vast majority of states do for QMB, SLMB, and
QI-1’s, 100, 120, and 135% of FPL, respectively. Vermont currently is more generous than most states in
the treatment of assets, disregarding all assets in determining eligibility. Vermont also is among the
minority of states that provide wrap-around SPAP benefits to this population cohort (14 states provide
this type of program today). 80 A policy decision to increase the FPL for the MSP should take into account
the full range of supports provided to the population and the impact that other programs the Task Force
is considering would have on this particular population cohort.

80

https://www.medicareinteractive.org/pdf/SPAP-Chart.pdf -- accessed online 12-29-2021
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Asset
Test /
Limit
(Y/N)

Acronyms
Acronym
AAA
ACA
ACO
ACSC
ADLs
APMs
APO
APTC
ARP
BCBSVT
CDC
CGT
CHT
CMS
CPC+
CPI
DAIL
DVHA
ERISA
FPL
GMCB
GSP
HCBS
HHS
HST
KC
LJFO
LTSS
MACPAC
MDH
MDPCP
MNG
MSP
NCQA
Non-QHP
OHIC
OPI
PBM
PCMH
PCTM
PGSP
PMPM
PPACA
Appendix
Acronyms

Reference
Vermont Area Agencies on Aging
Affordable Care Act
Accountable Care Organization
Ambulatory Care Sensitive Conditions
Activities of Daily Living
Alternative Payment Methodologies
Adjusted Plan Options
Advanced Premium Tax Credits
American Rescue Plan
Blue Cross Blue Shield of Vermont
United States Centers for Disease Control and Prevention
Cost Growth Target
Community Health Team
Centers for Medicare and Medicaid Services
Comprehensive Primary Care Plus
U.S. Consumer Price Index
Vermont Department of Disabilities, Aging and Independent Living
Department of Vermont Health Access
Employee Retirement Income Security Act of 1974
Federal Poverty Level
Green Mountain Care Board
Gross State Product
Home- and Community-Based Services
U.S. Department of Health and Human Services.
Health System Transformation, LLC
Kupuna Care (Hawaii)
Vermont Legislative Joint Fiscal Office
Long-Term Services and Supports
Medicaid and CHIP Payment and Access Commission
Maryland Department of Health
Maryland’s Primary Care Program
Moderate-Needs Group
Medicare Savings Program
National Committee for Quality Assurance
Non-Qualified Health Plan
Office of the Health Insurance Commissioner (Rhode Island)
Oregon Project Independence
Pharmacy Benefit Manager
Primary Care Medical Home
Primary Care Transformation Model (Washington State)
Potential Gross State Product
Per Member Per Month
Patient Protection and Affordable Care Act
lix

Acronym
QDWI
QHP
QI-1
QMB
ROI
SLMB
SPA
SPAP
TCOC
TPA
TSOA
VHCIP
VHCURES
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Reference
Qualified Disabled & Working Individuals
Qualified Health Plan
Qualifying Individual
Qualified Medicare Beneficiary
Return on investment
Specified Low-Income Medicare Beneficiary
Medicaid State Plan Amendment
State Pharmaceutical Assistance Program
Total Cost of Care (Maryland All-Payer Model)
Third Party Administrator
Tailored Supports for Older Adults (Washington State)
Vermont Health Care Innovation Project
Vermont Healthcare Uniform Reporting and Evaluation System
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