DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12
Baltimore, Maryland 21244-1850 CENTERS for MEDICARE & MEDICAID SERVICES

Center for Medicaid and CHIP Services

June 27, 2012

Douglas A. Racine, Secretary
Vermont Agency of Human Services
208 Hurricane Lane, Suite 103
Williston, VT 05495

Dear Mr. Racine:

The Centers for Medicare & Medicaid Services (CMS) has approved an amendment for
Vermont’s section 1115 Demonstration, Global Commitment to Health (11-W-00194/1). The
enclosed changes fully respond to the State’s amendment request submitted on May 14, 2012.
The State requested a August 1, 2012 effective date.

The amended section 1115 Demonstration provides Vermont with the authority to:
1. Eliminate the $75 inpatient admission co-pay; and,
2. Implement nominal co-payments for the Vermont Health Access Plan (VHAP)
population as long as they do not exceed the co-payments charged to State plan
populations under the Medicaid State plan.

CMS approval of this section 1115 Demonstration amendment is subject to the limitations specified in
the approved waiver and expenditure authorities and not applicables list. The State may deviate from
the Medicaid State plan requirements only to the extent those requirements have been specifically
listed as waived or not applicable to the expenditure authorities. All requirements of the Medicaid
program as expressed in law, regulation, and policy statement not expressly waived or identified as
not applicable shall apply to the Global Commitment to Health Demonstration. No changes are
being made to the list of waivers or expenditure authorities.

This approval is conditioned upon continued compliance with the enclosed Special Terms and
Conditions (STCs) defining the nature, character, and extent of Federal involvement in this project.
This approval is also conditioned upon written acceptance from the State that it agrees with the
amendment, waivers, expenditure authorities, and STCs. This written acceptance is needed for
our records within 30 days of the date of this letter.

Your contact for this Demonstration is Ms. Anne Chiang, who may be reached at (410) 786-5354
and through e-mail at Anne.Chiang@cms.hhs.gov. Ms. Chiang is available to answer any
questions concerning the scope and implementation of the project. Communications regarding
program matters and official correspondence concerning the Demonstration should be submitted
to Ms. Chiang at the following address:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services


mailto:Anne.Chiang@cms.hhs.gov
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7500 Security Boulevard, Mail Stop: S2-01-16
Baltimore, MD 21244-1850

Official communication regarding program matters should be sent simultaneously to Ms. Chiang
and to Mr. Rich McGreal, Associate Regional Administrator in our Boston Regional Office.
Mr. McGreal’s contact information is as follows:

Centers for Medicare & Medicaid Services
JFK Federal Building, Room 2275
Boston, MA 02203-0003
If you have questions regarding this approval, please contact Ms. Victoria Wachino, Director,
Children and Adults Health Programs Group, Center for Medicaid, and CHIP Services, at (410) 786-
5647.
Sincerely,

/Cindy Mann/

Cindy Mann
Director

Enclosures
Cc:  Rich McGreal, Associate Regional Administrator, Boston Regional Office

Robert Cruz, State Representative, Boston Regional Office
Anne Chiang, Project Officer, Center for Medicaid and CHIP Services



CENTERS FOR MEDICARE & MEDICAID SERVICES
WAIVER AUTHORITY

NUMBER: 11-W-00194/1
TITLE: Global Commitment to Health Section 1115 Demonstration
AWARDEE: Vermont Agency of Human Services (AHS)

All requirements of the Medicaid program expressed in law, regulation and policy statement, not
expressly waived in this list, shall apply to the Demonstration project from January 1, 2011
through December 31, 2013. These waivers do not apply to the excluded populations of
recipients of long term care services who are served under the Vermont LTC Section 1115
Demonstration other than community residential treatment.

Under the authority of section 1115(a)(1) of the Social Security Act (the Act) the following
waivers shall enable Vermont to implement the Global Commitment to Health section 1115
Demonstration:

1. Statewideness/Uniformity Section 1902(a)(1)

To the extent necessary to enable Vermont to operate the program differently in different
geographical areas of the State.

2. Hearings and Appeals Section 1902(a)(3)

To permit the State to offer an initial hearing on coverage denials through the Department of
Vermont Health Access, with an opportunity to appeal to a Fair Hearing before the State
Medicaid agency.

2. Amount, Duration, Scope of Services Section 1902(a)(10)(B)

To enable Vermont to vary the amount, duration and scope of services offered to various
mandatory and optional categories of individuals eligible for Medical assistance under the
Demonstration as long as the amount, duration and scope of covered services meets the
minimum requirements under title X1X of the Act and the special terms and conditions.

3. Financial Eligibility Section 1902(a)(10)(C)(i)(111)

To allow the State to use institutional income rules (up to 300 percent of the Supplemental
Security Income payment level) for medically needy enrollees electing home-based services
in lieu of nursing facility or in lieu of other residential care services in licensed settings while
allowing resource limits up to $10,000.
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4. Comparability Section 1902(a)(17)

To the extent necessary to enable the State to use more liberal income and resource
standards and methods for plan groups and individuals.

5. Financial Responsibility/Deeming Section 1902(a)(17)(D)

To the extent necessary to enable the State to use more liberal income and resource standards
and methods for plan groups and individuals whose eligibility is determined under the more
liberal standards and methods, resource standards, and requirements that differ from those
required under title XIX. The waiver would specifically exempt the State from the limits
under section 1902(a)(17)(D) on whose income and resources may be used to determine
eligibility unless actually made available, and so that family income and resources may be
used instead.

To enable the State to disregard quarterly income totaling less than $20 from the post-
eligibility income determination.

6. Payment to Providers Sections 1902(a)(13)
1902(a)(30)
To allow the State, through the Department of Vermont Health Access, to establish rates with
providers on an individual or class basis without regard to the rates currently set forth in the
approved State plan.

7. Spend-Down Section 1902(a)(17)

To enable the State to offer 1-month spend-downs for medically needy people receiving
community-based services as an alternative to institutionalization, and non-institutionalized
persons who are receiving personal care attendant services at the onset of waivers.

8. Freedom of Choice Section 1902(a)(23)

To enable the State to restrict freedom of choice of provider for the demonstration
participants to the extent that beneficiaries will be restricted to providers enrolled in a
provider network through the Department of Vermont Health Access for the type of service
at issue, but may change providers among those enrolled providers.

Demonstration waiver participants enrolled in special programs may only have access to the
providers participating in the special programs, and will not have access to every Medicaid
enrolled provider in the State.

9. Premium Requirements Section 1902(a)(14)
Insofar as it incorporates Section 1916

To permit Vermont to impose premiums in excess of statutory limits for optional
populations as reflected in the special terms and conditions.

Demonstration Approval Period: January 1, 2011 through December 31, 2013
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CENTERS FOR MEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITY

NUMBER: 11-W-00194/1
TITLE: Global Commitment to Health Section 1115 Demonstration
AWARDEE: Vermont Agency of Human Services (AHS)

Under the authority of section 1115(a)(2) of the Social Security Act, expenditures made by
Vermont for the items identified below (which are not otherwise included as expenditures under
section 1903) shall, for the period of this Demonstration, January 1, 2011, through December 31,
2013, be regarded as expenditures under the State’s Medicaid title XIX plan.

The following expenditure authorities shall enable Vermont to implement the Global
Commitment to Health Section 1115 Demonstration.

1. Expenditures Related to Eligibility Expansion

Expenditures to provide Medical Assistance coverage, either in the form of payment for medical
services under the State plan as affected by the waivers and expenditure authorities under this
Demonstration, or in the form of premium assistance as specified in the Special Terms and
Conditions, to the following Demonstration populations that are not covered under the Medicaid
State plan and are enrolled in the Vermont Global Commitment to Health Demonstration:

Vermont Health Access Plan (VHAP) Expansion Populations

Demonstration Population 3: Underinsured children with income between 225
and up to and including 300 percent of the Federal
poverty level (FPL) who are not otherwise eligible
for Medicaid or the State Children’s Health
Insurance Program

Demonstration Population 4: Adults with children with income between 150 and
up to and including 185 percent of the FPL

Demonstration Population 5: Childless Adults with income up to and including
150 percent of the FPL

Demonstration Population 6: Medicare beneficiaries and non-Medicare

individuals who are 65 years or older or have a
disability with income at or below 150 percent of
the FPL, not otherwise categorically eligible

Demonstration Population 7: Medicare beneficiaries and non-Medicare
individuals who are 65 years or older or have a
disability with income above 150 percent and up to
and including 225 percent of the FPL, not otherwise
categorically eligible

Demonstration Approval Period: January 1, 2011 through December 31, 2013
Reissued June 27, 2012



Demonstration Population 8: Individuals with persistent mental illness with
income up to and including 150 percent of the FPL

Premium Assistance Expansion Populations

Demonstration Population 9: Employer-Sponsored Insurance Premium
Assistance
a. Adults with children with incomes
between 185 and including 300 percent
of the FPL without adjustment (gross income)
b. Childless adults and non custodial parents with
income between 150 and including 300 percent
of the FPL without adjustment (gross income)

c. College students with income up to and including
300 percent of FPL who do not meet eligibility
requirements for Demonstration Populations 4 & 5

Demonstration Population 10: Catamount Premium Assistance
a. Adults with children with incomes
between 185 and including 300 percent
of the FPL without adjustment (gross income)
b. Childless adults and non custodial parents with
income between 150 and including 300 percent
of the FPL without adjustment (gross income)

c. College students with income up to and including
300 percent of FPL who do not meet eligibility
requirements for Demonstration Populations 4 & 5

2. Expenditures Related to Additional Services
Expenditures for additional health care related-services for the demonstration populations.

3. Expenditures for Public Health Initiatives, Outreach, Infrastructure, and Services
Related to State Plan, Demonstration, Uninsured and Underinsured Populations

Subject to availability of funding within the per member per month limit, expenditures to reduce
the rate of uninsured and/or underinsured in Vermont, increase the access to quality health care
for uninsured, underinsured, and Medicaid beneficiaries, provide public health approaches and
other innovative programs to improve the health outcomes and the quality of life for Medicaid-
eligible individuals in Vermont; and encourage the formation and maintenance of public-private
partnerships in health care.
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All requirements of the Medicaid program expressed in law, regulation, and policy statement, not
expressly identified as not applicable in the list below, shall apply to Demonstration Populations
5 through 11 beginning January 1, 2011, through December 31, 2013.

3. Retroactive Eligibility Section 1902(a)(34)
To enable the State to waive the requirement to provide medical assistance for up to
3 months prior to the date that an application for assistance is made for expansion
groups.
4. Reasonable Promptness and Simplicity of Administration  Sections 1902(a)(3),
Section 1902(a)(8), and
Section 1902 (a)(19)
To enable Vermont to implement policies intended to prevent substitution of public coverage
for private coverage, including policies related to a waiting period prior to becoming eligible
for the VHAP or Catamount expansion programs.
5. Amount, Duration and Scope of Services Section 1902(a)(10)(B)
To enable Vermont to offer different services to different expansion populations.
6. Cost Sharing Requirements Section 1902(a)(14) insofar
as it incorporates Section

1916

To enable Vermont to impose premiums, enroliment fees, deductions, cost sharing and
similar charges that exceed the statutory limitations.

7. Direct Provider Reimbursement Section 1902(a)(32)

To enable Vermont to provide premium assistance to expansion populations for the purchase
of employer-sponsored health insurance.

Demonstration Approval Period: January 1, 2011 through December 31, 2013
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CENTERS FOR MEDICARE & MEDICAID SERVICES
AMENDED SPECIAL TERMS AND CONDITIONS

NUMBER: 11-W-00194/1

TITLE: Global Commitment to Health Section 1115 Demonstration
AWARDEE: Vermont Agency of Human Services (AHS)

|. PREFACE

The following are the Special Terms and Conditions (STCs) for the Vermont Global Commitment to
Health Section 1115(a) Medicaid Demonstration (hereinafter “Demonstration”). The parties to this
agreement are the Vermont Agency of Human Services (State) and the Centers for Medicare &
Medicaid Services (CMS). The STCs set forth limitations on the extent of the waivers and expenditure
authorities that have been granted to further the Demonstration, which are enumerated in separate lists.
The STCs also detail the nature, character, and extent of Federal involvement in the Demonstration and
the State’s obligations to CMS during the life of the Demonstration. The amended STCs are effective
date of the approval letter through December 31, 2013 unless otherwise specified. All previously
approved STCs, waivers, and expenditure authorities are superseded by the STCs set forth below.

The amended STCs have been arranged into the following subject areas: Program Description and
Obijectives; General Program Requirements; General Reporting Requirements; Eligibility, Benefits,
and Enrollment; Cost Sharing; Delivery Systems; General Reporting Requirements; General Financial
Requirements; Monitoring Budget Neutrality; Evaluation of the Demonstration; Use of Demonstration
Funds; and Schedule of State Deliverables for the Demonstration Period.

Additionally, Attachment A has been included to provide supplemental information and guidance for
the quarterly report content and format. Attachment B has been included to provide supplemental
information on the Catamount Health Program

I1. PROGRAM DESCRIPTION AND OBJECTIVES

The Global Commitment to Health Section 1115(a) Demonstration is designed to use a multi-
disciplinary approach including the basic principles of public health, the fundamentals of effective
administration of a Medicaid managed care delivery system, public-private partnership, an initiative in
employer sponsored health insurance, and program flexibility. Specifically, Vermont expects to
demonstrate its ability to achieve universal access to health care, cost containment, and improved
quality of care. The initial Global Commitment to Health Demonstration was approved in September
of 2005.

The State’s goal in implementing the Demonstration is to improve the health status of all Vermonters
by:

Increasing access to affordable and high quality health care;

Improving access to primary care;

Improving the health care delivery for individuals with chronic care needs; and
Containing health care costs.
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The State will employ four major elements in achieving the above goals:

1. Program Flexibility: Vermont has the flexibility to change benefits for the non-mandatory
populations and invest in alternative services and programs designed to achieve the
Demonstration’s objectives;

2. Managed Care Delivery System: Under the Demonstration the AHS will enter into an
agreement with the Department of Vermont Health Access (DVHA), which will operate
using a managed care model;

3. Aggregate Budget Neutrality Cap: Vermont will be at risk for the caseload and the per
capita program expenditures, as well as certain administrative costs. Vermont will have to
manage this program within a total computable aggregate cap of $8.9 billion over the
approved eight and one quarter -year Demonstration period; and

4. Premium assistance: Vermont will increase access to affordable health care coverage by
providing premium assistance to purchase private coverage via the Catamount Health Plan
for the uninsured and by providing premium assistance to individuals with access to
employer sponsored insurance (ESI).

In 2006, the State passed legislation establishing Catamount Health, a fully insured product available
through private insurers in Vermont. The Catamount Health Assistance Program seeks to fill gaps in
coverage for Vermonters by providing a health services delivery model for uninsured individuals.

In October 2007, a component of the Catamount program was added to the Demonstration enabling the
State to provide a premium subsidy to Vermonters who have been without health insurance coverage
for a year or more, have income at or below 200 percent of the Federal poverty level (FPL), and who
do not have access to cost effective employer-sponsored insurance, as determined by the State. In
December 2009, CMS processed an amendment allowing the State to extend coverage to Vermonters
at or below 300 percent of the FPL.

In Fall 2011, Vermont implemented a palliative care program for children who are at or below 300
percent of the FPL and have been diagnosed with life limiting illnesses that would preclude them from
reaching adulthood. This program allows children to receive curative and palliative care services such
as expressive therapy, care coordination, family training and respite for caregivers.

In June 2012, CMS processed a cost-sharing amendment to the Demonstration, providing the authority
for the State to eliminate the $75 inpatient admission co-pay and to implement nominal co-payments
for the Vermont Health Access Plan (VHAP) as articulated in the Medicaid State plan.

I11. GENERAL PROGRAM REQUIREMENTS

1. Compliance with Federal Non-Discrimination Statutes. The State agrees that it must comply
with all applicable federal statutes relating to non-discrimination. These include, but are not
limited to, the Americans with Disabilities Act of 1990, Title VI of the Civil Rights Act of 1964,
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975.

2. Compliance with Medicaid Law, Regulation, and Policy. All requirements of the Medicaid
program expressed in law, regulation, and policy statement, unless specified otherwise in the
STCs, waiver list, or expenditure authorities or otherwise listed as non- applicable, must apply to
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the Demonstration.

3. Changes in Medicaid Law, Regulation, and Policy. The State must, within the timeframes
specified in the applicable law, regulation, or policy directive, come into compliance with any
changes in federal law, regulation, or policy affecting the Medicaid program that occur during this
Demonstration approval period, unless the provision being changed is expressly waived.

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.

a. To the extent that a change in Federal law, regulation, or policy requires either a reduction
or an increase in Federal financial participation (FFP) for expenditures made under this
Demonstration, the State must adopt, subject to CMS approval, a modified budget
neutrality agreement for the Demonstration as necessary to comply with such change. The
modified budget neutrality agreements would be effective upon the implementation of the
change.

b. If mandated changes in the Federal law require State legislation, the changes must take
effect on the day such State legislation becomes effective, or on the last day such legislation
was required to be in effect under the law.

5. State Plan Amendments. The State is not required to submit title XIX State plan amendments for
changes to Demonstration-eligible populations covered solely through the Demonstration. If a
population covered through the Medicaid State plan is affected by a change to the Demonstration,
a conforming amendment to the appropriate State plan may be required, except as otherwise noted
in these STCs. Reimbursement of providers will not be limited to reimbursement described in the
State plan.

6. Changes Subject to the Demonstration Amendment Process. The State must not implement
changes to its program that require an amendment without prior approval by CMS, as discussed
below. Amendments to the Demonstration are not retroactive, and FFP may not be available for
changes to the Demonstration that have not been approved through the amendment process set
forth in paragraph 7, below.

The State has the authority to modify the Demonstration program design elements in accordance
with the parameters specified below. Changes in eligibility or process in determining eligibility
requires a Demonstration amendment.

Mandatory State Plan Eligibles. All changes in benefits (whether reductions or additions),
including optinal services, for federally mandated populations must be submitted as an
amendment to the State plan.

Non-Mandatory Eligibles. All proposed changes (whether additions or reductions) in State plan
benefits for optional groups must be submitted as an amendment to the State plan; all proposed
changes in benefits (whether additions or reductions) for the expansion groups must be submitted
as an amendment to the Demonstration by the amendment process outlined in paragraph 7. The
State may change the benefit package for the non-mandatory eligible population so long as the
State plan benefit changes and/or changes to benefits for the expansion groups result in no more
than a 5-percent cumulative increase, or decrease each year of the total Medicaid expenditures for
the corresponding Demonstration year, and comparison year and as long as the resulting benefit
package is consistent with the requirements in paragraph 23 below. The following chart indicates
the corresponding years:
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Demonstration Year (DY) Comparison Year Expenditures
DY 1 2004 Total Global Expenditures
DY?2 2005 Total Global Expenditures
DY 3 2006 Total Global Expenditures
DY 4 2007 Total Global Expenditures
DY 5 2008 Total Global Expenditures
DY 6 2009 Total Global Expenditures
DY 7 2010 Total Global Expenditures
DY 8 2011 Total Global Expenditures
DY 9 2012 Total Global Expenditures

The State must offer benefit packages that, at a minimum, include inpatient and outpatient
hospital services, physicians surgical and medical services, laboratory and x-ray services, and
well-baby, and well-child care, including age appropriate immunizations. However, this does not
apply to Populations 6 through 10 as defined in paragraph 17.

For changes in the non-mandatory populations’ benefit package, the State must notify CMS 60
days prior to any expected change in the benefit package. After receipt of the written
notification, CMS officials will notify the State if the request needs to be submitted as an
amendment to the State plan or an amendment to the Demonstration as outlined in paragraph 7.
Should the State fail to notify within the time period or submit an amendment as requested, CMS
has the right to withhold or disallow FFP.

7. Amendment Process. Requests to amend the Demonstration must be submitted to CMS for
approval no later than 120 days prior to the date of implementation of the change and may not be
implemented until approved. Amendment requests will be reviewed by the Federal Review Team
and must include, but are not limited to, the following:

a. An explanation of the public process used by the State to reach a decision regarding the
requested amendment;

b. A data analysis which identifies the specific “with waiver” impact of the proposed
amendment on the current budget neutrality expenditure cap. Such analysis must include
current total computable “with waiver” and “without waiver” status on both a summary and
detailed level though the approval period using the most recent actual expenditures, as well
as summary and detailed projections of the change in the “with waiver” expenditure total as
result of the proposed amendment which isolates (by Eligibility Group) the impact of the
amendment;

c. A detailed description of the amendment, including impact on beneficiaries, with sufficient
supporting documentation; and

d. If applicable, a description of how the evaluation design must be modified to incorporate
the amendment provisions.
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8. Frequency of Demonstration Amendments. Vermont’s expectation is that changes to the
Demonstration will occur at the same time of year each year, based on the outcomes of the
legislative session. At the end of the legislative session, the State must submit amendments
pursuant to paragraph 6, and governed by the process outlined in paragraph 7 of this section. Any
approved changes must be reflected in the annual rate-setting process for the upcoming year.

9. Demonstration Phase-Out. The State may only suspend or terminate this Demonstration in
whole, or in part, consistent with the following requirements.

a. Notification of Suspension or Termination: The State must promptly notify CMS in writing
of the reason(s) for the suspension or termination, together with the effective date and a
phase-out plan. The State must submit its notification letter and a draft phase-out plan to
CMS no less than 5 months before the effective date of the Demonstration’s suspension or
termination. Prior to submitting the draft phase-out plan to CMS, the State must publish on
its website the draft phase-out plan for a 30-day public comment period. In addition, the
State must conduct tribal consultation in accordance with its approved tribal consultation
State Plan Amendment. Once the 30-day public comment period has ended, the State must
provide a summary of each public comment received, the State’s response to the comment
and how the State incorporated the received comment into a revised phase-out plan. \

b. The State must obtain CMS approval of the phase-out plan prior to the implementation of
the phase-out activities. Implementation of phase-out activities must be no sooner than 14
days after CMS approval of the phase-out plan.

c. Phase-out Plan Requirements: The State must include, at a minimum, in its phase-out plan
the process by which it will notify affected beneficiaries, the content of said notices
(including information on the beneficiary’s appeal rights), the process by which the State
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries,
and ensure ongoing coverage for eligible individuals, as well as any community outreach
activities.

d. Phase-out Procedures: The State must comply with all notice requirements found in 42 CFR
8431.206, 431.210 and 431.213. In addition, the State must assure all appeal and hearing
rights afforded to Demonstration participants as outlined in 42 CFR 8431.220 and 431.221.
If a Demonstration participant requests a hearing before the date of action, the State must
maintain benefits as required in 42 CFR 8431.230. In addition, the State must conduct
administrative renewals for all affected beneficiaries in order to determine if they qualify
for Medicaid eligibility under a different eligibility category as discussed in October 1,
2010, State Health Official Letter #10-008.

e. Federal Financial Participation (FFP): If the project is terminated or any relevant waivers
suspended by the State, FFP shall be limited to normal closeout costs associated with
terminating the Demonstration including services and administrative costs of disenrolling
participants.

10. CMS Right to Terminate or Suspend. CMS may suspend or terminate the Demonstration (in
whole or in part) at any time before the date of expiration, whenever it determines following a
hearing that the State has materially failed to comply with the terms of the project. In addition,
CMS reserves the right to withdraw expenditure authorities at any time it determines that
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continuing the expenditure authorities would no longer be in the public interest. If an expenditure
authority is withdrawn, CMS shall be liable for only normal close-out costs. CMS will promptly
notify the State in writing of the determination and the reasons for suspension or termination of
the Demonstration, or any withdrawal of an expenditure authority, together with the effective date.

11. Finding of Non-Compliance. The State does not relinquish either its rights to challenge the CMS
finding that the State materially failed to comply, or to request reconsideration or appeal of any
disallowance pursuant to section 1116(e) of the Act.

12. Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or expenditure
authorities at any time it determines that continuing the waivers or expenditure authorities would
no longer be in the public interest or promote the objectives of title XIX. CMS will promptly
notify the State in writing of the determination and the reasons for the withdrawal, together with
the effective date, and afford the State an opportunity to request a hearing to challenge CMS’
determination prior to the effective date. If a waiver or expenditure authority is withdrawn, FFP is
limited to normal closeout costs associated with terminating the waiver or expenditure authority,
including services and administrative costs of disenrolling participants.

13. Adequacy of Infrastructure. The State must ensure the availability of adequate resources for
implementation and monitoring of the Demonstration, including education, outreach, and
enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and
reporting on financial and other Demonstration components.

14. Public Notice and Consultation with Interested Parties. The State must continue to comply
with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 27, 1994) and
regulations that implement section 1115(d), as added by section 10201 of the Affordable Care
Act.

15. Compliance with Managed Care Regulations. The State shall comply with all of the managed
care regulations published at 42 CFR section 438 et. seq., except as expressly identified as not
applicable in the STCs. The per member, per month fixed amount pursuant to paragraph 41 must
be developed and certified as actuarially sound in accordance with 42 CFR 438.6. DHVA shall
continue to serve as the unit designated by AHS (the Single State Agency) responsible for
administration of the State Medicaid program and operates as a public managed care model solely
to carry out the goals and purposes of the Demonstration. DVHA'’s role under the Demonstration
as a public managed care model does not reduce or diminish its authority to operate as the
designated Medicaid unit under the approved State plan, including its authority to implement
program policies permissible under a State plan and establish provider participation requirements
DVHA shall comply with federal program integrity and audit requirements as if it were a managed
care organization for services and populations covered under the Demonstration.

16. Federal Funds Participation (FFP). No federal matching for expenditures for this
Demonstration will take effect until the effective date identified in the Demonstration approval
letter.
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IV. ELIGIBILITY, BENEFITS, AND ENROLLMENT

The Global Demonstration includes four fundamental elements: program flexibility; a health care
delivery system administered by the State but modeled after a managed care delivery system; an
aggregate budget neutrality cap; and premium assistance.

17. Eligibility. Mandatory and optional State plan groups described below are subject to all applicable
Medicaid laws and regulations, except as expressly waived in the award letter for this
Demonstration.

Those non-Medicaid eligible groups described below who are made eligible for the Demonstration
by virtue of the expenditure authorities expressly granted in this Demonstration are subject to
Medicaid laws or regulations only as specified in the expenditure authorities for this
Demonstration.

Only those Vermont Choice for Care (CfC) beneficiaries receiving Community Rehabilitation and
Treatment (CRT) services under Global Commitment or moderate eligible services under CfC
overlap with the Global Commitment to Health Demonstration. Except for the exclusion of
participants covered solely under the Vermont CfC section 1115 Demonstration, the following
populations listed in the tables below must be covered under the Global Commitment to Health
Demonstration. Changes to the following, outside the parameters as outlined in paragraph 6, are
pursuant to the amendment process as discussed in paragraphs 7 and 8 under section 111, General
Program Requirements.

To be eligible for premium assistance, adults not otherwise eligible for DVHA programs must have
been uninsured for 12 months, subject to the exceptions noted in this paragraph, or six months if
the State elects such shorter period and gives 30 days prior notice to CMS. Individuals must meet
these requirements unless they lost coverage due to one of the following reasons: loss of
employment; death of the principal insurance policyholder; divorce or dissolution of a civil union;
domestic violence; no longer qualified as a dependent under the plan of a parent or caretaker
relative; no longer qualifying for Consolidated Omnibus Budget Reconciliation Act (COBRA),
Vermont Continuing Coverage Program (VIPER), or other state continuation coverage; or a
college-sponsored insurance plan became unavailable because the individual graduated, took a
leave of absence, or otherwise terminated studies.

The general categories of populations included under the Demonstration are:

Traditional Medicaid-eligible Mandatory and Optional Populations

Demonstration Population 1: Mandatory Categorically Needy
Demonstration Population 2:  Optional Categorically Needy

Vermont Health Access Plan (VHAP) Expansion Populations

Demonstration Population 3:  Underinsured children with income between 225 percent
and up to and including 300 percent of the FPL who are
not otherwise eligible for Medicaid or the Children’s
Health Insurance Program

Demonstration Population 4:  Adults with children with income between 150 percent
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and up to and including 185 percent of FPL

Demonstration Population 5:  Childless Adults with income up to and including 150
percent of FPL

Demonstration Population 6:  Medicare beneficiaries and non-Medicare individuals who
are 65 years or older or have a disability with income at or
below 150 percent of the FPL, not otherwise categorically
eligible

Demonstration Population 7:  Medicare beneficiaries and non-Medicare individuals who
are 65 years or older or have a disability with income at or
above 150 percent but less than and including 225 percent
of FPL, not otherwise categorically eligible

Demonstration Population 8:  Individuals with persistent mental illness with income up
to and including 150 percent of FPL

Premium Assistance Expansion Populations

Demonstration Population 9:  ESI Premium Assistance Expansion Population

a. Adults with children with incomes between 185
percent and up to and including 300 percent of the
FPL

b. Childless adults and non custodial parents with
income between 150 percent and up to and including
300 percent of the FPL

c. College students with income up to and including 300
percent of FPL who do not meet eligibility
requirements for Demonstration Populations 4 & 5

Demonstration Population 10: Catamount Premium Assistance Expansion Population

a. Adults with children with incomes between 185
percent and up to and including 300 percent of the
FPL

b. Childless adults and non custodial parents with
income between 150 percent and up to and including
300 percent of the FPL

c. College students with income up to and including 300
percent of FPL who do not meet eligibility
requirements for Demonstration Populations 4 & 5

Demonstration Approval: January 1, 2011 through December 31, 2013 Page 8 of 38
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The eligibility criteria for Global Commitment to Health Plan eligibility is as follows:

Title XIX State Plan Groups

Mandatory Categorically Needy

(Demonstration Population 1)

Population Description

Statutory/Regulatory
Citations

Standards and
Methodologies

Benefit Package

Section 1931 low-income families with
children

§1902(a)(10)(A)(i)(1) §1931

AFDC standard and
methodologies

Medicaid State plan
benefit package

Children receiving IV-E payments (1V-E

AFDC standard and

Medicaid State plan

foster care or adoption assistance) §1902(2)(10)(M(1) methodologies benefit package
Individuals who lose 81902(a)(10)(A) (i) (1 L
eligibility under §1931 due to §402(a)(37) AFDC stanard and | Medicald State plan
employment 81925 g P g
Individuals who lose eligibility under . .

. 81902(a)(10)(A)()(1 AFDC standard and | Medicaid State plan
§1931 because of child or spousal 8406(h) methodologies benefit package

support

Individuals participating in a work
supplementation program who would
otherwise be eligible under §1931

§1931  §1902(a)(10)(A)(i)(1)
§482(e)(6)

AFDC standard and
methodologies

Medicaid State plan
benefit package

Individuals receiving SSI
cash benefits

§1902(a)(10)(A)(D) (1)

SSI standard and
methodologies

Medicaid State plan
benefit package

Disabled children no longer eligible for
SSI benefits because of a change in
definition of disability

§1902(a) (10)(A)(i)(11)(aa)

SSI standard and
methodologies

Medicaid State plan
benefit package

Qualified severely impaired individuals
(as defined in §1905(q))

§1902(a)(10)(A)(i)(11)(bb)
§1905(q)

SSI standard and
methodologies

Medicaid State plan
benefit package

Individuals under age 21 eligible for
Medicaid in the month they apply for SSI

§1902(a)(L0)(A)(i)(11)(cc)

SSI standard and
methodologies

Medicaid State plan
benefit package

Qualified preghant women

§1902(a)(L0)(A)()(111)
§1905(n)(1)

AFDC standard and
methodologies

Medicaid State plan
benefit package

Qualified children

§1902(a)(L0)(A)()(111)

AFDC standard and

Medicaid State plan

81905(n)(2) methodologies benefit package
. Income less than or .
81902(a)(10)(A)(I)(1V) Medicaid State plan
Poverty level pregnant women §1902(1)(1)(A) equal to 185 percent benefit package
of the FPL
Demonstration Approval: January 1, 2011 through December 31, 2013 Page 9 of 38
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Poverty level infants

§1902(a)(L0)(A)()(1V)

Income less than or
equal to 185 percent

Medicaid State plan

81902(1)(1)(B) of the FPL benefit package
- . 81902(a)(10)(A)()(V) AFDC standard and | Medicaid State plan
Qualified family members 81905(m)(1) methodologies benefit package

Poverty level children under age six

§1902(a) (10)(A)(i) (V1)
§1902(1)(1)(C)

Family income less
than or equal to 133
percent of FPL

Medicaid State plan
benefit package

Poverty level children under age 19, who
are born after September 30, 1983 (or, at

§1902(a)(10)(A) (i) (VI1)

Family income less
than or equal to 100

Medicaid State plan

State option, after any earlier date) §1902()(1)(D) percent of FPL benefit package
Disabled individuals whose earnings .
exceed SSI substantial gainful activity 81619(a) SS| hs t?jn(iarq and L\)Aedlfgald Sliate plan
level methodologies enefit package
Disabled individuals whose earnings are §1619(b) SSI standard and Medicaid State plan
too high to receive SSI cash benefits methodologies benefit package
Pickle amendment: individuals who
would be eligible for SSI if Title |1 §1939(2)(5)(E) SSI standard and Medicaid State plan
COLAs were deducted from income methodologies benefit package
(8503 of Public Law 94-566)
Disabled widows and widowers 81634(b) SSI standard and Medicaid State plan
81939(a)(2)(C) methodologies benefit package
Disabled adult children 81634(c) SSI standard and Medicaid State plan
81939(a)(2)(D) methodologies benefit package
Early widows/widowers 81634(d) SSI standard and Medicaid State plan
81939(a)(2)(E) methodologies benefit package

Individuals who would be eligible for
AFDC except for increased OASDI
income under P.L. 92-336 (July 1, 1972)

42 CFR 435.114

AFDC standards
and methodologies

Medicaid State plan
benefit package

Individuals receiving mandatory State
supplements

42 CFR 435.130

SSI standard and
methodologies

Medicaid State plan
benefit package

Individuals eligible as essential spouses

42 CFR 435.131

SSI standard and

Medicaid State plan

in December 1973 methodologies benefit package
Institutionalized individuals who were 42 CFR 435.132 SSI standard and Medicaid State plan
eligible in December 1973 methodologies benefit package

Blind and disabled individuals eligible in
December 1973

42 CFR 435.133

SSI standard and
methodologies

Medicaid State plan
benefit package

Individuals who would be eligible except
for the increase in OASDI benefits under
Public Law 92-336

42 CFR 435.134

SSI standard and
methodologies

Medicaid State plan
benefit package

Individuals who become eligible for cash
assistance as a result of OASDI cost-of-
living increases received after April 1977

42 CFR 435.135

SSI standard and
methodologies

Medicaid State plan
benefit package

Demonstration Approval: January 1, 2011 through December 31, 2013

Amended June 27, 2012
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Individuals who become eligible for cash
assistance as a result of OASDI cost-of-
living increases received after April 1977

42 CFR 435.135

SSI standard and
methodologies

Medicaid State plan
benefit package

Newborns deemed eligible for one year §1902(e)(4) Medicaid State plan
benefit package
Pregnant women who lose eligibility 81902(e)(5) Pregnancy related

receive 60 days coverage for pregnancy-
related and post partum services

and post partum
services under the
State plan

Pregnant women losing eligibility

§1902(a)(L0)(A)(i)(1V)

Pregnancy related

because of a change in income remain 81902(e)(6) and post partum

eligible 60 days post partum services under the
State plan

Poverty level infants and children 81902(e)(7) Inpatient hospital

receiving inpatient services who lose services

eligibility because of age must be

covered through an inpatient stay

Qualified Medicare Beneficiaries 81902(a)(10)(E)(i) Medicare Payment of

(QMBs) 81905(p)(1) beneficiaries with Medicare premiums,

income equal to 100
percent of the FPL

coinsurance,
deductibles, and
copayment except
Part D copayment

Qualified disabled and working 81902(a)(10)(E)(ii) §1905(s) Medicare Payment of
individuals beneficiaries with Medicare Part A
income equal to 200 | premiums
percent of the FPL
and not eligible for
Medicaid
Specified Low-Income Medicare 81902(a)(10)(E)(iii) Medicare Payment of
Beneficiaries (SLMBSs) beneficiaries with Medicare Part B
income between 100 | premiums
and 120 percent of
the FPL
Qualifying individuals 81902(a)(10)(E)(iv) Medicare Payment of
beneficiaries with Medicare Part B
income equal to 120 | premiums

percent but less than
135 percent of the
FPL and not eligible
for Medicaid

This is not an exhaustive list of mandatory groups covered under the Vermont title XIX State
plan. For a complete list, refer to the Vermont approved title XIX State plan.
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Optional Categorically Needy
(Demonstration Population 2)

Individuals who are eligible for but not
receiving IV-A, SSI or State supplement
cash assistance

§1902)(a)(10)(A)(ii)(1)

Medicaid State plan
benefit package

Individuals who could be eligible for V-
A cash assistance if State did not
subsidize child care

§1902(a)(L0)(A)(ii)(11)

Medicaid State plan
benefit package

Individuals who are eligible for Title I'V-
A if State AFDC plan were as broad as
allowed

§1902(a) (10)(A(ii)(I1)

Medicaid State plan
benefit package

Individuals who would have been eligible
for IV-A cash assistance, SSI, or State
supplement if not in a medical institution

§1902(a)(L0)(A)(ii)(1V)

Medicaid State plan
benefit package

Special income level group: individuals
who are in a medical institution for at
least 30 consecutive days with gross
income that does not exceed 300% of the
SSI income standard, or state-specified
standard

§1902(a)(10)(A)(ii)(V)

Medicaid State plan
benefit package

Individuals who are terminally ill, would
be eligible if they were in a medical
institution, and will receive hospice care

§1902(a) (10)(A) (i) (VII)

Medicaid State plan
benefit package

Children under 21 (or at State option 20,
19, or 18) who are under State adoption
agreements

§1902(a)(10)(A)(ii)(VI11)

Medicaid State plan
benefit package

Poverty level pregnant women not
mandatorily eligible

§1902(a)(10)(A)(ii) (1X)
§1902(1)(1)(A)

Medicaid State plan
benefit package

Poverty level infants not mandatorily
eligible

§1902(a)(10)(A)(ii) (1X)
§1902(1)(1)(B)

Medicaid State plan
benefit package

Individuals receiving only an optional
State supp. payment more restrictive than
the criteria for an optional State
supplement under title XVI

§1902(a) (10)(A(ii)(X1)

Medicaid State plan
benefit package

Katie Beckett children

§1902(e)(3)

Medicaid State plan
benefit package

Individuals receiving HCBS who would
only be eligible for Medicaid under the
State Plan if they were in a medical
institution; individuals who were
previously covered under a separate
1915(c) Demonstration.
5. TBI (traumatic brain injury)
6. Ml under 22 (Children’s mental
Health)
7. MR/DD (Mental
Retardation/Developmental

§1902(a)(10)(A)(ii) (V1)

Medicaid State plan
benefit package along
with HCBS

Demonstration Approval: January 1, 2011 through December 31, 2013

Amended June 27, 2012
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Disabilities)

Individuals under 18 who would be
mandatorily categorically eligible except
for income and resources

§1902(a)(10)(C)(ii)(1)

Medicaid State plan
benefit package

Pregnant women who would be
categorically eligible except for income
and resources

§1902(a)(L0)(C)(ii)(I1)

Pregnancy-related and
Post-Partum Services
under the State plan

Pregnant women who lose eligibility
receive 60 days coverage for pregnancy-
related and post partum services

§1902(a)(10)(C)
§1905(e)(5)

Medicaid State plan
benefit package

Blind and disabled
individuals eligible in December 1973

42 CFR 435.340

Medicaid State plan
benefit package

All individuals under 21 or at State option
20, 19, or 18 or reasonable classifications
who would not be covered under
mandatory medically needy group of
individuals under 18

§1902(a)(10)(C)
§1905(a)(i)

Medicaid State plan
benefit package

Specified relatives of
dependent children who are ineligible as

42 CFR 435.301(b)(2)(ii)
42 CFR 435.310

Medicaid State plan
benefit package

categorically needy 1902(a)(10)(c)
Aged individuals who are _
ineligible as categorically needy 42 CFR Medicaid State plan

435.301(b)(2)(iii)
42 CFR 435.320
42 CFR 435.330

benefit package

Blind individuals who are

ineligible as categorically needy but meet
the categorically needy definition of
blindness

1902(a)(10)(c)
42 CFR 435.301(b)(2)(iv)

Medicaid State plan
benefit package

Disabled individuals who are ineligible as
categorically needy that meet the
categorically needy definition of
blindness

§1902(a)(10)(C)

Medicaid State plan
benefit package

This is not an exhaustive list of optional groups covered under the Vermont title XIX State plan.

For a complete list, refer to the Vermont approved title X1X State plan.
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Expansion Populations

VHAP Expansion Populations
(Demonstration Populations 3-8)

Underinsured children with
income between 225 percent
and including 300 percent of
FPL who are not eligible for
Medicaid or CHIP

children with income
between 225 percent and up
to and including 300 percent
of FPL

Same as Medicaid State plan
benefit package

Adults with children with
income between 150 percent
and up to and including 185
percent of the FPL

income between 150 percent
and up to and including 185
percent of the FPL

VHAP Limited/VHAP

Adults with income up to
and including 150 percent of
the FPL

income up to and including
150 percent of the FPL

VHAP Limited/VHAP
PCPlus

Medicare beneficiaries and
non-Medicare individuals
who are 65 years or older or
have a disability with
income at or below 150
percent of the FPL

income at or below 150
percent of the FPL

Medicaid Prescriptions,
eyeglasses and related eye
exams

Medicare beneficiaries and
non-Medicare individuals
who are 65 years or older or
have a disability with
income above 150 percent
and less than 225 percent of
the FPL

income below 225 percent
of the FPL

Maintenance Drugs

Individuals with persistent
mental illness with income
up to and including 150
percent of the FPL

income up to and including
150 percent of the FPL

Day services, diagnosis and
evaluation services,
emergency care,
psychotherapy, group
therapy, chemotherapy,
specialized rehabilitative
services

Premium Assistance Expansion Populations**
(Demonstration Population 9 and 10)

ESI Premium Assistance

Adults with children with
income between 185 percent
and up to and including 300
percent of the FPL

Income between 185 percent
and up to and including 300
percent of the FPL

Premium assistance to
purchase ESI

Childless adults with income
between 150 percent and up
to and including 300 percent
of the FPL

Income between 150 percent
and up to and including 300
percent of the FPL

Premium assistance to
purchase ESI

Catamount Premium Assistance

Adults with children with
income between 185 percent
and up to and including 300
percent FPL

Income between 185 percent
and up to and including 300
percent of the FPL

Premium assistance to
purchase the Catamount
Health

Childless adults with income
between 150 percent and up
to and including 300 percent
of the FPL

Income between 150 percent
and up to and including 300
percent of FPL

Premium assistance to
purchase Catamount Health

Demonstration Approval: January 1, 2011 through December 31, 2013

Amended June 27, 2012
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*  VHAP Limited is the interim benefit package offered to enrollees before a primary care
physician (PCP) is chosen. After the PCP is chosen, the enrollee is eligible for the full
VHAP benefits package, referred to as VHAP PC Plus.

** In order to qualify for premium assistance, the individual has to be currently uninsured
during the prior 12 months. Refer to current Vermont rules and policies for the definition
of “uninsured” and other crowd-out provisions related to premium assistance

Note:  VHAP adults with access to cost-effective ESI are also eligible to receive premium
assistance.

Global Commitment to Health Eligibility Exclusions: The following persons are excluded
from the Global Commitment to Health Program:

Individuals covered under the Vermont section 1115 Choices for Care Demonstration not
receiving CRT services

CHIP eligibles

18. Optional and Expansion Eligibility Groups Expenditure and Enrollment Cap. The State
must seek approval to modify program eligibility via the Demonstration amendment process, as
described in paragraphs 6, 7, and 8 of section I11 “General Program Requirements.” Regardless of
any extension of eligibility, the State will be limited to federal funding reflected in the budget
neutrality requirements set forth in these STCs.

If program eligibility is expanded or reduced, the State must give priority to extension or
continuation of eligibility for optional populations prior to extension or continuation of eligibility
for expansion groups. In the event of any reduction in eligibility for expansion and optional
populations, the State may continue eligibility for all individuals already enrolled in the program.
If the State establishes a waiting list for eligibility or services, priority will be given to State plan
mandatory populations over optional populations, and last priority will be given to expansion
populations.

19. Benefits. All covered services may be subject to medical review and prior approval by DVHA
based on medical appropriateness. A complete listing of covered services and limitations are
contained in the Vermont approved title X1X State plan, Vermont statutes, regulations, and
policies and procedures. The State has the authority to adjust the benefit package for the non-
mandatory eligible populations without amendment per STC paragraph 6.

VHAP PC
Plus (full
Services S VHAP Limitations
Plan )
Benefits
package)

State plan: any limitations on this service are
Inpatient Hospital Services X X described in the approved Title XIX State plan
program rules and policies

Demonstration Approval: January 1, 2011 through December 31, 2013 Page 15 of 38
Amended June 27, 2012



VHAP PC

State Plus (full
Services VHAP Limitations
Plan .
Benefits
package)
VHAP: Urgent and emergent admissions only
State plan: any limitations on this service are
. . . described in the approved Title XIX State plan,
Outpatient Hospital Services X X program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
. . State plan: any limitations on this service are
FQHC/RHC mc!udlng described in the approved Title X1X State plan,
ambulatory services offered by X X S ) RS
FQHCs program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
State plan: any limitations on this service are
. described in the approved Title X1X State plan,
Laboratory/X-ray Services X X program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
State plan: any limitations on this service are
EPSDT for Individuals Under 21 | X described in the approved Title XIX State plan,
program rules and policies
Eamilv Plannina Services and State plan: any limitations on this service are
S y g X X described in the approved Title XIX State plan,
upplies S
program rules and policies
Physician Services and Medical _State plan: any Ilmltatlons on this service is described
. : - X X in the approved Title XIX State plan, program rules
and Surgical Services of a Dentist o
and policies
State plan: any limitations on this service are
Home Health Services X X described in the appro_ve_d Title XI.X Stat_e plan_,
program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
State plan: any limitations on this service are
Nurse Midwife Services X X described in the appro_ve_d Title XI.X Stat_e plan_,
program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
State plan: any limitations on this service are
Pediatric/Family Nurse X X described in the approved Title XIX State plan,
Practitioner program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
Other Medical/Remedial Care
Provided by Licensed
Practitioners and Recognized
undtar S.tate Law (chlropractor, State plan: any limitations on this service are
podiatrist, optometrist, b .
- - . described in the approved Title XIX State plan,
chiropractor, licensed clinical X X

social worker, licensed mental
counselor or licensed marriage
and family therapist,
psychologist, optician, hi-tech
nursing, nurse practitioner,

program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies

Demonstration Approval: January 1, 2011 through December 31, 2013
Amended June 27, 2012
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VHAP PC

State Plus (full
Services VHAP Limitations
Plan .
Benefits
package)
licensed lay midwife,
chiropractor)
State plan: any limitations on this service are
Clinic Services X X described in the appro_ve_d Title XI.X Stat_e plan_,
program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
State plan: any limitations on this service are
. described in the approved Title XIX State plan,
Prescribed Drugs X X program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
Diagnostic, Screening State plan: any limitations on this service are
Preventive, and Rehabilitative X X described in the approved Title XIX State plan,

program rules and policies VHAP: any limitations

Services AR L7
defined in Vermont rules and/or policies

State plan: any limitations on this service are
Private Duty Nursing Services N/A N/A described in the approved Title XIX State plan,
program rules and policies

State plan: any limitations on this service are
described in the approved Title XIX State plan,

X program rules and policies

Note: Eyeglasses are not covered. Covered services
are limited to other aids to vision.

Eyeglasses and Other Aids to
Vision

State plan: any limitations on this service are
Dental Services X described in the approved Title XIX State plan,
program rules and policies

State plan: any limitations on this service are
Prosthetic Devices X described in the approved Title XIX State plan,
program rules and policies

Physical and Occupational State plan: any limitations on this service are
Therapies, and Services for X X described in the approved Title XIX State plan,
Individuals with Speech, Hearing, program rules and policies VHAP: any limitations
and Language Disorders defined in Vermont rules and/or policies

Inpatient Hospital/Nursing State plan: any limitations on this service are
Facility/ ICF Services for X described in the approved Title XIX State plan,
Individuals 65 and Older in IMD program rules and policies

State plan: any limitations on this service are
ICF/MR Services X described in the approved Title XIX State plan,
program rules and policies

State plan: any limitations on this service are
X described in the approved Title XIX State plan,
program rules and policies

Inpatient Psychiatric Services for
Individuals Under 21
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VHAP PC
Plus (full
Services SEk VHAP Limitations
Plan .
Benefits
package)
State plan: any limitations on this service are
Personal Care Services X described in the approved Title XIX State plan,
program rules and policies
State plan: any limitations on this service are
Case Management X described in the approved Title XIX State plan,
program rules and policies
. . State plan: any limitations on this service are
Respiratory Ca_re_ for Ventilator X described in the approved Title XIX State plan,
Dependent Individuals S
program rules and policies
State plan: any limitations on this service are
described in the approved Title XIX State plan,
PCCM X X program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
PACE (covered under VT State plan: any limitations on this service are
Choice for Care 1115 X described in the approved Title XIX State plan,
Demonstration) program rules and policies
State plan: any limitations on this service are
Hospice X described in the approved Title XIX State plan,
program rules and policies
State plan: any limitations on this service are
described in the approved Title XIX State plan,
Transportation Services X X program rules and policies
VHAP: any limitations defined in Vermont rules
and/or policies
Services Provided in a Religious
Non-Medical Health Care N/A N/A
Institution
State plan: any limitations on this service are
. - . described in the approved Title XIX State plan,
Nursing Facility Services for | d volicies. * df
Individuals Under Age 21 X program rules and policies. *covered for persons
under 18 years old. 18 and older covered in the
Choices for Care 1115 Demonstration.
State plan: any limitations on this service are
. . described in the approved Title X1X State plan,
Emergency Hospital Services X X program rules and policies VHAP: any limitations
defined in Vermont rules and/or policies
State plan: any limitations on this service are
Critical Access Hospital X X described in the appro_ve_d Title XI.X Stat_e plan_,
program rules and policies VHAP: any limitations
defined in the Vermont Rules and/or policies

Note: Please note that benefit limitations do not apply to children under age 21- in accordance with
EPSDT requirements.

Demonstration Approval: January 1, 2011 through December 31, 2013
Amended June 27, 2012

Page 18 of 38



Services provided to the State’s different “Programs
offered to individuals who were previously covered under a separate 1915(c) waiver or the State’s prior 1115
Demonstration

Program Name Services Limitations
Traumatic Brain Injury (TBI) | HCBS waiver-like services including Any limitation on this service
crisis/support services, psychological and defined by Vermont rules and
counseling supports, case management, policies

community supports, habilitation, respite care,
supported employment, environmental and
assistive technology and self-directed care.

Mental Illness Under 22 HCBS waiver-like services including service Any limitation on this service
coordination, flexible support, skilled therapy defined by Vermont rules and
services, environmental safety devices, policies

counseling, residential treatment, respite, crisis
and community supports

Community Rehabilitation HCBS waiver-like services including service Any limitation on this service
and Treatment coordination, flexible support, skilled therapy defined by Vermont rules and
services, environmental safety devices, policies

counseling, residential treatment, respite, crisis
and community supports

Developmental Services HCBS waiver services, including service Any limitation on this service
coordination, residential habilitation, day defined by Vermont rules and
habilitation, supported employment, crisis policies

services, clinical intervention, respite and self-
directed care

The VHAP adults are eligible for premium assistance to purchase ESI if deemed cost-effective by the
State. The benefits offered by the plan must be substantially similar to the benefits offered by the
typical benefit plans issued by the four health insurers with the greatest amount of covered individuals
in the small group market. To ensure that individuals enrolled in VHAP ESI receive the same benefits
as individuals in the VHAP program, the State will provide a wrap for services not covered under the
ESI plan.

Premium Assistance Catamount Health Plan Benefit Package (Refer to Attachment B)

Comprehensive benefit as prescribed in Catamount State statute

ESI Premium Assistance (Non-VHAP) Benefit Package

The benefits covered by the plan must be substantially similar to the benefits offered by the
Catamount Health Premium Assistance.

20. Palliative Care Program. The Palliative Care Program is for children under the age of 21 years in
Demonstration populations 1, 2, and 3, who have been diagnosed with a life-limiting illness that is
expected to be terminal before adulthood. The program will allow for children to receive palliative
and curative services.

a. Participation. Demonstration participants will be identified based diagnostic codes found
on claims data and referrals from medical professionals.

I.  Eligibility will be determined by the nurse care manager and/or DVHA Medical
Director, based on the assessment tool and supplemental clinical information (as
needed). Continued eligibility will be re-assessed at least annually.

ii. Care planning activities for children enrolled in the palliative care program will
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meet the requirements specified in federal managed care regulations for enrollees
with special health care needs.

b. Benefits. In addition to State plan services, children enrolled in the palliative care program
may also receive care and services that meet the definition of ‘medical assistance’
contained in section 1905(a) of the Act if determined to be medically appropriate in the
child’s care plan

I. Care coordination. Development and implementation of a family centered care
plan that includes telephonic and home visits by a licensed nurse.

Ii. Respite care. Short term relief for caretaker relatives from the demanding
responsibilities for caring for a sick child.

iii. Expressive Therapies. Therapies provided by licensed therapist to provide
support to the child to help the child to creatively and kinesthetically express their
reaction to their illness. The palliative care program offers 52 hours of expressive
therapies per year. Additional, expressive therapy may be authorized if medically
appropriate.

iv. Family Training. Training to teach family members palliative care principles,
medical treatment regimen, use of medical equipment, and how to provide in-home
care.

v. Bereavement Counseling. Anticipatory counseling and up to 6 months after the
child’s death for the family by a licensed professional trained in grief counseling.
Payment for bereavement counseling services may be provided for on-going
counseling to family members after the child’s death so long as such services were
initiated prior to the child’s death.

c. Cost Sharing. Cost sharing requirements as described in paragraph 22 will apply.

21. Enrollment Process. The State agrees to notify participants newly entering a section 1115

V.

Demonstration within 30 days of their entry into the Global Commitment to Health Demonstration

COST SHARING

22. Premiums, Co-Payments, and Premium Assistance. All cost-sharing for demonstration-eligible

populations described in STC 17 shall be set forth in the approved Medicaid State plan. Such cost-
sharing shall not exceed the nominal cost sharing levels as described in 42 CFR 447.54, etc. CMS
publishes an annual update of nominal cost-sharing levels. As part of the State’s quarterly reports
(specified in STC 37), the State must update CMS regarding any intended changes in the nominal
cost-sharing articulated in the Medicaid State plan. Should the State seek to impose any cost-
sharing that is more than nominal in amount, the State must submit and receive approval of an
amendment to the Demonstration.

Cost-sharing for optional and expansion children eligible for Medicaid and adults whose coverage
is mandated by Federal law must not exceed 5 percent of the family’s gross income. In addition,
the State must not apply co-payment requirements to excluded populations (children under age 21,
pregnant women or individuals in long-term care facilities) or for excluded services/supplies (e.g.,
family planning).

Detailed cost-sharing and premium requirements are specified in Attachment C.

Demonstration Approval: January 1, 2011 through December 31, 2013 Page 20 of 38
Amended June 27, 2012



VI.

DELIVERY SYSTEMS

23. Health Plans. Benefits will be furnished by DVHA which will operate on a managed care model

24,

and will be responsible for the delivery of all Medicaid covered services. The DVHA must be
authorized by State statute and must adhere to federal regulations at 42 CFR section 438 that
would be applicable to a managed care entity unless specifically stated otherwise in the STCs.

Premium Assistance. There are three programs offering premium assistance under this
Demonstration; VHAP-ESI, ESI premium assistance (non-VHAP), and Catamount premium
assistance. As the Single State Agency for Medicaid, AHS will have authority and responsibility
for eligibility determination related to these premium assistance programs. The role filled by AHS
will be identical to that of Single State Agencies in other States. The AHS PMPM limits include
these eligibility groups. The methodology for providing premium assistance for each of the three
programs is described below:

a. VHAP-ESI. AHS determines eligibility, processes enrollment and makes the determination

that ESI is cost effective. DVHA transfers to the beneficiary an amount of premium
assistance that does not exceed the amount that the employer withholds from the
employee’s wages for the employee premium share of employer-sponsored insurance.

DVHA provides additional benefits to ensure that the beneficiary receives the full VHAP
benefit package in the aggregate.

ESI Premium Assistance. AHS determines eligibility, processes enroliment, and makes
the determination that the ESI is cost effective. DVHA transfers to the beneficiary an
amount of premium assistance that does not exceed the amount that the employer withholds
from the employee’s wages for the employee premium share. There is a wraparound
benefit for prevention and management services to treat certain chronic conditions.

Catamount Premium Assistance. AHS determines eligibility and processes enrollment in
Catamount Premium Assistance. The beneficiary pays a premium contribution to AHS and
DVHA pays the total premium for the beneficiary to enroll in a private Catamount Health
plan. There is no additional wraparound benefit.

25. Catamount Health. The Catamount Health product will be offered by private health plans in the

State as dictated by Vermont Statute Title 8, Chapter 107, and section 4084f. Catamount Health.

26. Limitation of Freedom of Choice. Freedom of choice is limited to the DVHA network of

providers. However, populations must have freedom of choice when selecting enrolled providers
within that network (when applicable, the provider must be enrolled in the specific specialty or
subprogram applicable to the services at issue.)

a. Specifically, Demonstration participants enrolled in a special service program such as, but

not limited to specialized substance abuse and behavioral health services or a program for
home and community-based services may only have access to the providers enrolled under
that program, and will not have access to every Medicaid enrolled provider for services
under that program. Such participants will have freedom of choice of providers enrolled in
the special service program.

27. Contracts and Provider Payments. Payments to providers will be set by DVHA and will not be

required to comply with the payment provisions in the approved State plan, or with federal
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28.

29.

regulations pertaining to the upper payment limits for provider rates. The AHS will be
responsible for oversight of DVHA, ensuring compliance with State and federal statutes,
regulations, special terms and conditions, waiver, and expenditure authority. AHS shall be
responsible for evaluation, interpretation and enforcement of findings issued by the external
quality review organization.

Procurement of health care services by AHS (the Single State Agency) through selective
contracting or similar processes, and the subsequent final contracts developed to implement
selective contracting by the AHS with any provider group, must be subject to CMS regional office
approval prior to implementation.

Contracting with Federally Qualified Health Centers (FQHCSs). The State must maintain its
existing agreements with FQHCs and rural health centers. Reimbursement for services provided
to individuals enrolled in ESI/Premium Assistance programs must be based on requirements
established by the Vermont Statute 2006 Health Care Affordability Act and the terms contained in
the independent agreements reached between FQHCs/rural health centers and participating
carriers.

Data Sharing. DVHA as a State agency may share enrollee data with other State agencies if the
use or release of such data is for a purpose directly connected with administration of the plan as
defined in section 1902(a)(7) of the Act. DVHA is authorized to use or release de-identified data,
as defined in Federal privacy regulations, to enable participation in statewide program studies. As
a purpose directly connected with plan administration, DVHA is permitted to release enrollee-
specific information to providers in order to enable the provider to seek payment for services
rendered under the plan. Any other release of enrollee-specific information for a purpose not
directly connected with plan administration is prohibited. Consent of the enrollee is required
whenever release of enrollee information for a purpose directly connected with plan
administration is sought by an outside source, except in an emergency. Release under these
conditions is defined in federal regulations at 42 CFR section 431.306(d).

VIIl. GENERAL REPORTING REQUIREMENTS

30.

31.

32.

33.

34.

General Financial Requirements. The State must comply with all general financial reporting
requirements under title X1X set forth in section IX.

Compliance with Managed Care Reporting Requirements. The State must comply with all
managed care reporting regulations at 42 CFR 438 et. Seq., as if DVHA were a managed care
entity except as expressly identified as not applicable in these STCs.

Reporting Requirements Relating to Budget Neutrality. The State must comply with all
reporting requirements for monitoring budget neutrality set forth in section X.

Reporting on Participants Receiving Community Rehabilitation and Treatment (CRT)
Services. The State agrees to track and report expenditures for CRT services to participants with
severe and persistent mental illness. Expenditures for CRT mental health services will be
included under the budget neutrality agreement for the Vermont Global Commitment to Health
section 1115 Demonstration.

Managed Care Data Requirements. The DVHA must maintain an information system that
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collects, analyzes, integrates, and reports data. The system must provide information that would
be required from managed care entities as set forth in Federal regulations at 42 CFR section 438,
on program elements including, but not limited to, service utilization, grievances, appeals, and
disenrollments for reasons other than loss of Medicaid eligibility. The management information
system must collect data on member and provider characteristics, as specified by the AHS, and on
services as set forth under the intergovernmental agreement. DVHA must collect, retain and
report encounter data in accordance with the Demonstration terms and conditions. All collected
data must be available to AHS, and to CMS, upon request. The State must have contractual
provisions in place to impose sanctions on the DVHA if accurate data are not submitted in a
timely fashion.

35. Submission of Encounter Data. The State will submit encounter data to the Medicaid Statistical
Information System (MSIS) system, as is consistent with Federal law and section 1X of this
document. The State must assure that encounter data maintained at DVHA and provider level can
be linked with eligibility files maintained by the State.

36. Quarterly Calls. CMS will schedule at least Quarterly conference calls with the State. The
purpose of these calls is to discuss any significant actual or anticipated developments affecting the
Demonstration. Areas to be addressed include, but are not limited to, DVHA operations (such as
contract amendments and rate certifications), health care delivery, enrollment, cost sharing,
quality of care, access, the benefit package, audits, lawsuits, financial reporting and budget
neutrality issues, DVHA financial performance that is relevant to the Demonstration, progress on
evaluations, State legislative developments, and any Demonstration amendments, concept papers,
or State plan amendments the State is considering submitting. CMS will update the State on any
amendments or concept papers under review, as well as federal policies and issues that may affect
any aspect of the Demonstration. The State and CMS (both the project officer and the regional
office) will jointly develop the agenda for the calls.

37. Quarterly Reports. The State must submit progress reports in the format specified in Attachment
A no later than 60 days following the end of each quarter. The intent of these reports is to present
the State’s analysis and the status of the various operational areas. These quarterly reports must
include, but not be limited to:

a. An updated budget neutrality monitoring spreadsheet;

Events occurring during the quarter or anticipated to occur in the near future that affect
health care delivery, including but not limited to: approval and contracting with new plans;
benefits; enrollment; grievances; quality of care; access; health plan financial performance
that is relevant to the Demonstration; pertinent legislative activity; and other operational
ISsues;

c. Action plans for addressing any policy and administrative issues identified,;

d. A separate discussion of the State efforts related to the collection and verification of claims
and encounter data;

e. Evaluation activities and interim findings and a description of State progress towards
Demonstration goals;

f.  Updates on any intended changes in the nominal cost-sharing as stated in the Medicaid
State plan, if applicable; and
g. The State must report Demonstration program enrollment on a quarterly basis using the
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quarterly report format in Attachment A.

Quiarterly report for the quarter ending September 30 is due November 30
Quarterly report for the quarter ending December 31 is due February 28
Quiarterly report for the quarter ending March 31 is due May 31

Quarterly report for the quarter ending June 30 is due August 31

38. Annual Report. The State must submit a draft annual report documenting accomplishments,
project status, quantitative and case study findings, interim evaluation findings, utilization data,
progress on implementing cost containment initiatives and policy and administrative difficulties in
the operation of the Demonstration. The State must submit the draft annual report no later than
April 1 after the close of each Demonstration year. Within 30 days of receipt of comments from
CMS, a final annual report must be submitted, and posted, to the CMS Web site with prior
permission.

39. Transition Plan. On or before July 1, 2012, the State is required to prepare and incrementally
revise a transition plan consistent with the provisions of the Affordable Care Act for individuals
enrolled in the Demonstration, including how the State plans to coordinate the transition of these
individuals to a coverage option available under the Affordable Care Act without interruption in
coverage to the maximum extent possible. The plan must contain the required elements and
milestones described in paragraphs 39 a-e. In addition, the Plan will include a schedule of
implementation activities that the State will use to operationalize the Transition Plan.

a. Seamless Transitions. Consistent with the provisions of the Affordable Care Act, the
Transition Plan will include details on how the State plans to obtain and review any additional
information needed from each individual to determine eligibility under all eligibility groups,
and coordinate the transition of individuals enrolled in the Demonstration (by FPL) (or newly
applying for Medicaid) to a coverage option available under the Affordable Care Act without
interruption in coverage to the maximum extent possible. Specifically, the State must:

i.  Determine eligibility under all January 1, 2014, eligibility groups for which the State is
required or has opted to provide medical assistance, including the group described in
§1902(a)(10)(A)(1)(V 1) for individuals under age 65 and regardless of disability status
with income at or below 133 percent of the FPL.

ii.  Identify Demonstration populations not eligible for coverage under the Affordable Care
Act and explain what coverage options and benefits these individuals will have effective
January 1, 2014.

iii.  Implement a process for considering, reviewing, and making preliminarily
determinations under all January 1, 2014 eligibility groups for new applicants for
Medicaid eligibility.

iv.  Conduct an analysis that identifies populations in the Demonstration that may not be
eligible for or affected by the Affordable Care Act and the authorities the State
identifies that may be necessary to continue coverage for these individuals.

v.  Develop a modified adjusted gross income (MAGI) calculation for program eligibility.
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b. Access to Care and Provider Payments and System Development or Remediation. As
necessary to meet the State’s priorities, the State should assure adequate provider supply for the
State plan and Demonstration populations affected by the Demonstration on December 31,
2013. Additionally, the Transition Plan for the Demonstration is expected to expedite the
State’s readiness for compliance with the requirements of the Affordable Care Act and other
federal legislation.

c. Pilot Programs. Progress towards developing and testing, when feasible, pilot programs that
support Affordable Care Act-defined “medical homes,” “accountable care organizations,” and /
or “person-centered health homes” to allow for more efficient and effective management of the
highest risk individuals.

d. Progress Updates. After submitting the initial Transition Plan for CMS approval, the State
must include progress updates in each quarterly and annual report. The Transition Plan shall be
revised as needed.

e. Implementation.

I.  ByJuly1l, 2013, the State must begin to implement a simplified, streamlined process for
transitioning eligible enrollees in the Demonstration to Medicaid, the Exchange or other
coverage options in 2014. In transitioning these individuals from coverage under the
Demonstration to coverage under the State plan, the State will not require these individuals
to submit a new application.

ii.  On or before December 31, 2013, the State must provide notice to the individual of the
eligibility determination using a process that minimizes demands on the enrollees.

IX. GENERAL FINANCIAL REQUIREMENTS

40. Aggregate Budget Neutrality Limit. Federal funding will be limited to an aggregate amount of
$8,955,886,798 over the 8.25 year term of this Demonstration. In any year in which the State
exceeds the annual target amount set forth in section X below, the State will develop a plan to
ensure that the budget neutrality limit is not exceeded, pursuant to the process set forth in section
X.

41. Per Member Per Month Limit: In addition to the aggregate budget neutrality limit described in
STC 40, total Federal funding for medical assistance will be limited over the life of the
Demonstration extension to an aggregate spending limit based on the actuarially-determined, per
member per month limits. Total allowable Demonstration expenditures will be reconciled against
the aggregate budget neutrality limit described in STC 40 and the sum of the annual limits for the
extension period (per member per month limits multiplied by actual caseload). The fixed per
member per month amount, established in accordance with the requirements set forth under
paragraph 15, shall be determined no more frequently than annually unless approved by CMS, and
must meet the requirements for a rate paid to a managed care entity under 42 CFR 438.6 for the
managed care entity expenses . The fixed per member per month amount may vary based upon
rate cells that take into account different categories of individuals and benefits.

42. Quarterly Expenditure Reports. The State must provide quarterly expenditure reports using the
form CMS-64 to separately report total expenditures for services provided under the Medicaid
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43.

program, including those provided through the Demonstration under section 1115 authority. This
project is approved for expenditures applicable to services rendered during the Demonstration
period. CMS will provide FFP for allowable Demonstration expenditures only as long as they do
not exceed the pre-defined limits on the costs incurred as specified in Section X (Monitoring
Budget Neutrality).

Reporting Expenditures Subject to the Budget Neutrality Cap. In order to track expenditures
under this Demonstration, Vermont must report Demonstration expenditures through the Medicaid
and Children's Health Insurance Program Budget and Expenditure System, following routines
from CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual. All
Demonstration expenditures subject to the budget neutrality cap must be reported each quarter on
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the Demonstration project
number assigned by CMS (including the project number extension, which indicates the
Demonstration year in which the expenditure was made). Reporting for expenditures made
subsequent to termination of the Demonstration must indicate the Demonstration year in which
services were rendered. Payment adjustments attributable to expenditures under the
Demonstration must be recorded on the applicable Global Commitment prior quarter waiver form,
identified as either CMS-64.9P Waiver (Medical Assistance Payments) or CMS-64.10P Waiver
(Administrative Payments). When populated, these forms read into the CMS-64 Summary sheet,
Line 7 for increasing adjustments and Line 10B for decreasing adjustments. Adjustments not
attributable to this Demonstration should be reported on non-waiver forms, as instructed in the
State Medicaid Manual. The term, "expenditures subject to the budget neutrality cap,"” is defined
in paragraph 52.”

a. For each Demonstration Year five separate form CMS-64.9 waiver and/or 64.9P waiver reports
must be submitted reporting expenditures subject to the budget neutrality cap. All expenditures
subject to the budget neutrality ceiling for Demonstration eligibles must be reported. The sum
of the expenditures from the separate reports will represent the expenditures subject to the
budget neutrality cap (as defined in 40.b.). As needed and subject to CMS approval, the State
will develop reasonable methods to allocate allowable Demonstration expenditures across
Demonstration population reporting groups. The Vermont Global Medicaid eligibility groups,
for reporting purposes, include the following names and definitions:

Corresponding

CMS 64 Reporting name Demonstration Population description
Reporting Name description population number P P
per the STCs
“ABD” Report expenditures for Demonstration e Mandatory Categorically needy
individuals eligible as Populations 1-2 e  Optional Categorically needy

aged, blind, or disabled
under the state plan

“ANEC” Report the expenditures Demonstration e Mandatory Categorically needy

for all non-ABD children Populations 1-2 e  Optional Categorically needy
and adults in the State
plan mandatory and
optional categories

“Optional Report for all Demonstration e Optional Categorically needy
Expansions” expenditures for all non- populations 2

ABD children and adults
in optional categories
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CMS 64

Reporting name

Corresponding
Demonstration

Population description

Reporting Name description population number
per the STCs
“VT Global Rx” | Report for all Demonstration e Medicare beneficiaries and non-
expenditures for population 6 Medicare individuals who are 65 years
individuals eligible as or older or have a disability with
pharmacy-only disabilities with income at or below
expansions through VT 150 percent of FPL
Global (previously VHAP
RX)
Demonstration e Medicare beneficiaries and non-
Population 7 Medicare individuals who are 65 years
or older or have a disability with
income between 150 percent and up to
and including 225 percent of FPL
“VT Global Report for all Demonstration e Underinsured Children with income
Expansion” expenditures for Population 3 between 225 and up to and including

individuals eligible as
non-categorical health
care expansions through
VT global

Demonstration
Population 4

Demonstration
Population 5

Demonstration
Population 9 and 10

300 percent of the FPL who otherwise
are ineligible for Medicaid or CHIP
Adults with children with income
between 150 and up to and including
185 percent of the FPL

Childless adults with income up to and
including 150 percent of the FPL
Premium assistance expansion groups
(ESI or Catamount Health)

a) adults with children with incomes

between 185 and 300 percent of the
FPL)

b) all adults with income between 150 and

c)

up to and including 300 percent of the
FPL.

college students with income up to and
including 300 percent of FPL who do
not meet the eligibility requirements
for Demonstration Populations 4 & 5
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It is understood that Demonstration Population (CRT) is duplicative of other MEGs that are
reported on the CMS-64. Reporting to CMS for Demonstration Population 8 will occur via a
supplemental information report provided as backup to the CMS-64. This report will be submitted
concurrently with the other CMS-64 backup documentation submitted every quarter.

b. For purposes of this section, the term “expenditures subject to the budget neutrality cap” must
include all Medicaid expenditures on behalf of the individuals who are enrolled in this
Demonstration (as described in paragraph 40.a.0f this section) and who are receiving the
services subject to the budget neutrality cap. All expenditures that are subject to the budget
neutrality cap are considered Demonstration expenditures and must be reported on line 49 of
forms CMS-64.9 waiver and/or 64.9P waiver.

c. Premiums and other applicable cost-sharing contributions from enrollees that are collected by
the State from enrollees under the Demonstration must be reported to CMS on the CMS-64
Summary Sheet, Line 9E “Miscellaneous.” In order to ensure that the Demonstration is
properly credited with premium collections, please indicate in the CMS-64 Certification
“Footnotes” section that Line 9E of the Summary Sheet is for Global Commitment Collections
only.

d. Administrative costs must be included in the budget neutrality limit. Vermont will not be at
risk for expenditures related to systems enhancements, including any new procurements related
to claims processing, program management, and eligibility. All administrative costs not
included in the expenditures reported on line 49 of forms CMS-64.9 waiver and/or 64.9 waiver
(described in 40.b of this section) must be identified on the forms CMS-64.10 waiver and/or
64.10P waiver.

e. All claims for expenditures subject to the budget neutrality cap (including any cost settlements)
must be made within 2 years after the calendar quarter in which the State made the
expenditures. Furthermore, all title XIX claims for services during the Demonstration period
(including any cost settlements and claims incurred during the Demonstration but paid
subsequent to the end date of the Demonstration) are considered allowable expenditures under
the Demonstration and must be made within 2 years after the conclusion or termination of the
Demonstration. During the latter 2-year period, the State must continue to identify separately
net expenditures related to dates of service during the operation of the section 1115
Demonstration on the CMS-64 waiver forms in order to properly account for these
expenditures in determining budget neutrality.

f. At the end of the Demonstration, all MCO investment and administrative claims for
expenditures subject to the budget neutrality cap (including any cost settlements and non-title
XIX claims incurred during the Demonstration but paid subsequent to the end date of the
Demonstration) must be made within 2 quarters (6 months) after the calendar quarter in which
the State made the expenditures. During the latter 6 month period, the State must continue to
identify separately net expenditures related to dates of service during the operation of the
section 1115 Demonstration on the CMS-64 waiver forms in order to properly account for these
expenditures in determining budget neutrality.

g. Disproportionate Share Hospital (DSH) payments are not counted as expenditures under the
Demonstration.
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44,

45.

46.

47.

h. The Demonstration does not prohibit the State from requesting to implement special initiatives
available, and taking advantage of enhanced Federal Medical Assistance Percentage (FMAP)
for these initiatives, under ACA subject to the federal approval process established for these
initiatives.

Reporting Member Months. The term "eligible member/months” refers to the number of months
in which persons are eligible to receive services. For example, a person who is eligible for 3
months contributes 3 eligible member/months to the total. Two individuals, who are eligible for 2
months, each contributes 2 eligible member months to the total, for a total of 4 eligible
member/months

Standard Medicaid Funding Process. The standard Medicaid funding process must be used
during the Demonstration. Vermont must estimate matchable Medicaid expenditures on the
quarterly form CMS-37 based on the PMPM limit (or a percentage of the PMPM limit) and
projected caseload for the quarter. In addition, the estimate of matchable Demonstration
expenditures (total computable and federal share) subject to the budget neutrality cap must be
separately reported by quarter for each Federal fiscal year on the form CMS-37.12 for both the
medical assistance program and administrative costs outside of the PMPM limit. CMS will make
federal funds available based upon the State’s estimate, as approved by CMS. Within 30 days after
the end of each quarter, the State must submit the form CMS-64 quarterly Medicaid expenditure
report, showing Medicaid expenditures, consistent with the definition of an expenditure in 45
C.F.R. 95.13, made in the quarter just ended. Intergovernmental transfers of the individual per
member per month fixed amount from AHS to DVHA are not reportable expenditures, but provide
funding for reportable DVHA expenditures. CMS will reconcile expenditures reported on the form
CMS-64 with federal funding previously made available to the State, and include the reconciling
adjustment in the finalization of the grant award to the State.

Sources of Non-Federal Share. The State certifies that matching the non-Federal share of funds
for the Demonstration are State/local monies. The State further certifies that such funds must not
be used to match for any other Federal grant or contract, except as permitted by law. All sources of
non-Federal funding must be compliant with section 1903(w) of the Act and applicable regulations.
In addition, all sources of the non-Federal share of funding are subject to CMS approval.

a. CMS will review the sources of the non-Federal share of funding for the Demonstration at any
time. The State agrees that all funding sources deemed unacceptable by CMS must be
addressed within the time frames set by CMS.

b. Any amendments that impact the financial status of the program must require the State to
provide information to CMS regarding all sources of the non-Federal share of funding.

State Certification of Public Expenditures. Nothing in these STCs concerning certification of
public expenditures relieves the State of its responsibility to comply with federal laws and
regulations, and to ensure that claims for Federal funding are consistent with all applicable
requirements. The State must certify that the following conditions for non-federal share of
Demonstration expenditures are met:

a. Units of government, including governmentally operated health care providers, may certify that
State or local tax dollars have been expended as the non-federal share of funds under the
Demonstration.
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49.

50.

51.

52.

b. To the extent the State utilizes certified public expenditures (CPES) as the funding mechanism
for title XIX (or under section 1115 authority) payments, CMS must approve a cost
reimbursement methodology. This methodology must include a detailed explanation of the
process by which the State would identify those costs eligible under title X1X (or under section
1115 authority) for purposes of certifying public expenditures.

c. To the extent the State utilizes CPEs as the funding mechanism to claim federal match for
payments under the Demonstration, governmental entities to which general revenue funds are
appropriated must certify to the State the amount of such tax revenue (State or local) used to
satisfy Demonstration expenditures. The entities that incurred the cost must also provide cost
documentation to support the State’s claim for Federal match.

d. The State may use intergovernmental transfers as a source of non-Federal share to the extent
that such funds are derived from State or local tax revenues and are transferred by units of
government within the State. Any transfers from governmentally operated health care providers
must be made in an amount not to exceed the non-Federal share of title XIX payments. Under
all circumstances, health care providers must retain 100 percent of the claimed expenditure.
Moreover, no pre-arranged agreements (contractual or otherwise) exist between health care
providers and State and/or local government to return and/or redirect any portion of the
Medicaid payments. This confirmation of Medicaid payment retention is made with the
understanding that payments that are the normal operating expenses of conducting business,
such as payments related to taxes, (including health care provider-related taxes), fees, business
relationships with governments that are unrelated to Medicaid and in which there is no
connection to Medicaid payments, are not considered returning and/or redirecting a Medicaid
payment. Intergovernmental transfers are not themselves expenditures, but may be a source of
funding for expenditures.

Monitoring the Demonstration. The State will provide CMS with information to effectively
monitor the Demonstration, upon request, in a reasonable time frame.

MSIS Data Submission. The State must submit its MSIS data electronically to CMS in
accordance with CMS requirements and timeliness standards. The State must ensure, within 120
days of the approval of the Demonstration, that all prior reports are accurate and timely.

MONITORING BUDGET NEUTRALITY

Aggregate Limit on Title XIX Funding. The State shall be subject to a limit on the amount of
federal title XIX funding that the State may receive on selected Medicaid expenditures during the
period of approval of the Demonstration. The aggregate budget neutrality limit over the life of the
Demonstration is defined in STC 40. The per member per month budget neutrality expenditure
limits are set on a yearly basis with a cumulative per member per month expenditure limit for the
length of the entire Demonstration extension.

Risk. The State shall be at risk for the both the number of enrollees in the Demonstration as well
as the per capita cost for Demonstration eligibles under the aggregate budget neutrality agreement
as defined in STCs 40 and 52 The cumulative, per member per month limit will vary based on
actual caseload.

Budget Neutrality Aggregate Cap. Budget neutrality is determined on an aggregate cap basis as
shown below:
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54.

55.

56.

DY/ FFY Annual Budget Neutrality Cap
(total computable)
DY 1/ FFY 2006 $ 841,266,663
DY 2/ FFY 2007 $ 843,594,654
DY 3/ FFY 2008 $ 919,247,991
DY 4/ FEY 2009 $ 1,002,321,263
DY 5/ FFY 2010 $ 1,093,591,603
Total DY 1to DY 5 $  4,700,022,174
DY 6/ FFY 2011 $ 1,165,191,563
DY 7/ FFY 2012 $ 1,248,077,166
DY 8/ FFY 2013 $ 1,337,393,583
DY 9/ 10/01/2013 — 12/31/2013 $ 505,202,312
Total for Extension Period $ 4,255,864,623
Cumulative Total (Initial 5 Years $ 8,955,886,798
Plus Extension Period)

Impermissible DSH, Taxes or Donations. The CMS reserves the right to adjust the budget
neutrality ceiling in order to be consistent with enforcement of impermissible provider payments,
health care related taxes, new Federal statutes, or with policy interpretations implemented through
letters, memoranda, or regulations. CMS reserves the right to make adjustments to the budget
neutrality cap if any health care related tax that was in effect during the base year, or provider-
related donation that occurred during the base year, is determined by CMS to be in violation of the
provider donation and health care related tax provisions of section 1903(w) of the Social Security
Act (the Act). Adjustments to annual budget targets will reflect the phase-out of impermissible
provider payments by law or regulation, where applicable.

How the Limits will be Applied. The limits calculated in paragraph 52 will apply to actual
expenditures for the Demonstration including claims incurred during the Demonstration period but
paid after the end of the Demonstration, as reported by the State under section IX. If at the end of
the Demonstration period the budget neutrality provision has been exceeded, the excess federal
funds will be returned to CMS. There will be no new limit placed on the FFP that the State can
claim for expenditures for recipients and program categories not listed. If the Demonstration is
terminated prior to the eight and a quarter-year period, the budget neutrality test will be pro-rated
based on the time period through the termination date.

Enforcement of Budget Neutrality. CMS will enforce budget neutrality over the life of the
Demonstration rather than on an annual basis. However, if the State’s expenditures exceed the
calculated cumulative budget neutrality expenditure cap by the percentage identified below for any
of the Demonstration years, the State must submit a corrective action plan to CMS for approval.

Expenditure Review and Cumulative Target Calculation. CMS will enforce budget neutrality
over the life of the Demonstration, rather than on an annual basis. However, no later than 6 months
after the end of each Demonstration year, CMS will calculate an annual expenditure target for the
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XI.

S57.

58.

59.

60.

completed year. This amount will be compared with the actual FFP claimed by the State under
budget neutrality. Using the schedule below as a guide, if the State exceeds the cumulative target,
they must submit a corrective action plan to CMS for approval. The State will subsequently
implement the approved corrective action plan.

Cumulative Target Cumulative Target
Year (Total Computable Hve 1arg Percentage
Definition
Cost)
$1,200,147,310 Year 6 budget

Year 6 . 3 percent
estimate plus
Years 6 and 7

Year 7 $2,449,467,760 combined budget 1.5 percent
estimate plus
Years 6 through 8

Year 8 $3,769,415,624 combined budget 0.5 percent
estimate plus
Years 6 through 9

Year 9 $4,255,864,624 combined budget 0 percent
estimate plus

EVALUATION OF THE DEMONSTRATION

Submission of Draft Evaluation Design. The State must submit to CMS for approval a draft
evaluation design for an overall evaluation of the Demonstration no later than 120 days after CMS’
approval of the Demonstration. At a minimum, the draft design must include a discussion of the
goals and objectives set forth in section Il of these STCs, as well as the specific hypotheses that are
being tested, including those indicators that focus specifically on the target populations and the
public health outcomes generated from the use of Demonstration funds. The draft design must
discuss the outcome measures that will be used in evaluating the impact of the Demonstration
during the period of approval. It must discuss the data sources and sampling methodology for
assessing these outcomes. The draft evaluation design must include a detailed analysis plan that
describes how the effects of the Demonstration must be isolated from other initiatives occurring in
the State. The draft design must identify whether the State will conduct the evaluation, or select an
outside contractor for the evaluation.

Interim Evaluation Reports. In the event the State requests to extend the Demonstration beyond
the current approval period under the authority of section 1115(a), (e), or (f) of the Act, the State
must submit an interim evaluation report as part of the State’s request for each subsequent renewal.

Final Evaluation Design and Implementation. CMS must provide comments on the draft
evaluation design described in paragraph 57 within 60 days of receipt, and the State must submit a
final design within 60 days after receipt of CMS comments. The State must implement the
evaluation design and submit its progress in each of the quarterly and annual progress reports. The
State must submit to CMS a draft of the evaluation report within 120 days after the expiration of
the Demonstration. CMS must provide comments within 60 days after receipt of the report. The
State must submit the final evaluation report within 60 days after receipt of CMS comments.

Cooperation with CMS Evaluators. Should CMS conduct an independent evaluation of any
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component of the Demonstration the State will cooperate fully with CMS or the independent
evaluator selected by CMS. The State will submit the required data to the contractor or CMS as

requested.

XIl.  USE OF DEMONSTRATION FUNDS

61. Use of Demonstration Funds. Expenditures within the per member per month limit (calculated
over the life of the Demonstration) can include expenditures for the following purposes:
a. Reduce the rate of uninsured and/or underinsured in Vermont;
b. Increase the access of quality health care to uninsured, underinsured, and Medicaid

beneficiaries;

c. Provide public health approaches and other innovative programs to improve the health
outcomes, health status and quality of life for uninsured, underinsured and Medicaid-eligible
individuals in Vermont; and

d. Encourage the formation and maintenance of public-private partnerships in health care,
including initiatives to support and improve the health care delivery system.

XIll. SCHEDULE OF THE STATE DELIVERABLES OF THE DEMONSTRATION

PERIOD
Date Specific Deliverable STC Reference
120 days after Submit Draft Evaluation Plan Section XI, paragraph 57
approval
July 1, 2012 Draft ACA Transitional Plan Section VIII, paragraph 39

October 1, 2012

Submit Final Evaluation Plan

Section XI, paragraph 59

Deliverable

STC Reference

Annually (by April 1%

Draft Annual Report

Section VIII, paragraph 38

Quarterly

Quarterly Operational Reports

Section VIII, paragraph 37

CMS-64 Reports

Section 1X, paragraph 42
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ATTACHMENT A: QUARTERLY REPORT CONTENT AND FORMAT

Under section V111, paragraph 37, the State is required to submit quarterly progress reports to CMS.
The purpose of the quarterly report is to inform CMS of significant Demonstration activity from the
time of approval through completion of the Demonstration. The reports are due to CMS 60 days after
the end of each quarter.

The following report guidelines are intended as a framework and can be modified when agreed upon
by CMS and the State. A complete quarterly progress report must include an updated budget neutrality
monitoring workbook. An electronic copy of the report narrative, as well as the Microsoft Excel
workbook is provided.

NARRATIVE REPORT FORMAT:

Title Line One — Vermont Global Commitment to Health
Title Line Two - Section 1115 Quarterly Report

Demonstration/Quarter Reporting Period:
Example:
Demonstration Year: 6 (10/1/2010 — 9/30/2011)
Federal Fiscal Quarter: 1/2010 (10/01/2010 — 12/31/2010)

Introduction

Information describing the goal of the Demonstration, what it does, and key dates of
approval/operation. (This should be the same for each report.)

Enrollment Information

Please complete the following table that outlines all enrollment activity under the Demonstration. The
State should indicate “N/A” where appropriate. If there was no activity under a particular enrollment
category, the State should indicate that by “0”.

Enrollment Counts Note: Enrollment counts should be person counts, not member months.

Current Previously Variance
Demonstration Populations Enrollees: last reported
day of the enrollees last
quarter: day of quarter:
XXIXXIXXXX XXIXXIXXXX
Demonstration Population 1:
Demonstration Population 2:
Demonstration Population 3:
Demonstration Population 4:
Demonstration Population 5:
Demonstration Population 6:
Demonstration Population 7:
Demonstration Population 8:
Demonstration Population 9:
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Demonstration Population 10:

Outreach/Innovative Activities
Summarize outreach activities and/or promising practices for the current quarter.

Operational/Policy Developments/Issues

Identify all significant program developments/issues/problems that have occurred in the current
quarter, including but not limited to approval and contracting with new plans, benefit changes, and
legislative activity.

Expenditure Containment Initiatives
Identify all current activities, by program and or Demonstration population. Include items such as
status, and impact to date as well as short and long term challenges, successes and goals.

Financial/Budget Neutrality Development/Issues
Identify all significant developments/issues/problems with financial accounting, budget neutrality, and
CMS 64 reporting for the current quarter. Identify the State’s actions to address these issues.

Member Month Reporting
Enter the member months for each of the EGs for the quarter.

A. For Use in Budget Neutrality Calculations

Total for
Eligibility Group Month 1 Month 2 Month 3 Quarter Ending
XXIXX

Demonstration Population 1:

Demonstration Population 2:

Demonstration Population 3:

Demonstration Population 4:

Demonstration Population 5:

Demonstration Population 6:

Demonstration Population 7:

Demonstration Population 8:

Demonstration Population 9:

Demonstration Population 10:

Consumer lIssues

A summary of the types of complaints or problems consumers identified about the program in the
current quarter. Include any trends discovered, the resolution of complaints, and any actions taken or to
be taken to prevent other occurrences. Also discuss feedback received from the other consumer groups.

Quality Assurance/Monitoring Activity
Identify any quality assurance/monitoring activity in current quarter.

Demonstration Evaluation
Discuss progress of evaluation design and planning.

Enclosures/Attachments
Identify by title any attachments along with a brief description of what information the document
contains.
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State Contact(s)

Identify individuals by name, title, phone, fax, and address that CMS may contact should any questions
arise.

Date Submitted to CMS
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ATTACHMENT B: SUMMARY OF CATAMOUNT HEALTH

Catamount Health is a new fully insured product that will be available through private insurers in
Vermont. The Catamount Health Assistance Program offers a subsidized insurance program to
Vermont residents who have been without health insurance coverage for a year or more, have income
at or below 300 percent of FPL, and who do not have access to employer-sponsored insurance that has
been approved and is cost effective. The beneficiary’s share of the premium is based on income.

Participating Carriers

Insurers currently offering products in the small group market may offer Catamount Health. The
benefits to be provided in the plan are set out in the legislation creating the program. Insurers offering
Catamount Health are required to provide benefit plans that are actuarially equivalent to the following,
which are modeled on a PPO plan:

A $500.00 annual deductible for an individual and a $1000.00 deductible for a family for health
services received in network;

e A $1000.00 annual deductible for an individual and a $2,000.00 deductible for a family for health
services received out of network;

e 20 percent co-insurance, in and out of network;
e $10.00 office co-payment;

e Prescription drug coverage without a deductible, $10.00 co-payments for generic drugs, $35.00
co-payments for drugs on the preferred drug list, and $55.00 co-payments for non- preferred drugs;

e Out-of-pocket maximums of $1,050.00 for an individual and $2,100.00 for a family for in-network
services and $2,100.00 for an individual and $4,000.00 for a family for out- of-network services;
and

e A waiver of the deductible and other cost-sharing payments for chronic care for individuals
participating in chronic care management and for preventive care.
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ATTACHMENT C: Premiums and Co-Payments for Demonstration Populations

Population

| Premiums

‘ Co-Payments

| State Program Name

Traditional Medicaid-eligible Mandatory and Optional Populations

Demonstration Population 1:
Mandatory Categorically Needy

$0 or as otherwise indicated in
approved Medicaid State Plan

Medicaid State Plan

Medicaid/Dr. Dynasaur

Demonstration Population 2:
Optional Categorically Needy

$0 or as otherwise indicated in
approved Medicaid State Plan

Medicaid State Plan

Medicaid/Dr. Dynasaur

Vermont Health Access Plan (VHAP) Expansion Populations

Demonstration Population 3: Underinsured
children with income between 225 percent and up to
and including 300% of the FPL who are not
otherwise eligible for Medicaid or the Children’s
Health Insurance Program

Premiums not to exceed the
following:

186-225% FPL: $15/month/family
226-300% FPL: $20/month/family

Not to exceed the nominal
co-payments specified in the
Medicaid State plan

Dr. Dynasaur

Demonstration Population 4:

Premiums not to exceed the

Not to exceed the nominal
co-payments specified in the
Medicaid State Plan plus

of FPL

50-75% FPL: $7/month
76-100% FPL: $25/month
101-150% FPL: $33/month

$25 per emergency room
visit, with no charge if
admitted to the hospital

Adults with children with income between 150 | following: $25 per emergency room VHAP
percent and up to and including 185 percent of FPL | 150-185% FPL: $49/month = per gency ro
visit, with no charge if
admitted to the hospital
Premiums not to exceed the Not to exceed the nominal
Demonstration Population 5: following: K,?’Z‘?‘ym;gtts fp:(l:'f'edl in the
Adults with income up to and including 150 percent edicaid State Flan pius VHAP

Demonstration Population 6:

Medicare beneficiaries and non-Medicare
individuals who are 65 years or older or have a
disability with income at or below 150 percent of the
FPL, not otherwise categorically eligible

Premiums not to exceed the
following:

0-150% FPL: $15/month/person

Not to exceed the nominal
co-payments specified in the
Medicaid State plan

VHAP Pharmacy/
VPharm1l

Demonstration Population 7:

Medicare beneficiaries and non-Medicare
individuals who are 65 years or older or have a
disability with income above 150 percent but less
than and including 225 percent of the FPL, not
otherwise categorically eligible

Premiums not to exceed the
following:

151-175% FPL: $20/month/person
176-225% FPL: $50/month/person

Not to exceed the nominal
co-payments specified in the
Medicaid State plan

VScript/\VPharm2 or
VScript Expanded/
VPharm3

Demonstration Population 8:

Premiums not to exceed the

Not to exceed the nominal

ESI Premium Assistance Expansion Population

76-100% FPL: $25/month
101-150% FPL: $33/month
150-185% FPL: $49/month

$25 per emergency room
visit, with no charge if
admitted to the hospital

Individuals with persistent mental illness with | amounts indicated in the Medicaid | co-payments specified in the | VHAP
income up to and including 150 percent of FPL | State Plan Medicaid State plan
Premium Assistance Expansion Populations
fgﬁgw:rs not to exceed the Not to exceed the nominal
g co-payments specified in the
Demonstration Population 9: 50-75% FPL: $7/month Medicaid State Plan plus VHAP-ESI

Based on lowest cost plan;

Non-VHAP ESI or

premium amounts will be the same Catamount
Demonstration Population 10: as Catamount
Catamount Health Premium Assistance Expansion N/A
Population Based on lowest cost plan;
amounts dictated by Vermont
Legislation
*Cost refers to the amount of reimbursement.
Demonstration Approval: January 1, 2011 through December 31, 2013 Page 38 of 38

Amended June 27, 2012




DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-01-16
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Children and Adults Health Programs Group

June 5, 2013

Mr. Mark Larson, Commissioner
Department of Vermont Health Access
312 Hurricane Lane, Suite 201
Williston, VT 05495

Dear Mr. Larson:

Thank you for your recent request to extend Vermont’s Global Commitment section 1115
demonstration (11-W-00194/1). The Centers for Medicare & Medicaid Services (CMS) received
your extension request on May 21, 2013. We have completed a preliminary review of the
application, and have determined that the state’s application has met the requirements for a

complete application as specified under section 42 CFR 431.412(a).

In accordance with section 42 CFR 431.416(a), CMS acknowledges receipt of the state’s
application. The 30-day federal comment period, as required under 42 CFR 431.416(b), begins
on June 5, 2013 and ends on July 4, 2013. The state’s application is available at
http://medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html.

We look forward to working with you and your staff, and are available to provide technical
assistance as you revise the state’s application. If you have additional questions or concerns,
please contact your project officer, Megan Renfrew, Division of State Demonstrations and

Waivers, at (410) 786-0435, or at megan.renfrew@cms.hhs.gov.

Sincerely,

Diane T. Gerrits
Director

Division of State Demonstration and Waivers

cc: Jen Ryan, CMCS

Richard McGreal, ARA DMCHO, CMS Boston Regional Office

Megan Renfrew, CMCS


http://medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html

PETER SHUMLIN

Governor

State of Vermont
OFFICE OF THE GOVERNOR

April 23, 2013

Secretary Kathleen Sebelius

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Washington, D.C. 20201

Dear Secretary Sebelius:

Through transmittal of this letter and its attachments, Vermont is requesting federal approval to
renew its Section 1115 Demonstration, the Global Commitment to Health (11-W-00194/1)
beyond the December 31, 2013 expiration date, and to consolidate Vermont’s Choices for Care
(long-term care) Section 1115 Demonstration and the Children’s Health Insurance Program
(CHIP) into the renewed Global Commitment Demonstration.

A single, consolidated Demonstration will enable Vermont to:

» Build on the successes of both waivers using the Global Commitment model as the
foundation.

» Advance both federal and state health reform initiatives, including changes
contemplated by the Affordable Care Act (ACA) and Vermont Act 48 (2011).

» Ensure a smooth transition for Vermonters whose health care coverage will change as a
result of the ACA, and maintain affordability of the coverage options.

+ Streamline program administration, oversight and reporting.

* Manage a seamless system for all acute and long term services and supports for people
with developmental disabilities, traumatic brain injuries, and physical disabilities as well
as for individuals who are aging.

» Continue to expand the availability of flexible services and supports to assist individuals
with complex needs.

» Seamlessly integrate Medicare payments for dually eligible Vermonters into the existing
managed care model and provide higher quality care for beneficiaries while achieving
efficiencies through a single integrated administrative approach.

Since 1996, Vermont and CMS have partnered to reform health care delivery and financing to
make coverage affordable and accessible for low and middle-income Vermonters. The Global
Commitment to Health Section 1115 Demonstration and the Choices for Care Long Term Care
1115 Demonstration, both initiated in 2005, serve as the foundation for Vermont’s health reform
effort. Through these waivers Vermont is provided necessary flexibility to improve access to
health coverage and care based on an individual's and family’s needs. The Demonstrations
have served as a vehicle for achieving the following reform objectives:

109 STATE STREET * THE PAVILION * MONTPELIER, VT 05609-0101 * WWW.VERMONT.GOV
TELEPHONE: 802.828.3333 « FAX: 802.828.3339 « TDD: 802.828.3345
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Promoting universal access to affordable health coverage.

Developing public health approaches for meeting the needs of individuals and families.
Developing innovative payment approaches focused on outcome and quality.
Enhancing coordination of care across providers and service delivery systems.

»  Controlling program cost growth.

Vermont supports the goals of the Affordable Care Act (ACA) to enhance access to health care
coverage, improve service delivery and control program cost growth. We are committed to
collaborating with CMS to ensure that state and federal health reform activities are
complementary and coordinated.

Please contact Stephanie Beck, Director of Health Care Operations (802-871-3265), in Agency
of Human Services Secretary Douglas Racine’s office to begin the detailed discussions
necessary to ensure a successful 2014 renewal.

We look forward to working with you and your staff to continue and expand upon Vermont’'s
successes.

Sincerely,

Peter Shumlin
Governor

cc: Juliana Sharp, CMS
Richard McGreal, CMS
Stephen Mills, CMS
Robert Cruz, CMS

Enclosures
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l. Introduction and Summary of Demonstration Projects

For more than two decades, the state of Vermont has been a national leader in making affordable
health care coverage available to low-income children and adults, and providing innovative system
reforms to support enrollee choice and improved outcomes. Vermont was among the first states to
expand coverage for children and pregnant women, accomplished in 1989 through the implementation
of the state-funded Dr. Dynasaur program, which later in 1992 became part of the state-federal
Medicaid program. When the federal government introduced the State Children’s Health Insurance
Program (SCHIP) in 1997, Vermont extended coverage to uninsured and under-insured children living in
households with incomes below 300% of the Federal Poverty Level (FPL).

In 1995, Vermont implemented a Section 1115(a) Demonstration, the Vermont Health Access Plan
(VHAP). The primary goal was to expand access to comprehensive health care coverage through
enrollment in managed care for uninsured adults with household incomes below 150% (later raised to
185% of the FPL for parents and caretaker relatives with dependent children in the home). VHAP also
included a prescription drug benefit for low-income Medicare beneficiaries who did not otherwise
qualify for Medicaid. Both Demonstration populations paid a modest premium on a sliding scale based
on household income. The VHAP waiver also included a provision recognizing a public managed care
framework for the provision of services to persons who have a serious and persistent mental illness,
through Vermont’s Community Rehabilitation and Treatment program.

While making progress in addressing the coverage needs of the uninsured through Dr. Dynasaur and
VHAP, by 2004 it became apparent that Vermont’s achievements were being jeopardized by the ever-
escalating cost and complexity of the Medicaid program. Recognizing that it could not spend its way out
of projected deficits, Vermont worked in partnership with CMS to develop two new innovative 1115
demonstration waiver programs, Global Commitment to Health (GC) and Choices for Care (CFC). As
explained in more detail below, the GC and CFC Demonstrations have enabled the State to preserve and
expand the affordable coverage gains made in the prior decade; provide program flexibility to more
effectively deliver and manage public resources; and improve the health care system for all Vermonters.

Global Commitment to Health
Historical Summary

The Global Commitment (GC) to Health Section 1115(a) Demonstration, implemented on October 1,
2005, continued VHAP and also was designed to provide flexibility with regard to the financing and
delivery of health care to promote access, improve quality and control program costs. The majority of
Vermont’s Medicaid program currently operates under the GC Demonstration, with the exception of its
Children’s Health Insurance Program (CHIP), individuals enrolled in Vermont’s Section 1115 Long Term
Care Demonstration (Choices for Care), and Vermont’s Disproportionate Share Hospital (DSH) program.
More than 95% of Vermont’s Medicaid program participants are enrolled in the GC Demonstration.

According to the GC’s Special Terms and Conditions (STCs), Vermont operates its managed care model in
accordance with federal managed care regulations, found at 42 CFR 438. The Agency of Human Services
(AHS), as Vermont's Single State Medicaid Agency, is responsible for oversight of the managed care
model. The Department of Vermont Health Access (DVHA) operates the Medicaid program as if it were
a Managed Care Organization in accordance with federal managed care regulations. Program
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requirements and responsibilities are delineated in an inter-governmental agreement (IGA) between
AHS and DVHA. CMS reviews and approves the IGA annually to ensure compliance with Medicaid
Managed Care requirements. DVHA also has sub-agreements with the other State entities that provide
specialty care for GC enrollees (e.g., mental health services, developmental disability services, and
specialized child and family services). As such, since the inception of the GC Demonstration, DVHA has
modified operations to meet Medicaid managed care requirements. This includes requirements related
to network adequacy, access to care, beneficiary information, grievances, quality assurance and quality
improvement. Per the External Quality Review Organization’s findings (see section VII), DVHA has
achieved exemplary compliance rates in meeting Medicaid managed care requirements. Additionally, in
its role as the designated unit responsible for operation of the traditional Medicaid program (including
long term care, SCHIP and DSH), DVHA is responsible for meeting requirements defined in federal
regulations at 42 CFR 455 for those services excluded from the GC Demonstration.

Under the current waiver structure, AHS pays DVHA a per member per month (PMPM) estimate using
prospectively derived actuarial rates for the waiver year. This capitation payment reflects the monthly
need for federal funds based on estimated GC expenditures. On a quarterly basis, AHS reconciles the
federal claims from the underlying GC expenditures on the CMS-64 filing. As such, Vermont’s payment
mechanisms function similarly to those used by state Medicaid agencies that contract with traditional
managed care organizations to manage some or all of the Medicaid benefits.

An amendment to the Global Commitment (GC) to Health Demonstration, approved by CMS on October
31, 2007, allowed Vermont to implement the Catamount Health Premium Assistance Program for
individuals with incomes up to 200% of the Federal Poverty Level (FPL) who enroll in a corresponding
Catamount Health Plan. Created by state statute and implemented in October 2007, the Catamount
Health Plan is a commercial health insurance product, initially offered by both Blue Cross Blue Shield of
Vermont and MVP Health Care, which provided comprehensive, quality health coverage for uninsured
Vermonters at a reasonable cost regardless of income. CMS approved a second amendment on
December 23, 2009 that expanded federal participation for the Catamount Health Premium Assistance
Program up to 300% of the FPL. Additionally, this amendment allowed for the inclusion of Vermont's
supplemental pharmaceutical assistance programs in the GC Demonstration.

Renewed on January 1, 2011, the current GC Demonstration has subsequently been amended twice;
once on December 13, 2011 to include authority for a children’s palliative care program, and most
recently on June 27, 2012, to update co-pay obligations.

Global Commitment to Health Demonstration Objectives and Successes

The Global Commitment to Health (GC) 1115 Demonstration waiver was designed to test the hypothesis
that greater Medicaid program and resource flexibility and the lessening of federal regulatory
restrictions governing the operation of Vermont’s Medicaid program would permit the State to better
meet the needs of Vermont’s publicly insured and uninsured populations for the same or a lower cost.
Specifically, the GC Demonstration aimed to:

* Promote access to affordable health coverage.

e Develop public health approaches to meet the needs of individuals and families.
e Develop innovative, outcome- and quality-focused payment approaches.

e Enhance coordination of care across providers and service delivery systems.

e Control program cost growth.
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Vermont has proven the Demonstration to be a success. With the flexibility granted by the GC
Demonstration, Vermont has:

e Bent the curve on Medicaid costs. Vermont’s actual spending over the 8.25 years of the
Demonstration is projected to be $8.2 billion — approximately $650 million less in expenditures
than projected without the waiver (i.e., Demonstration savings).

e Made steady progress in reducing the rate of uninsured, as evidenced by an overall 3 percent
decrease in the uninsured rate for adults and 2.4 percent decrease for children during the
course of the waiver (2007 to 2012). As of December 2012, Vermont’s uninsured rates are
estimated to be at 6.8 percent for adults and 2.5 percent for children.

e Developed multiple mechanisms to contain the costs of pharmaceuticals while also maintaining
access (e.g., an emphasis on generic drug use where appropriate; implementation of a 340B
Pharmacy program to decrease the pharmaceutical cost for patients served by Federal Qualified
Health Centers).

e Development of new payment mechanisms and combined funding streams in targeted areas to
improve efficiency, promote access to cost-effective services and move toward performance-
based financing. Examples include bundled rate initiatives for serving individuals with serious
mental illness, mental health crisis counseling and other support for runaway youth, integrated
family services, and case management/care coordination for children with developmental
service needs.

This has been achieved even while Vermont has been able to expand coverage by adding:

e The Catamount Health Premium Assistance Program for approximately 16,000 Vermonters.

e Pharmacy-only coverage for 13,000 low-income beneficiaries up to and including 225% FPL.

e Immediate, no-waiting coverage periods, for persons who lost health care coverage as a result
of leaving relationships characterized by domestic violence.

Vermont has made significant investments to improve the health of Vermonters through several
interrelated initiatives, including the Vermont Chronic Care Initiative (VCCI) and the Blueprint for Health:

Vermont Chronic Care Initiative (VCCI): The goal of the VCCl is to improve health outcomes for
Medicaid beneficiaries by addressing the increasing prevalence of chronic iliness. Specifically,
VCCl is designed to identify and assist Medicaid beneficiaries with chronic health conditions by
accessing clinically-appropriate health care information and services; coordinating the efficient
delivery of health care by removing barriers, bridging gaps and avoiding duplication of services;
and educating, encouraging and empowering beneficiaries to self-manage their chronic
condition(s). VCCI utilizes Care Coordination teams who act as case managers for high-risk
Medicaid beneficiaries with specific chronic conditions. Data for state fiscal year 2011 showed a
14% reduction for inpatient admissions and a 10% reduction in emergency room utilization over
the baseline year of 2008 for VCCI beneficiaries. Additionally, when compared to beneficiaries
who were not enrolled in VCCI, those receiving VCCI services demonstrated better adherence to
evidence-based treatment (see next page).
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Percent adherence to Percent adherence to

Condition/Treatment Regime Measured treatment regime: treatment regime:
VCCI Participants Non VCCI Participants
Asthma (medication adherence) 53.2 33.8
COPD 75.8 58.9
Congestive Heart Failure (CHF) — ACE/ARB 65.3 42.4
CHF — Beta Blocker 70.5 45.7
CHF — Diuretic 65.3 41.2
Coronary Artery Disease (CAD) — Lipid test 67.0 56.6
CAD — Lipid lowering med 71.5 59.7
Depression — med 84 days 69.6 50.3
Depression — med 180 days 66.4 45.2
Diabetes — HbAlc test 86.3 67.4
Diabetes — Lipid test 69.6 55.7
Hyperlipidemia — 1 or more tests 67.8 56.8
Hypertension —1 or more lipid tests 62.0 48.6
Kidney Disease — microalbuminuria screening 46.2 44.6
Kidney Disease — ACE/ARB 69.2 62.0

Vermont’s Blueprint for Health has an emphasis on prevention, wellness and management of
chronic conditions. The Blueprint is dedicated to achieving well-coordinated and seamless
health services to improve the health of the population, enhance the patient experience of care
(including quality, access, and reliability), and reduce, or at least control, the per capita cost of
care. The model is based on advanced primary care practices (APCPs) that serve as medical
homes for the patients they serve, with comprehensive support from Community Health
Teams, Supports and Services at Home (SASH) teams, an integrated information technology
infrastructure and multi-insurer payment reforms to drive quality improvement. Since its
inception in 2008, the Blueprint has been financially supported by Vermont'’s three major
commercial insurers and Medicaid. With Vermont'’s designation as one of eight states to be
part of the Multi-payer Advanced Primary Care Practice (MAPCP) Demonstration through the
Center for Medicare and Medicaid Innovation, Medicare now also is a fully-participating
insurer. With both Medicare and Medicaid participating in the Blueprint multi-payer efforts,
local teams have been able to connect the health and long term care systems statewide. SASH,
mentioned above, is one such innovation that helps streamline access to the medical and non-medical services
necessary to support vulnerable seniors living safely at home. As part of MAPCP grant and model, SASH efforts,
working in tandem with Blueprint Community Health Teams, have moved from one pilot team in 2009 to 26
teams statewide as of 2013. Along these lines, as of the end of October 2012, the Blueprint included
100 Advanced Primary Care Practices, representing 435 primary care physicians serving over
67% of the State’s population. Expansion is in progress to involve all willing providers statewide
by October 2013.

Results of the statewide implementation experience will be published later in 2013, but
evaluation of the initial pilots demonstrates the following encouraging trends:

e Between 2009 and 2010, growth rates for emergency room visits and inpatient hospital
admissions in participating patients were favorable in spite of this group being older.

e During this period, overall expenditures per capita increased 22% in the Blueprint
participants vs. 25% for the control population. In other words, the annual expenditures
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increases are trending downwards when there was a projected significant increase for
the same population (“bending the cost curve”).

Future goals of the Blueprint include:

e NCQA recognition of all willing primary care practices as patient-centered medical
homes and serving an estimated 500,000 Vermonters by the end of 2013.

e Creating an environment where all Vermonters have access to seamless, effective and
preventive health services that improve health care for individuals, improve the health
of the population, and improve control of health care costs (the “Triple Aim”).

e Achieving community-wide transformation characterized by excellent communication
and funding streams aligned with health-related goals, resulting in independent
providers working together in ways they never have before.

In addition, the GC Demonstration has allowed Vermont to use any excess in the PMPM limit to support
additional investments provided that DVHA meets its contractual obligation to the populations covered
under the Demonstration. These expenditures must meet one or more of the following conditions:

4)

Reduce the rate of uninsured and or underinsured in Vermont;

Increase the access of quality health care to uninsured, underinsured and Medicaid
beneficiaries;

Provide public health approaches and other innovative programs to improve the health
outcomes, health status and quality of life for uninsured, underinsured and Medicaid
beneficiaries in Vermont; or

Encourage the formation and maintenance of public-private partnerships in health care,
including initiatives to support and improve the health care delivery system.

Examples of services supported through this mechanism include respite services for families of children
with disabilities; substance abuse treatment services for uninsured and underinsured Vermonters;
tuition support for health professionals in short supply in Vermont, such as nurses, primary care
physicians, and dentists; and support for development of standards and training for medical emergency

care.

The managed care model also encourages inter-departmental collaboration and consistency across
programs. Having all Medicaid initiatives, including three former 1915 (c) waivers, mental health and
other specialty carve outs, under one regulatory structure has allowed for a more unified and
streamlined approach to provider negotiations and coordination of services. This has included
administrative flexibilities such as:

Creation of one master grant agreement with the state’s network of developmental disabilities
and mental health service providers to provide mental health, substance abuse, developmental
disabilities and vocational services to the most vulnerable Medicaid beneficiaries.

Creation of a single simplified reporting, budgeting and regulatory structure for all Medicaid
programs related to federal and state reporting.

Infrastructure efficiencies for mental health and developmental disability service providers by
moving away from separate, and often conflicting, 1915(c) and Medicaid state plan regulatory
structures to one cohesive Medicaid Managed Care regulatory framework.
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e Medicaid participation in Vermont’s multi-payer claims database to facilitate understanding of
health care utilization, expenditures, and performance across all payers and services.

Additionally, programmatic service delivery changes have included:

e Collaboration between the State’s division of Alcohol and Drug Abuse Programs, DVHA and
Department of Mental Health with community providers to create a specialized health home
program for a coordinated, systemic response to the complex issues of opioid and other
addictions. This response has come to be known as the “Hub and Spoke” system and
Medication Assisted Therapy (MAT). MAT is the use of medications (such as methadone and/or
buprenorphine) in combination with counseling and behavioral therapies to provide a holistic
approach to treatment. Under the Hub and Spoke model, each patient undergoing MAT will
have an established, physician-led medical home, including a single MAT prescriber, a pharmacy
home, access to existing Community Health Teams (CHTs), and access to the Hub (a specialty
treatment center) or Spoke (ongoing community supports, nurses and clinicians) in their
geographic area. Providers of opioid addiction treatment will have access to resources and
support to effectively care for current patients as well as allow for additional care of new
patients.

e Integration of separate and fragmented children and family programs. Specifically, children’s
Medicaid services are scattered across six departments. Programs historically developed
separately and distinctly from each other with varying Medicaid waivers, procedures and rules
for managing sub-specialty populations. These were the best approaches available at the time;
however, the artifacts of this history are multiple and fragmented funding streams, policies and
guidelines for work with children and families. Often the same provider and family will be
captive to varied and conflicting procedures, reporting and eligibility requirements. With the
inception of GC, the Agency of Human Services can look at one overarching regulatory structure
(42 CFR 438) and one universal EPSDT screening, referral and treatment continuum. This also
allows for efficiency and effective review for enhanced coordination and reduced redundancy
with other federal mandates such as Title V, IDEA part B and C, Title IV-E, Federal early
childhood programs and others.

The following are additional strategies developed through the GC Demonstration that have contributed
to improved access and quality for beneficiaries as well as integration with the State’s broader health
care reform efforts:

e Rebranding of the Global Commitment and Dr. Dynasaur coverage programs under one name,
Green Mountain Care, and aggressive outreach to increase enrollment including:

o Targeting the hard-to-reach population of 18 to 26 year olds with information packets
included in university mailings to students and parents, and co-sponsoring end-of-year
music events for college-age students;

o Attending a “welcome home” event for 500 returning veterans and their families to
inform them of the availability of their health insurance options;

o Partnering with the Department of Labor (DOL) to conduct outreach at job fairs and as
part of the DOL rapid response team related to company layoffs across the state,
reaching over 600 people with information about options for continued health care
coverage; and

o Implementation of an outreach tracking tool to assist enrollment efforts.
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e Support for Wellness Recovery Action Plan (WRAP), a standardized group intervention for adults
with mental illness using a set curriculum and implementation model.

e Providing financial and organizational support for Vermont’s Blueprint for Health, Vermont’s
state-led multi-payer initiative to transform the way health care services are delivered.

Choices for Care
Historical Summary

Vermont’s Choices for Care Section 1115(a) Demonstration, implemented on October 1, 2005 and
renewed until September 30, 2015, addresses consumer choice and funding equity for low-income
seniors and people with disabilities by providing an entitlement to both home and community-based
services (HCBS) and nursing home care. Vermont was the first state to create such a program and the
first state to commit to a global cap ($1.2 billion over five years) on federal financing for long term care
services.

Vermont’s overarching goal for Choices for Care is to support individual choice, thus improving access to
HCBS. In supporting more people in their own homes and communities, Vermont has sought to increase
the range and capacity of HCBS. One measure of success is to compare utilization of HCBS to utilization
of nursing homes. When Choices for Care began, 34% of people were using HCBS, and Vermont's initial
goal was to increase HCBS utilization to 40%. That goal was reached in 2007, so Vermont set a new goal,
to increase HCBS utilization to 50%. Current HCBS utilization in Choices for Care is nearly 49%, 15%
higher than in 2005 and very close to the current goal of 50%.

This shift in the use of different settings has affected the use of Vermont's long term care financial
resources. In 2005, about 19% of Choices for Care expenditures were for HCBS; in 2012, about 33% of
expenditures were for HCBS.

Choices for Care Demonstration Objectives and Successes

Vermont’s Choices for Care Demonstration has achieved success similar to the accomplishments of the
Global Commitment Demonstration. The CFC Demonstration was designed to create fundamental
changes in how long-term care services and supports are provided to low-income seniors and people
with disabilities by increasing access to HCBS while reducing the use of nursing home services and
controlling overall costs.

CFC participants are assigned into three groups based on level of need:

1. The “highest need” group is entitled to both nursing home and HCBS;

The “high need” group qualifies for nursing home and HCBS (as State resources permit); and

3. The “moderate need” group who do not yet meet the eligibility requirements for nursing home
care but receive limited services (as State resources permit). The “moderate need” group was
intended to test the theory that early interventions can be cost-effective by helping to prevent
increased disability, and support people to live as independently as possible in community
settings.

N

Currently, beneficiaries enrolled in CFC have a choice of using a home health agency or an Area Agency
on Aging as their case management provider.
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Vermont’s progress over the past several years has positioned it to focus on one of the most challenging
groups within CFC: longer-stay nursing home residents who desire to return home or to another
community alternative. Although many former nursing home residents have returned to the community
under CFC, there are longer-stay residents who face barriers to discharge due to lack of initial transition
supports and other services necessary to address their complex needs. In 2011, Vermont received a
Money Follows the Person (MFP) grant that has been targeted at removing these barriers to community
choice. Participants in the MFP program are a subset of CFC beneficiaries. MFP participants have the
support of transition coordinators, community development specialists, one-time set-up payment of up
to $2,500, and an adult family care living arrangement option.

The following summary includes key elements and findings for the CFC Demonstration that have
contributed to beneficiary choice, increased access to home and community-based services and
improvements:

e Creation of a team of long-term care nurses serving as clinical coordinators to manage the
clinical eligibility process and provide technical assistance to beneficiaries and stakeholders.

e Expansion of long-term care ombudsman services to include community-based beneficiaries.

e Implementation of a higher resource test for single individuals residing in their home, allowing
the beneficiary more available funds to maintain their home in the community.

e Implementation of the Flexible Choices (Cash & Counseling) option, currently supporting
approximately 100 people to purchase the services and supports they need to live in the
community.

e Implementation of a policy to pay caregiver spouses to provide personal care.

e Development of a web-based registry for direct care workers to assist beneficiaries who self-
manage their services and supports to find direct care staff.

e Policy briefs to inform decision making created for Vermont by the University of Massachusetts
Medical School, Center for Health Policy and Research. Topics have included: Eligibility (2008),
Enrollment and Wait List (2008), Quality Oversight (2009), Self-Direction (2010), Hospital
Discharge Planning (2011) and Nonmedical Providers (2012).

e Completion of annual Consumer Satisfaction Surveys, the most recent of which, released in
December 2011, states “..the large majority of customers are satisfied with VT DAIL programs,
satisfied with the services they receive, and consider the quality of these services to be excellent
or good. The survey results are a clear indication that VT DAIL is in large part fulfilling its goal ‘to
make Vermont the best state in which to grow old or to live with a disability with dignity, respect
and independence.””

e Findings of an independent evaluator in 2012 concluded, “In this sixth year of the CFC program,
DAIL met the needs of those Vermonters who need long-term support services. As with any far-
reaching program, there are areas which can be improved. However, with an overwhelmingly
high rate of consumer satisfaction, DAIL is well positioned to meet the current and future needs
of Vermont’s elders and adults with disabilities who use the CFC program.”
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Future Goals

Vermont Health Care Reform

The Global Commitment (GC) to Health Section 1115 Demonstration, initiated in 2005, has served as the
foundation for Vermont’s health reform model, providing the flexibility to improve access to health
coverage and care based on individual and family needs. The GC Demonstration enables Vermont to
operate as if it were a public managed care organization as the vehicle for achieving the following
reform objectives:

e Promoting universal access to affordable health coverage.

e Developing public health approaches for meeting the needs of individuals and families.
e Developing innovative, outcome- and quality-focused payment approaches.

e Enhancing coordination of care across providers and service delivery systems.

e  Controlling program cost growth.

Similarly, the Choices for Care (CFC) Section 1115 Demonstration has enabled Vermont to promote early
intervention and prevention, equal access to nursing home and community-based services, and person-
centered services for beneficiaries in need of long-term services and supports. It is crucial to maintain
these foundations of health care delivery for Vermont’s most vulnerable and lower-income citizens
while moving towards the broader goals of state and federal reform.

In January 2011, Vermont Governor Shumlin announced his comprehensive plan for health reform,
including the goal of implementing a single payer system of universal health coverage for Vermonters.

In January of 2012, the Governor’s Strategic Plan for Health Care Reform was released. Specific
objectives of this plan are to: 1) reduce the growth of health care cost; 2) assure universal access to high
quality health coverage; 3) improve the health of Vermonters; and 4) assure greater fairness in health
care financing in Vermont. Core strategies of Governor Shumlin’s Reform Plan include changing how
care is delivered to Vermonters; moving from volume-based to value-based reimbursement; and moving
from a fragmented and overly complex financing system to a unified system that supports integration of
service delivery and payment reform.

Vermont Act 48 (2011) is the first step in this broader reform by providing legislative authority to create
a health care system in which all Vermonters receive equitable coverage through universal health
coverage. This included establishing Vermont’s Health Benefit Exchange as per the Affordable Care Act
(ACA) within DVHA as a unique integration of Medicaid and the Exchange in a single state department -
the goal of which is to build on successes of the public programs, increase administrative efficiencies
and begin the groundwork for a fully-integrated single payer system.

Act 48 also created the Green Mountain Care Board (GMCB) to oversee cost-containment and to
approve the benefit design of Green Mountain Care, the comprehensive health care program that will
provide coverage for the health care needs of Vermonters. Members of the GMCB are responsible for
controlling the rate of growth in health care costs and improving the health of residents through a
variety of regulatory and planning tools. Specifically, the GMCB is tasked with expanding health care
payment and delivery system reforms by building on the Blueprint, and implementing policies that move
away from a fee-for-service payment system to one that is based on quality and value and reduces (or
eliminates) cost-shifting between the public and private sectors.
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The GMCB currently is modeling and testing a range of payment reform models, including:

e Population-based payments to integrated health care delivery systems.
e Global physician/hospital budgets.
e Bundled payments for specific diagnoses and procedures.

These payment models provide clear steps toward development of a mixed payment model that would
balance incentives for reduced utilization, improved access, high quality care and satisfaction, with
adherence to an overall state health care budget.

The GMCB is working actively with health care providers to identify and define pilot sites related to the
three models. The goal is to implement these models on an all-payer basis. As such, the GMCB
anticipates seeking CMS demonstration authority to include Medicare in Vermont’s payment reforms.
In addition, the GMCB is working with DVHA to determine the applicability and impact of these models
for Medicaid and how they interface with current payment streams and methodologies.

It is anticipated that Medicaid will actively participate in these payment reform efforts. These payment
reforms will provide the framework within which the Medicaid program will provide seamless coverage
for beneficiaries, improve access, and continue to increase the quality of care.

Affordable Care Act (ACA)

Vermont supports the goals of the ACA to enhance access to affordable coverage, improve service
delivery and control program cost growth. Vermont is committed to collaborating with CMS to ensure
that state and federal health reform activities are complementary and coordinated. To this end,
Vermont has developed operational models, policies and infrastructure to meet CMS expectations,
federal requirements under the ACA and support Vermont’s health reform initiatives. Vermont plans to
continue collaborating with CMS to implement programs under the ACA and secure the needed
authorities to preserve and enhance coverage available under the current Demonstrations.
Specifically, Vermont is planning for the seamless integration of the Health Benefits Exchange and a
modernized Medicaid eligibility system. This integrated system, along with the payment reforms and
service delivery flexibilities allowed under the consolidated GC Demonstration, will become the
foundation for unifying health care coverage under an eventual single payer system.

As state and federal health reforms progress, Vermont is committed to building on the strengths of the

current system and ensuring that the transition is seamless and transparent for beneficiaries to the
maximum extent possible and does not result in any coverage interruptions.

Summary

In summary, Vermont has a history of successfully implementing its 1115 Demonstrations to help
control health care costs, improve access to care and implement innovative health care reforms.

Vermont seeks renewal/extension of the GC Demonstration and consolidation of the CFC Demonstration
into one waiver that includes CHIP, and furthers the State’s goals:

e Building on the successes of both existing 1115 Demonstrations, using the current GC
Demonstration model as the foundation.
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e Advancing both federal and state health reform initiatives, including changes contemplated by
the ACA and by Vermont Act 48 (2011).

e Ensuring a smooth transition for Vermonters whose health care coverage will change as a result
of the ACA, and maintain affordability of the coverage options.

e Streamlining program administration, oversight and reporting.

e Managing, under one authority, all acute and long-term services and supports for people with
developmental disabilities, traumatic brain injuries, physical disabilities and beneficiaries who
are aging.

e Continuing to expand the availability of flexible services and supports to assist beneficiaries with
complex needs.

e Seamlessly integrating Medicare payments for dually eligible Vermonters into the existing
managed care structure and providing higher quality care for beneficiaries while achieving
efficiencies through a single integrated administrative approach.

I Proposed Health Delivery System
A. Continuation of Public MCO Model and Regulatory Structure

Vermont is requesting to preserve the public managed care model that has been the foundation of GC
operations and is proposing to manage all programs under the new integrated GC Demonstration using
the managed care model in accordance with federal managed care regulations found at 42 CFR 438.
This includes continuation of all waiver authorities, the existing GC payment mechanisms between CMS
and the State of Vermont, and the service delivery flexibilities afforded under these structures.
Although this is not a change from the existing GC Demonstration, Vermont seeks CMS concurrence that
this will be the guiding regulatory framework for the GC Demonstration extension, effective January 1,
2014. Additionally, the state would like to collaborate with CMS to create a simplified amendment and
maintain the simplified fiscal reporting process currently in place for the State Plan and other services
covered under the GC Demonstration. This includes confirmation of the state’s efficient and flexible
models for transportation brokers and other services, capitated rate setting, MCO payment flexibilities
and fully utilizing the Medicaid managed care regulatory structure for federal oversight and auditing
activities such as PERM.

B. Consolidation and Integration of 1115 Medicaid Demonstrations and Programs

Both the Global Commitment and Choices for Care Demonstrations represent first-in-the-country
models of care and health care reform. Both have achieved success in balancing beneficiary choice and
in containing costs while assuring high quality care. To achieve administrative efficiency and seamless
coverage for low-income Vermonters and people with disabilities, the State is requesting extension and
integration of both these waivers into one consolidated 1115 Demonstration project beginning January
1,2014.

Furthermore, to achieve similar goals for low-income Vermont families, Vermont is requesting that the
Children’s Health Insurance Program (CHIP) also be integrated into the consolidated Demonstration with
the appropriate adjustment in federal share. While the managed care model, health care reform
initiatives and payment flexibilities afforded under GC Demonstration would extend to CHIP, Vermont
seeks to preserve the existing funding approach and enhanced FMAP under Title XXI of the Social
Security Act.
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Additionally, all Vermonters who are dually eligible for Medicare and Medicaid are currently enrolled in
either the Global Commitment or Choices for Care Demonstrations. Vermont currently is working with
the Center for Medicare and Medicaid Innovation (CMMI) to develop a system of care that integrates
Medicare and Medicaid benefits for these beneficiaries. On May 9, 2012, Vermont submitted a
Capitated Financial Alignment Demonstration application to CMMI, which proposes to utilize DVHA’s
managed care model to serve the dual eligible population rather than contracting with one or more
private Managed Care Organizations (MCO). As of the submission of this Renewal request, AHS is in the
process of developing a Memorandum of Understanding with CMS to proceed with implementation.
Expecting that the Dual Eligible Demonstration will become operational on January 1, 2014, Vermont
seeks to utilize the GC Demonstration authorities and funding arrangements for the integrated Medicare
and Medicaid model.

There are several immediate benefits to the consolidation of these Demonstrations. This includes the
efficiency and clarity in using one regulatory framework (42 CFR 438) for all Medicaid operations. This is
particularly important in applying payment and health care reform efforts statewide. The administrative
burden in maintaining multiple and cumbersome regulatory frameworks and associated reporting and
oversight structures is inefficient and costly to both the state and providers. Additionally, beneficiary
protections and outreach and access standards provided for under 42 CFR 438 would extend to all
beneficiaries and offer consistent standards for member rights and protections, outreach and education,
access standards, grievance and appeals processes, and a unified quality oversight plan for both state
and provider operations.

C. Continuation of Home and Community-Based Service Services (former 1915 (c) authorities)

Vermont is requesting continuation of all Home and Community Based services (HCBS) for beneficiaries
who meet eligibility requirements for all former 1915(c) groups, including limited benefits to persons
with moderate needs up to and including 300% of the FPL. Former waivers incorporated into the
current GC Demonstration include services for persons with developmental disabilities, persons with
traumatic brain injuries and children and adolescents who are experiencing severe emotional
disturbances and their families. Vermont’s array of HCBS has been considered exemplary in many
external reviews. This consolidation request ensures that all authorities formerly provided and
transferred into the Global Commitment and Choices for Care Demonstrations (for persons who are
aging or who have certain disabilities) are maintained. These include, but are not limited to,
continuation of:

e Adherence to person centered planning practices.

e Self-directed care options with consumer, surrogate or shared management options.

e Spouses as caregivers for long-term care beneficiaries.

o Level of care assessment and enrollment for long-term care beneficiaries in the highest, high
and moderate groups.

o Allocation of cash allowances to beneficiaries for self-directed services (Cash and Counseling;
Flexible Choices).

e Use of an array of community-based residential and habilitation options to provide care in the
least restrictive setting and divert the need for higher levels of institutionalized care.
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D. Continuation of Community Rehabilitation and Treatment Program (former 1115 authorities)

In August 2011, Tropical Storm Irene created major flooding throughout Vermont, including flooding the
Vermont State Hospital. As a result, the State had to quickly find alternative placements in surrounding
hospitals, and the State’s commitment to replace the antiquated facility with more community-based
options and specialized residential programs was significantly accelerated. The Department of Mental
Health (DMH) is working with providers to assure that citizens have a variety of clinical and support
services that focus on the recovery of the person experiencing the mental illness while supporting them
to live in the community. These services will include, but are not limited to: peer services, housing with
recovery-oriented supports, intensive residential services for people who need a more intensive and
secure treatment environment yet do not need hospitalization including those who are not yet ready to
live independently in the community. This continuum includes psychiatric inpatient services both for
people who voluntarily present for that level of care and those involuntarily committed to that level of
care. All of these services will be coordinated through a statewide care management system that is
available to any person or family who present with manifestations of a mental illness or emotional
disturbance.

Such services have been included in the former 1115(a) Demonstration authorized in 1999 and are
currently included within the existing GC Demonstration for individuals enrolled in the Community
Rehabilitation and Treatment (CRT) program. The CRT program is administered by the DMH in exchange
for a capitated payment. The State of Vermont has used the flexibility afforded under the GC
Demonstration’s managed care model to develop a full array of community-based, residential and
inpatient hospital services to serve Vermonters with intensive mental health treatment needs and
includes the full array of services, regardless of provider type in rate development.

This request ensures the continuation and expansion of all authorities to support persons coping with all
levels of mental illness and emotional disturbance who can clinically benefit from the innovative
community based continuum, and small scale residential and psychiatric inpatient options afforded
under Vermont’s former and current 1115 Demonstrations.

. Eligibility Groups & ACA Impact

Vermont has partnered with the federal government since 1996 to make coverage affordable and
accessible to Vermonters. Uninsured and underinsured children with incomes up to 300% of the Federal
Poverty Level (FPL) have access to coverage under the GC Demonstration and Vermont’s CHIP.
Uninsured adults with incomes up to 300% of the FPL have access to subsidized coverage under the GC
Demonstration. Low-income adults with access to employer-sponsored insurance have direct access to
a Medicaid expansion program or program subsidies to make private coverage more affordable. Finally,
Vermont operates a number of prescription assistance programs to promote affordable access to
prescription drugs. As a result of these efforts to make coverage affordable and accessible, Vermont has
one of the lowest uninsured rates in the nation.

Starting January 1, 2014, the ACA consolidates some of the complex categorical eligibility groupings and
extends Medicaid eligibility to all individuals under age 65 with income at or below 133% of the FPL and
who meet certain non-financial eligibility criteria, such as citizenship or satisfactory immigration status.
The ACA will impact Vermont’s current eligibility groups as follows:
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e Vermont Health Access Plan (VHAP) - An expansion program available to adults age 18 and
older who do not meet the eligibility requirements for Medicaid, and who have income that is
under 150% of the FPL for adults with no children, or 185% of the FPL for parents and caretaker
relatives who have minor children in the home. There is no asset test but eligible applicants
must have been uninsured for 12 months or more, with exceptions for people who recently lost
their insurance because of a life change such as a divorce or loss of a job. VHAP provides a
comprehensive package of benefits with nominal copayments and monthly premiums. Under
the ACA:

o Adults in VHAP with incomes at or below 133% of the FPL would transition to Medicaid;

o Adults in VHAP with incomes above 133% of the FPL would be eligible for federal tax
credits and cost-sharing subsidies for private plans offered through the Exchange.
Vermont plans to collaborate with CMS to implement a premium and cost-sharing
subsidy program for individuals up to 300% of the FPL to ensure coverage is affordable
and accessible.

e Catamount Health Premium Assistance (CHAP) - Catamount Health is a private health insurance
plan, offered in cooperation with the State. People who have been uninsured for 12 or more
months, with some exceptions for loss of insurance due to a life change, and who have income
less than or equal to 300% of the FPL may qualify for premium assistance based on a sliding
scale. There is no asset test. Under the ACA:

o Adults in Catamount Health premium assistance (CHAP) with income less than or equal
to 133% of the FPL would transition to Medicaid;

o Adults in CHAP with income above 133% of the FPL would be eligible for federal tax
credits and cost-sharing subsidies for private plans offered through the Exchange, as
long as they do not have access to an affordable Employer-Sponsored Insurance plan.
Vermont plans to collaborate with CMS to implement a premium and cost-sharing
subsidy program for individuals up to and including 300% of the FPL to ensure coverage
is affordable and accessible.

o Employer-Sponsored Insurance (ESI) Premium Assistance - People who otherwise meet the
eligibility criteria for VHAP or CHAP may receive premium assistance to enroll in their ESI plan if
it is more cost-effective for the State than enrolling them in either VHAP or CHAP. Beneficiaries
enrolled in ESI premium assistance pay a monthly premium equivalent to that paid by
beneficiaries in VHAP or CHAP. Beneficiaries otherwise eligible for VHAP but enrolled in their
ESI plan receive wrap-around coverage for cost-sharing required by their ESI plan. Beneficiaries
otherwise eligible for CHAP but enrolled in their ESI plan receive wrap-around coverage for the
prevention and maintenance of certain chronic conditions. Under the ACA:

o Adults in VHAP-ESIA with income at or below 133% of the FPL would transition to
Medicaid;

o Adults in VHAP-ESIA with income above 133% of the FPL will not be eligible for federal
premium tax and cost-sharing subsidies under the ACA unless the employer plan is
unaffordable. Individuals employed by small employers may be able to buy through the
Exchange, or if their employers drop coverage, will be eligible as individuals to buy
through the Exchange.
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e Prescription Assistance - Vermont has several Prescription Assistance programs under the GC
Demonstration to help uninsured Vermonters and those enrolled in Medicare pay for
prescription drugs based on income, disability status and age. These programs include:

o VPharm assists Vermonters who are enrolled in Medicare Part D with paying for
prescription drugs. This includes people age 65 and older as well as people of all ages
with disabilities.

o VHAP-Pharmacy helps Vermonters age 65 and older and people with disabilities that
are not enrolled in Medicare pay for eye exams and prescription drugs for short-term
and long-term medical problems.

o VScript and VScript Expanded help Vermonters age 65 and older and people of all ages
with disabilities that are not enrolled in Medicare and who have incomes up to and
including 225% of FPL, pay for prescription and over-the-counter maintenance drugs for
long-term medical problems.

Under the ACA, non-Medicare beneficiaries in pharmacy-only programs (VHAP-Pharmacy,
VScript, VScript Expanded) would be afforded pharmacy benefits as part of new essential health
benefits required by the ACA, therefore these programs would be eliminated from the GC
Demonstration. Vermont’s program for Medicare beneficiaries (VPharm) would continue.

In general, a beneficiary enrolled in programs other than those described above would not experience
any eligibility changes in 2014 as a result of ACA. This includes beneficiaries currently participating in Dr.
Dynasaur and the Choices for Care Demonstration; individuals with Medicare coverage; individuals with
both Medicare and Medicaid (“dual eligible”) coverage; individuals in the state based discount drug
program (“Healthy Vermonters”) and individuals enrolled in other eligibility categories where existing
Title XIX authority continues.

V. Benefits and Cost Sharing

Vermont intends to continue all current Medicaid coverage policies and cost sharing commitments. Any
future benefit or cost sharing changes must be authorized by the Vermont legislature. VHAP
beneficiaries with incomes at or below 133% of FPL will be afforded increased benefits as a function of
moving out of the Global Commitment expansion population and into a traditional Medicaid eligibility

group.
Additionally, the Vermont legislature has requested that the state seek authority for an enhanced
hospice benefit that will allow the state to expand the definition of “terminal illness” from six months to
twelve months life expectancy and allow all participants access to hospice without being required to
discontinue curative therapy.
V. Proposed Demonstration Changes

A. Use of consistent MAGI methodologies for Income Determination

Beginning on January 1, 2014, eligibility for Medicaid for most individuals, as well as for CHIP, will be

determined using methodologies that are based on modified adjusted gross income (MAG]I) as defined
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in the Internal Revenue Code of 1986 (IRC). The ACA also eliminates the current resource test for
individuals whose income eligibility is based on MAGI.

Vermont is pursuing a fully-integrated, automated eligibility system that will determine financial
eligibility for all of Vermont’s health care programs. Further, it will employ common income
methodologies and aligned rules to evaluate eligibility for Medicaid, CHIP and the Exchange. Vermont is
requesting authority to transition to the MAGI rules for income determination for all GC Demonstration
populations, with the exception of long-term care Medicaid benefits. This would extend the
methodology to the proposed GC Demonstration population #4, (pharmacy-only beneficiaries).
Vermont would request flexibility to pursue this alignment if extending the methodology proves no
adverse impact on any optional or expansion groups, such as SSl-related populations.

B. Streamlined Eligibility Transition Process

Vermont is committed to making the transition for current beneficiaries as seamless as possible.
Vermont shares CMS’ concerns regarding the potential adverse impacts on beneficiaries due to the
breadth and complexity of forthcoming system, policy and operational changes and the relatively
aggressive timeline. Although Vermont is working toward implementation in accordance with the ACA
timelines, Vermont seeks authority to extend current coverage policies, as necessary, through a
transition period to ensure that:

1) Coverage is seamless and there is no disruption in coverage for current beneficiaries.
2) Little to no additional burden is placed on current beneficiaries due to ACA changes.
3) Adequate resources are available to enroll new beneficiaries.

Vermont plans to work with CMS to develop a flexible, phased approach that meets the above-stated
principles. Vermont is proposing a “safe harbor” approach whereby all beneficiaries in the mandatory
and optional categories of eligibility who are due for eligibility recertification in the first three months of
2014 will be deferred for review and distributed throughout the remainder of the calendar year, and all
beneficiaries due for review be held harmless until March 31, 2014 or their review date, whichever is
later.

Vermont is also proposing that the new MAGI rules be applied at all review dates. This would have the
functional effect of all current beneficiaries being converted to MAGI-related determination by
December 31, 2014. This would enable the majority of current beneficiaries to continue coverage
during the transition period, without the need to submit additional information. Under this approach,
Vermont is requesting approval from CMS to identify program eligibility groups whose current income
levels are at or below 133% of the FPL and continue coverage until their scheduled eligibility
recertification date. Effective January 1, 2014, eligibility for all new applicants would be determined in
accordance with the MAGI income standards.

C. Premium Subsidies and Cost Sharing For Exchange Participants
In a preliminary analysis of current out-of-pocket obligations, Vermont found that in many instances
ACA out-of-pocket is substantially higher than current obligations (see table on following page). For

example, many Vermonters over 133% of the FPL will have to pay higher premiums under the ACA than
what is currently charged for Vermont’s Catamount Health product under the current GC
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Demonstration. Furthermore, the ACA out-of-pocket maximum is almost six times higher than
Vermont’s current out-of-pocket maximum for Vermonters up to and including 300% of the FPL.

Current Cliirar
ACA Out of

ACA Required

FPL Range

0-50% $0 $0 N/A N/A
50-75% $0 $7 N/A N/A
75-100% $0 $25 N/A N/A
100-133% $19-$38 $33 N/A N/A
133%-150% $38-57 $33 $2250 N/A
150-185% $57-$100 $49 $2250 $1,050°
185-200% $100-$121 $60 $2250 $1,050
200-225% $121-$154 $124 $5,200 $1,050
225-250% $154-$193 $152 $5,200 $1,050
250-275% $193-$230 $180 $6,400 $1,050
275-300% $230-$273 $208 $6,400 $1,050

People enrolled in VHAP have minimal cost-sharing: $1 and $2 pharmacy co-pays and a $25 co-pay for
emergency room visits

2 Updated to 2013

® Parents of minor children are eligible for VHAP if their income is less than 185% of the FPL, thus liable
for VHAP-level cost-sharing only

As a result, implementation of the ACA may pose a serious financial challenge for those currently eligible
through VHAP and Catamount Health which may result in a decrease in the percentage of Vermonters
who have health coverage. Vermont has made significant progress in developing programs to make
coverage affordable and accessible to low- and middle-income Vermonters, and this increased cost
sharing may negate this progress.

To address this concern, Vermont proposes to build on the federal premium tax credits to create
affordability by additionally subsidizing monthly premiums by 1% of income for individuals to ensure
affordability for low- and middle-income Vermonters up to and including 300% of the FPL. Therefore,
Vermont is seeking authority to implement a premium subsidy for which it requests federal financial
participation for Vermonters up to and including 300% of the FPL, as currently authorized by the GC
Demonstration. The Governor and his administration have presented a proposal on premium assistance
up to 300% FPL, expected to be a CMS/State partnership, to the Vermont Legislature. The budget impact
of that proposal is presented in the table below. Legislative committee hearings and public testimony on
this aspect of the administration’s proposal is ongoing and final approved proposal will be part of the
State’s final waiver renewal application.

In addition to the population described above and despite available assistance, there are a small

number of people who do not qualify for either premium-free Part A or any Medicare Savings
program due to their unique circumstances. In 2009 approximately 57 Vermonters who fell under
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such circumstances elected to pay the Part A premium on their own while an unknown number of
people elected not to pay the Part A premiums (and go without Medicare). According to the 2009
Vermont Household Insurance Survey, there were 60 people who were 65 and over, uninsured and
less than 150% of the federal poverty level (FPL), half of which would likely be eligible for the
Medicare savings program (QMB) highlighted above. Of the 30 individuals not eligible for the
Medicare savings program, we do not know for sure how many would be eligible for premium-free
Part A, but we will use them as a proxy to estimate the number of Medicare eligible individuals not
currently enrolled.

The AHS has been directed by the legislature to ask CMS for consideration of “wrapping” or
subsidizing Medicare coverage for individuals who are not eligible for any type of free-premium or
premium assistance programs. Should the state chose to fully cover their Part A coverage, the
annualized state costs (using 2012 premiums) could range from $390,000 to $615,000. This does
not include any form of cost sharing for these individuals, which the legislature may want to
consider should it choose to pursue this. For instance the state currently provides a Medicare Part D
wrap through the VPharm program. Beneficiary premiums for the VPharm program range from $15
to $50 per person per month depending on income. There are also S1 and S2 prescription co-pays.

SFY 2014 SFY 2015

(6 months) (12 months)

Budget Impact of Premium Assistance Subsidies

(not including any Part A or B subsidy) 54,391,058 59,221,221
Budget Impact of Part A Subsidies $307,500 $615,000
Total Budget Impact of Premium Assistance

and Part A Subsidies 34,698,558 39,836,221

Note: Amounts include State and Federal share.
D. Expansion of Services to Moderate Needs Group and Other Needs-Based Populations

Long Term Support and Service Recipients: Currently, individuals enrolled in the Choices for Care
Moderate Needs Group have access to case management, homemaker, and adult day services. Within
available resources, Vermont proposes to expand the service options for the Moderate Needs Group,
based on individual need, to include a variety of home and community services, such as: case
management, homemaker/home health aide, personal care, life skills aide, adult day health,
habilitation, and respite care for elderly and disabled populations.

Other Needs-Based Populations: The Global Commitment public managed care model provides the
flexibility to offer an array of services in lieu of traditionally covered services. In many instances,
alternative services have proven to be more clinically appropriate, less restrictive and/or less

costly. Vermont intends to continue to use the flexibility afforded by the managed care model to best
meet the needs of program participants.

Vermont currently is exploring service delivery options for Medicaid participants who have complex
needs and who could benefit from home and community services, but do not meet institutional level of
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care requirements. By extending certain, less-restrictive home and community services to certain
individuals based on need, Vermont believes that more costly interventions could be delayed or
eliminated, thereby reducing expenditure growth trends.

Summary of Proposed Demonstration Changes

Area Proposed Change Impact Hypothesis
Eligibility Eliminate VHAP, Catamount Health and ESI Persons under 133% will Vermont will retain a high
Expansions Expansion Populations and VScript, Vscript move to traditional Medicaid | rate of insured

expanded and VHAP pharmacy programs. and receive a fuller benefit Vermonters; transition to
package; persons over 133% | Affordable Care Act rules
will move into commercial will not diminish coverage
products through the rates.
Exchange.

ACA Transition | Adopting a “safe harbor” approach to Current Medicaid Vermont will minimize
transitioning current Medicaid beneficiaries: beneficiaries would not be coverage gaps, and limited
those who are due for eligibility recertification | required to submit any new to no new administrative
in the first three months of 2014 will be information until their burden will be placed on
deferred for review and distributed throughout | anniversary date. current beneficiaries.
the remainder of the calendar year, and all
beneficiaries due for review will be held
harmless until March 31, 2014 or their review
date, whichever is later.

Modified Use new MAGI rules for all eligibility Administrative efficiency in | Streamlined and

Adjusted Gross | determinations as long as it does not adversely | eligibility determinations. standardized rules will

Income impact optional or expansion populations. result in easier to

understand information
requests and timelier
processing of health care
program applications.

Benefits Within state budget restrictions, expand the Additional flexibility for Long term care
current menu of services offered in the Long current long term care beneficiaries will remain
Term Care Moderate Needs Group. service beneficiaries in in their homes longer and

available service options. delay the need for nursing
Enhance Hospice Benefits for persons within facility care.
12 months of end of life and allow delivery of
both palliative and curative care.

Affordability Include a state based, sliding scale premium To maintain affordability of | Vermont will retain a high
subsidy for persons purchasing on the Vermont programs at a level | rate of insured
Exchange up to 300% FPL. Including of expense substantially Vermonters; transition to
Medicare premium subsidies for certain similar to former VHAP, the Affordable Care Act
individuals who are low income. Catamount and ESI rules will not diminish

programs. coverage rates.

Demonstration Consolidate Choices for Care, Dual Eligible Administrative Administrative efficiencies

Consolidation Demonstrations and CHIP into GC under one simplification in the use of will be achieved.

demonstration.

one federal regulatory
structure for state and
provider network.

Administrative

Streamline CMS reporting, state plan
amendment, auditing and other processes as
much as possible under the 42 CFR 438
regulatory structures.

Administrative
simplification in the use of
one federal regulatory
structure for state and
provider network.

Administrative efficiencies
will be achieved.
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VI. Requested Waivers and Expenditure Authorities

Under the authority of Section 1115(a)(1) of the Social Security Act (the Act), Vermont is requesting
continuation of all waivers granted under the current Global Commitment to Health and Choices for
Care Long Term Care section 1115 Demonstrations. Additionally, the State will collaborate with CMS to
identify any other waivers needed to carry out the operations of the program. Vermont’s preliminary list
of current waivers includes:

Statewideness/Uniformity Section 1902(a)(1)

To the extent necessary to enable Vermont to operate the program differently in different
geographical areas of the State.

Hearing and Appeals Section 1902(a)(3)

To permit the State to offer an initial hearing on coverage denials through the Department of
Vermont Health Access, with opportunity to appeal to a Fair Hearing before the State Medicaid
Agency.

Reasonable Promptness Sections 1902(a)(3), 1902(a)(8), and
1902 (a)(19)

To permit the State to maintain a waiting list for high and moderate need individuals applying for
long term care services and supports. To allow the State to require applicants for long term care
services to complete a person centered assessment and options counseling process.

Amount, Duration, Scope of Services Sections 1902(a)(10), 1902(a)(10)(b), and
1902(a)(10)(B)

To enable the State to vary the amount, duration and scope of services offered to various
mandatory and optional categories of individuals eligible for Medical assistance under the
Demonstration. To allow the State to provide non-state plan services to demonstration populations.
To enable the State to offer different services to different expansion populations.

Financial Eligibility Section 1902(a)(10)(C)(i)(1)
To allow the State to use institutional income rules (up to 300% of the SSI payment level) for
medically needy beneficiaries electing home-based services in lieu of nursing facility or in lieu of
other residential care services in licensed settings while allowing resource limits up to $10,000 for
single individuals who own and reside in their own homes.

Comparability Section 1902(a)(17)

To the extent necessary to enable the State to use more liberal income and resource standards and
methods for plan groups and individuals.
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Financial Responsibility/Deeming Section 1902(a)(17)(D)
To the extent necessary to enable the State to use more liberal income and resource standards and
methods for plan groups and individuals whose eligibility is determined under the more liberal
standards and methods, resource standards, and requirements that differ from those required
under title XIX. The waiver would specifically exempt the State from the limits under section

1902(a)(17)(D) on whose income and resources may be used to determine eligibility unless actually
made available, and so that family income and resources may be used instead.

To enable the State to disregard quarterly income totaling less than $20 from the post-eligibility
income determination.

Payment to Providers Sections 1902(a)(13), 1902(a)(30)
To allow the State, through the Department of Vermont Health Access, to establish rates with

providers on an individual or class basis without regard to the rates currently set forth in the
approved State Plan.

Spend-Down Section 1902(a)(17)
To offer one-month spend-downs for medically needy people receiving community-based services

as an alternative to institutionalization, and non-institutionalized persons who are receiving
personal care attendant services at the onset of waivers.

Freedom of Choice Section 1902(a)(23)

To enable the State to restrict freedom of choice of provider for the demonstration participants.
Participants will be restricted to a single plan and may change providers within the plan.

Some demonstration waiver participants may only have access to the providers participating in
those programs, and will not have access to every Medicaid enrolled provider in the State.

Premium Requirements Section 1902(a)(14)
insofar as it incorporates Section 1916

To permit Vermont to impose premiums in excess of statutory limits for optional populations and
cost sharing on certain services as reflected in the special terms and conditions.

Retroactive Eligibility Section 1902(a)(34)

To enable the State to waive the requirement to provide medical assistance for up to 3 months prior
to the date that an application for assistance is made for expansion groups.
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Cost Sharing Requirements Section 1902(a)(14)
insofar as it incorporates Section 1916

To enable Vermont to impose premiums, enrollment fees, deductions, cost sharing and similar
charges that exceed the statutory limitations.

Direct Provider Reimbursement Section 1902(a)(32)

To enable Vermont to provide premium assistance subsidies to former Global Commitment
expansion populations (pre-January 1, 2014) now insured under ACA and the Health Benefits
Exchange to continue a reasonably similar level of affordability of health care coverage for low and
middle income Vermonters.

The following expenditure authorities shall enable Vermont to implement the revised Global
Commitment to Health Section 1115 Demonstration.

1. Expenditures Related to Eligibility Expansion

Expenditures to provide Medical Assistance coverage to the following Demonstration populations that
are not covered under the Medicaid State Plan and are enrolled in the Global Commitment to Health
Demonstration.

2. Expenditures Related to Additional Services
Expenditures for additional health care related-services for the Demonstration populations.

3. Expenditures for Public Health Initiatives, Outreach, Infrastructure, and Services Related to State
Plan, Demonstration, Uninsured and Underinsured Populations.

Subject to availability of funding within the per member per month limit, expenditures to reduce the
rate of uninsured and/or underinsured in Vermont, increase access to quality health care for
uninsured, underinsured and Medicaid beneficiaries, provide public health approaches and other
innovative programs to improve the health outcomes and quality of life for Medicaid beneficiaries;
and encourage the formation and maintenance of public private partnerships in health care.

4. Expenditures to provide home and community-based services to individuals who would not
otherwise be eligible for Medicaid, because they are not at immediate risk of institutionalization
absent the provision of the home and community based services. Including:

a. Expenditures for home and community based services for elderly and disabled adults,
with income up to 300% of Supplemental Security Income payment level, who do not
meet the Demonstration’s clinical criteria for long term care services, but are at risk for
institutionalization;

b. Expenditures for home and community based services for participants with resources
exceeding current limits, who are single, own and reside in their own homes, and select
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home based care rather than a nursing facility care, to allow them to retain resources to
remain in the community;

c. Expenditures for personal care services provided by participant’s spouses;

d. Expenditures for incidental purchases paid in cash allowances to participants who are
self-directing their services prior to service delivery.

VII. Summary of Documentation of Quality and Access to Care and Demonstration
Evaluation Efforts

Since 2007, the Vermont Agency of Human Services (AHS) has contracted with Health Services Advisory
Group, Inc. (HSAG), an External Quality Review Organization (EQRO), to review the performance of
DVHA in the three CMS required activities (i.e., Compliance with Medicaid Managed Care Regulations,
Validation of Performance Improvement Projects, and Validation of Performance Measures), and to
prepare the EQR annual technical report which consolidates the results from the activities it conducted.

Over the past five years, HSAG has observed tremendous growth, maturity, and substantively improved
performance results across all three activities. Vermont’s Medicaid Managed Care Model has achieved
the following scores relative to the three mandatory areas of EQR:

1. Average Overall Percentage of Compliance Score of 93.8%;

2. Average Performance Improvement Validation scores for Evaluation Elements Met of 98.4%,
Critical Elements Met of 100%, and an Overall Validation Status of Met for each year - indicating
high confidence in the reported results; and

3. Performance Measures Validation finding of Fully Compliant and a determination that measures
were valid and accurate for reporting for each year.

In addition, with each successive EQRO contract year, HSAG has found that DVHA has increasingly
followed up on HSAG's prior year recommendations and has initiated numerous additional
improvement initiatives. For example, they found that Vermont’s Medicaid Managed Care Model
regularly conducts self-assessments and, as applicable, makes changes to its internal organizational
structure and key positions to more effectively align staff skills, competencies, and strengths with the
work required and unique challenges associated with each operating unit within the organization.

HSAG also said that DVHA’s continuous quality improvement focus and activities, and steady
improvements over the five years have been substantive and have led to demonstrated performance
improvements, notable strengths, and commendable and impressive outcomes across multiple areas
and performance indicators. Finally, HSAG has concluded that DVHA has demonstrated incremental and
substantive growth and maturity which has led to its current role and functioning as a strong, goal-
oriented, innovative, continuously improving Medicaid managed care organization model.

This growth is also evidenced in evaluation efforts as reflected by the 2012 CAHPS survey data on
“Overall Rating of Health Plan”: the percentage of beneficiaries that rated the health plan 8 out of 10 or
higher improved from 68.1% in 2009 to 81.3% in 2012.

DVHA beneficiaries also have experienced increased access and quality of care under the Global
Commitment to Health 1115(a) Demonstration. Overall, Vermont’s Medicaid Managed Care model
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showed strong performance (greater than the 75th percentile) across three measures related to access
in 2012:

DVHA significantly exceeded the national average for Annual Dental Visits in 2011 (by 17.4%).

e DVHA exceeded the national average for Children’s and Adolescents’ Access to Primary Care
Practitioners in 2011 (by an average of 4.2%).

e DVHA was significantly higher than the national average for 2011 for Antidepressant Medication
Management: Acute and Continuation Phase (by 17.3% and 20.1% respectively).

In addition, according to the 2012 CAHPS data, most respondents are satisfied with provider punctuality,
availability (in both urgent and non-urgent situations), attentiveness, and coordination of care. Overall,
Vermont’s Medicaid Managed Care model showed strong performance across two composite CAHPS
measures related to access:

e Getting Needed Care - The percentage of beneficiaries that responded that they were “Always”
or “Usually” able to get care when attempting to do so improved from 79.9% in 2009 to 84.9%
in 2012.

e Getting Care Quickly — percentage of beneficiaries that responded that they were “Always” or
“Usually” able to receive care or advice in a reasonable time, including office waiting room
experiences improved from 81.6% in 2009 to 83.3% in 2012.

DVHA in cooperation with the Vermont Department of Health (VDH), the Division of Alcohol and Drug
Abuse Programs (ADAP), the Department of Corrections (DOC), and the commercial insurers, is
increasing access for patients to buprenorphine services and the number of physicians in Vermont
licensed to prescribe buprenorphine. At the end of FFY 2011, the program successfully increased access
and providers who were in the program consistently increased their patient loads incrementally each
month.

Examples of DVHA’s success in enhancing the quality of care for beneficiaries during the GC
Demonstration include the following data:

e DVHA had above-average performance (greater than the national HEDIS 75th percentile) in 2012
for the following HEDIS measures that also relate to quality of care: Antidepressant Medication
Management—Effective Acute Phase Treatment; Antidepressant Medication Management—
Effective Continuation Phase Treatment; Well-Child Visits in the First 15 Months of Life—Six or
More Visits; Children’s and Adolescents’ Access to Primary Care Practitioners (all indicators); and
the Annual Dental Visits measure, which involve distinct provider specialties.

e Vermont’s Medicaid Managed Care Model’s most recent Performance Improvement Project
(PIP), Increasing Adherence to Evidence-Based Pharmacy Guidelines for Members Diagnosed
with Congestive Heart Failure, received a score of 96% for all applicable evaluation elements, a
score of 100% for critical evaluation elements and an overall validation status of Met indicating
a finding of high confidence in the reported baseline and re-measurement results.

Vermont’s Chronic Care Initiative (VCCI) as reported earlier in this document is also yielding positive
results. Data for State Fiscal Year 2011, showed a 14% reduction for inpatient admissions and a 10%
reduction in emergency room utilization over the baseline year of 2008 for VCCI beneficiaries.
Additionally, when compared to similar beneficiaries who were not enrolled in VCCI, those receiving
VCCI service demonstrated better adherence to evidence based treatment.
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The GC Demonstration has contained spending relative to the absence of the Demonstration over the
first 7.5 years of the waiver.

Vermont plans to continue the central hypothesis of the Demonstration throughout the extension
period; that greater flexibility in service delivery and payment models promoting holistic population
approaches to health will result in better outcomes, higher quality and increased access to services,
while containing costs.

VIIl.  Financial Data

Note: Historical and projected caseload data subject to validation and revision prior to final
submission to CMS.

The following tables present the historical spending by Demonstration year and population as measured
against the budget neutrality ceilings.

Over the first eight years of the Global Commitment and Choices for Care Demonstrations (FFY 2006
through December 31, 2013), total spending absent the waivers for these populations was projected to
reach nearly $11.8 billion; actual spending is projected to be approximately 18.6% less, representing a
savings of $2.2 billion.
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Budget Neutrality Status, Years 1 through 5

Tables 1 through 5 present the calculations underlying the waiver limits and actual program
performance for the initial five-year period of the Global Commitment and Choices for Care
Demonstrations, as follows:

Table 1: Projected Expenditures without Waiver, Years 1 — 5 (State and Federal)

Global Commitment: This table presents the line item expenses used to establish the budget neutrality
ceiling for the initial five-year period. The budget ceiling is based on the continuation of the Medicaid
Eligibility Groups (MEGs) that were established for Vermont’s previous Section 1115 Demonstration, the
Vermont Health Access Plan (VHAP). Because Global Commitment is more comprehensive than the
previous Demonstration in terms of included populations and services, the limit includes costs for
additional programs and populations. These “additional program expenses not included under VHAP”
include populations not enrolled under VHAP (e.g., Dual eligibles) and additional program costs (e.g.,
program expenditures for individuals with developmental disabilities and the Vermont State Hospital
Futures project).

Choices for Care: The table provides the projected expenditures without implementation of the waiver
for eligibility groups by type of long-term care setting: nursing home, home and community-based
services (HCBS), and enhanced residential care (ERC). Expenditures with and without adjustments made
by the Medicare Modernization Act (MMA) also are included.

Table 2: Actual Caseloads with Waiver, Years 1 -5 (State and Federal)

Global Commitment: Table 2 presents actual caseload, in accordance with the MEGs specified in the
Demonstration’s Special Terms and Conditions. As indicated by the presented data, there was some
fluctuation in reported member months, particularly during the early stages of the project. These
fluctuations resulted from modifications to the methodology for tracking and reporting program
participants. However, the fluctuations represent only a reporting issue and do not impact
expenditures. The table presents the average annual growth in caseload, by MEG, for years 1 through 5
and years 3 through 5.

Choices for Care: The table presents the average annual growth in caseload for the waiver-participating
eligibility groups: Highest Need, High Need, Moderate Need, PACE, and Community Rehabilitation and
Treatment (CRT). There was some fluctuation in reported member months, particularly during the early
stages of the project. After implementation of the Demonstration, the State reassessed participants for
the Highest and High Need Group criteria. The State subsequently transitioned individuals from the
Highest Need to High Need Group as appropriate. In order to provide a more representative depiction
of PMPM expenditures, the presented data includes redistribution in year 1 of 10% of the Highest Needs
to the High Need Group. However, these fluctuations represent only a reporting issue and do not
impact expenditures in the aggregate. A uniform methodology was applied to calculate member
months.
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Table 3: Actual Expenditures per Member per Month with Waiver, Years 1 — 5 (State
and Federal)

This table presents actual program expenditures per member per month (PMPM), by MEG (Global
Commitment) and long-term care setting (Choices for Care) based on Tables 1 and 2.

Table 4: Actual Expenditures with Waiver, Years 1 — 5 (State and Federal)

This table presents total program expenditures, including Global Commitment capitation payments,
member premium collections and administrative expenses that are outside of the capitation payments.
Expenditures reported for Choices for Care include Quality Awards awarded in year 5 of the
Demonstration, and do not include third party liability (TPL) or estate recovery, which are both reported
separately from the Demonstration.

Table 5: Summary of Program Expenditures with and without Waiver, Years 1 —5
(State and Federal)

Table 5 provides a summary of Demonstration spending relative to the aggregate waiver ceilings. In
summary, total program spending fell below the ceiling for both programs, and combined aggregate
waiver savings for the initial five-year period for Global Commitment and Choices for Care was
approximately $489 million.

Budget Neutrality Status, Years 6 through 9 (ending 12/31/2013)

Tables 6 through 10 present the projected waiver ceiling and actual and estimated program
expenditures for the first renewal period, with an ending date of December 31, 2013, as follows:

Table 6: Projected Expenditures without Waiver, Years 6 — 9 (State and Federal)

Global Commitment: Table 6 provides the projected budget neutrality ceiling for first renewal period.
The projected expenditures without the waiver represent a continuation of baseline expenditures from
the initial five-year period, using the same caseload and per capita trend rates that were applied to the
initial five-year projection. The net impact of the individual trend rates is an aggregate annual growth
rate that is around 7% for program caseload and costs combined,.

As is the case with the ceiling for the initial five-year period, the limit is based only on costs for
participants and services that are covered by Medicaid under traditional federal laws and regulations.
The estimated budget neutrality limit for the first renewal period includes a carry-forward of waiver
savings for the first five years of the Demonstration.

Choices for Care: The projected expenditures without the waiver represent a continuation of baseline

expenditures, using the same caseload and cost per eligible trend rates that were applied to the initial
five-year projection, which results in a net impact on total expenditures of 11%.
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Table 7: Actual and Projected Caseloads with Waiver, Years 6 — 9 (State and Federal)

Table 7 presents the actual caseload through year 7 and estimated caseload for year 8 through
December 31, 2013, by MEG (Global Commitment) and level of care (Choices for Care). The table
presents average annual growth from year 6 through December 31, 2013.

Table 8: Actual and Projected Expenditures per Member per Month with Waiver, Years
6 — 9 (State and Federal)

Table 8 presents actual PMPM expenditures for years 6 and 7, and estimated PMPM expenditures for
year 8 through December 31, 2013 based on PMPM trends established by DVHA for the period,
presented by MEG (Global Commitment) and level of care (Choices for Care). The table presents
average annual growth from year 6 through December 31, 2013.

Table 9: Actual and Projected Expenditures with Waiver, Years 6 — 9 (State and
Federal)

Table 9 presents actual expenditures for years 6 and 7, and projected expenditures for year 8 through
December 13, 2013 based on the caseload and per member per month expenditure data presented in
Tables 8 and 9.

Table 10: Summary of Program Expenditures with and without Waiver, Years 6 — 9
(State and Federal)

Table 10 provides a summary of Demonstration actual and projected spending relative to the aggregate
waiver ceilings. Vermont estimates that spending will fall under the ceilings for both Global
Commitment and Choices for Care Demonstrations, with combined aggregate savings through
December 31, 2013 totaling $1.7 billion.

Budget Neutrality Status, Years 9 through 13 (01/01/2014 through 12/31/2018)

Tables 11 through 13 present the projected waiver ceilings and projected program expenditures for the
extension period, as follows:

Table 11: Projected Expenditures without Waiver, Years 9 — 13 (State and Federal)

Table 11 provides the projected budget neutrality ceiling for the extension period. The projected
expenditures without the waiver represent a continuation of the current baseline expenditures, using
the same caseload and per capita trend rates that were applied to previous without wavier projections.
The net impact of the individual trend rates is an aggregate annual growth rate, for program caseload
and costs combined, that is equal to about 9 percent.

As is the case with the current ceiling, the limit is based only on costs for participants and services that
are covered by Medicaid under traditional federal laws and regulations. The estimated budget
neutrality limit for the extension period includes a carry-forward of estimated waiver savings for the 9
years (through December 31, 2013) of the Demonstration.
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Note: Expenditures for the Children’s Health Insurance Program (CHIP) are not categorized
under either of the current Demonstrations but are included in the table, as these members will
be included under the proposed Demonstration. Although Vermont proposes to include CHIP
under the Demonstration for programmatic purposes, Vermont proposes to exclude CHIP funding
from the budget neutrality ceiling and calculation as CHIP allotments are established by federal
law. In the event that Title XXI funding is exhausted or unavailable, Vermont seeks authority to
access funding available under the Demonstration for individuals eligible under the current CHIP
program.

Table 12: Projected Expenditures with Waiver, Years 9 — 13 (State and Federal)
(12a) Without and (12b) With Reform

Tables 12a and 12b present Vermont’s estimate of projected program expenditures for the renewal
period with and without the 2017 implementation of the State’s single payer reform called for in
Vermont’s Act 48 of the 2011 legislative session.

Table 12a presents Vermont’s estimate of projected program expenditures for all Demonstration-
eligible populations without the single payer reform. The table includes the caseload and per capita
trends that were applied to each MEG and line item.

Notes:

e ACA Caseload Impact: The table reflects the elimination of VHAP, Catamount Health and ESI
Expansion populations. Also, existing PACE caseload was redistributed equally in CY 2014 to
the Choices for Care Highest Needs and High Needs groups to account for the elimination of
the program. The table also reflects the addition of a “New Adult” population as defined in
the ACA. The caseload and PMPM growth rates for the “New Adult” population were
assumed similar to the eliminated VHAP population.

e Enhanced Hospice Benefits: The table does not reflect the fiscal impact of the proposed
Enhanced Hospice Benefits for persons within 12 months of end of life and delivery of both
palliative and curative care. Further analysis will be completed once eligibility parameters
are established by the Department of Disabilities, Aging and Independent Living (DAIL).

e Choices for Care PMPM and Caseload Growth: The caseload and PMPM growth rates for
each population were based on the historical growth rates observed during the previous
renewal period. However, Vermont assumed an additional 4% caseload growth and an
overall 3% PMPM growth for the Choices for Care populations, because:

(a) The State of Vermont expects an additional 3.50% annual growth in caseload for the
Medicare-eligible population due to the increased aging of Vermont's over 65
population.

(b) The State of Vermont is experiencing an increased need to serve individuals with
cognitive impairments (e.g., dementia). The State will be continuing to build
additional capacity to meet these needs, and therefore is projecting a modest 0.5%
annual growth in caseload for the Choices for Care population.
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(c) Although historical trends exhibit a decrease in PMPM expenditures, Vermont
expects to see modest growth during the renewal period due to increasing
complexity of needs of those enrolled, as well as provider rate increases.

Table 12b represents Vermont’s estimates of projected program expenditures with single payer reform
and uses the methodology created in the State of Vermont Health Care Financing Plan Beginning
Calendar Year 2017 prepared by University of Massachusetts Medical School, Center for Law and
Economics. Medicaid assumptions used in that plan include but are not limited to: approximately 3% of
large group members in 2017 being eligible for Medicaid; a slight caseload increase for those persons
who remain uninsured prior to 2017; an increase in Medicaid rates to 105% of Medicare (to eliminate
historical cost shifting); and a decrease in Medicaid administrative costs under single payer reform.

Notes:

e Medicaid rate changes were assumed to only apply to the medical component of the costs,
thus current 2017 reform models do not include rate changes for long term care services
and support, prescription drug, dental or vision services.

Table 13: Summary of Program Expenditures with and without Waiver, Years 9 — 13
(State and Federal)

Table 13 provides a summary of Demonstration actual and projected spending relative to the aggregate
waiver ceilings. Vermont estimates that spending will fall under the ceilings for both Global
Commitment and Choices for Care Demonstrations, with combined aggregate savings through
December 31, 2013 totaling $5.4 billion without reform, and $4.8 billion with reform.
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Table 1: Projected Expenditures Without Waiver, Years 1 -5 (State and Federal)

Waiver Year
1 2 3 4 5 Five-Year Total
‘ (Oct '05-Sept '06) | (Oct '06-Sept'07) | (Oct '07-Sept '08) [ (Oct '08-Sept '09) | (Oct '09-Sept '10)
Global Commitment
Continuation of VHAP MEGs
ANFC $ 162,865,374 | $ 180,391,545 | $ 199,803,732 | S 221,304,891 | $ 245,119,820 | $ 1,009,485,362
ABD S 92,181,185 | $ 98,000,805 | § 104,187,831 | S 110,765,458 | S 117,758,348 | S 522,893,626
Spend Down S 1,832,177 | $ 1,947,847 | $ 2,070,819 | $ 2,201,555 | $ 2,340,544 | $ 10,392,943
Optional Expansion: Parent/Caretakers [1931(b) < 150% of FPL] S 32,343,864 | $ 37,315,155 | $ 43,050,539 | $ 49,667,459 | $ 57,301,407 | $ 219,678,423
Optional Expansion: Parent/Caretakers [1931(b) 150 - 185% of FPL] S 7,779,307 | S 8,974,996 | $ 10,354,463 | $ 11,945,957 | $ 13,782,065 | $ 52,836,787
Optional Expansion: Children [1902(r)(2)] S 1,747,191 | $ 1,938,773 | $ 2,151,361 | $ 2,387,261 | $ 2,649,027 | $ 10,873,612
Community Rehabilitation and Treatment (CRT) S 29,345,283 | $ 31,197,922 | $ 33,167,521 | $ 35,261,467 | $ 37,487,608 | $ 166,459,800
Community Rehabilitation and Treatment (CRT) Duals S 138,411 | $ 147,150 | $ 156,440 | S 166,316 | $ 176,816 | $ 785,132
VHAP Surplus Carry-Forward $ 66,605,297 | $ - S - S - S - S 66,605,297
Subtotal S 394,838,090 | S 359,914,191 | S 394,942,706 | S 433,700,363 | S 476,615,633 | S 2,060,010,982
Additional Program Expenses Not Included Under VHAP S 372,800,747 | S 406,518,502 | § 443,439,549 S 483,873,610 | $ 528,160,809 | S 2,234,793,218
Program Administration S 73,627,826 | $ 77,161,961 | $ 80,865,735 | $ 84,747,291 | $ 88,815,161 | S 405,217,974
Total Global Commitment S 841,266,663 |$ 843,594,654 | S 919,247,991 | $ 1,002,321,263 | $ 1,093,591,603 | $ 4,700,022,174
Choices for Care
Nursing Facility S 138,958,676 | $ 154,262,673 | $ 171,252,152 | S 190,112,741 | $ 211,050,511 | $ 865,636,753
Home and Community-Based Services S 43,260,502 | $ 48,024,929 | $ 53,314,080 | $ 59,185,743 | $ 65,704,073 | $ 269,489,327
Enhanced Residential Care s 4,599,244 | S 5,105,774 | $§ 5,668,091 | $§ 6,292,337 | $ 6,985,334 | $ 28,650,781
Subtotal S 186,818422 | S 207,393,377 | S 230,234,323 | S 255,590,821 | S 283,739,918 | S 1,163,776,861
MMA Adjustment S 2,897,635 S 2,897,635
Total Choices for Care S 189,716,057 | $ 207,393,377 |$ 230,234,323 |$ 255,590,821 | $ 283,739,918 | $ 1,166,674,496
|combined Total: Global Commitment & Choices for Care I's 1,030,982,720 | $ 1,050,988,031 | $ 1,149,482,314 | $ 1,257,912,084 | $ 1,377,331,521 | $ 5,866,696,670 |
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Table 2: Actual Caseloads with Waiver, Years 1 —5 (State and Federal)

Waiver Year

1 ) 3 a 5
(Oct '05-Sept '06) | (Oct '06-Sept'07) | (Oct '07-Sept '08) | (Oct '08-Sept '09) | (Oct '09-Sept '10)

Global Commitment
ABD - Non-Medicare - Adult 180,954 182,711 143,469 153,096 161,974
ABD - Non-Medicare - Child 34,211 41,425 42,058 43,588 44,059
ABD - Dual 167,349 159,373 171,634 178,974 185,693
ANFC - Non-Medicare - Adult 125,441 111,976 112,489 120,450 126,544
ANFC - Non-Medicare - Child 612,860 609,295 611,127 634,843 655,412
Global Expansion (VHAP) 266,886 271,659 307,567 353,286 411,864
Global Rx 145,269 137,079 120,823 119,626 143,768
Optional Expansion (Underinsured) 14,875 13,886 14,005 14,253 14,348
VHAP ESI - - 5,365 10,659 11,270
ESIA - - 1,476 4,406 5,571
CHAP - - 21,278 62,457 82,765
ESIA Expansion - 200-300% of FPL - - - - 2,172
CHAP Expansion - 200-300% of FPL - - - - 23,541
Total Global Commitment 1,547,845 1,527,404 1,551,291 1,695,638 1,868,981
Choices for Care
Highest Level of Care 39,970 43,156 41,348 39,932 39,489
High Level of Care 4,716 2,198 6,022 5,575 4,939
Moderate Level of Care 4,782 6,870 11,910 13,724 12,777
Program of All-Inclusive Care for the Elderly (PACE) - 45 356 575 885
Community Rehabilitation and Treatment (CRT) 1,198 1,387 1,776 1,764 1,744
Total Choices for Care 50,666 53,656 61,412 61,570 59,834
Combined Total: Global Commitment & Choices for Care I 1,598,511 1,581,060 1,612,703 1,757,208 1,928,815 |
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Table 3: Actual Expenditures per Member per Month with Waiver, Years 1 — 5 (State and Federal)

Waiver Year

1 2 3 4
(Oct '05-Sept '06) | (Oct '06-Sept'07) | (Oct '07-Sept '08) | (Oct '08-Sept '09) | (Oct '09-Sept '10)

Global Commitment
ABD - Non-Medicare - Adult S 1,125.37 | S 1,187.30 | S 1,324.11 | S 1,099.65 | $ 1,106.66
ABD - Non-Medicare - Child S 1,780.10 | S 2,095.44 | S 2,343.40 | S 2,155.76 | S 2,152.63
ABD - Dual S 1,056.96 | $ 851.74 | $ 908.38 | $ 1,270.88 | $ 1,180.64
ANFC - Non-Medicare - Adult S 49460 | S 501.49 | $ 566.02 | $ 502.58 | $ 573.63
ANFC - Non-Medicare - Child S 301.09 | $ 319.18 | $ 35439 | $ 34931 | $ 364.72
Global Expansion (VHAP) S 343.40 | S 43159 | S 48896 | S 405.25 | $ 413.76
Global Rx S 63.15 | $ 374 | S 394 | S 1597 | S 9.97
Optional Expansion (Underinsured) S 15169 | S 190.84 | S 21138 | S 177.70 | S 173.46
VHAP ESI S - S - S 23415 | S 19290 | $ 224.80
ESIA S - S - S 17838 | S 141.86 | S 177.43
CHAP S - S - S 40794 | S 37399 | $ 427.96
ESIA Expansion - 200-300% of FPL S - S - S - S - S 176.87
CHAP Expansion - 200-300% of FPL $ - $ - $ - $ - S 432.52
Total Global Commitment S 511.08 | $ 530.65 | $ 57288 | $ 557.74 | $ 550.46
Choices for Care
Highest Level of Care S 3,776.18 | S 3,83556 | S 4,03735 | S 4,169.69 | S 4,217.90
High Level of Care S 2,878.02 | S 2,761.04 | S 2,945.11 | S 3,154.04 | S 3,286.57
Moderate Level of Care S 258.08 | S 23207 | S 255.15 | $ 29411 | S 290.29
Program of All-Inclusive Care for the Elderly (PACE) S - S 3,729.42 | S 3,81894 | S 5,183.39 | S 4,140.11
Community Rehabilitation and Treatment (CRT) S 3,531.46 | $ 3,802.08 | $ 3,016.22 | $ 2,537.61 | $ 2,811.24
Total Choices for Care S 3,354.74 | $ 3,329.21 | $ 3,165.95 | $ 3,176.56 | S 3,262.26
|combined Total: Global Commitment & Choices for Care B 598.53 | $ 624.88 | $ 671.16 | $ 646.59 | $ 629.47 |
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Table 4: Actual Expenditures with Waiver, Years 1 -5 (State and Federal)

1 p) 3 a 5
(Oct '05-Sept '06) | (Oct '06-Sept'07) | (Oct '07-Sept '08) | (Oct '08-Sept '09) [ (Oct '09-Sept '10)

Waiver Year

Five-Year Total

Global Commitment
Capitation Payments
ABD - Non-Medicare - Adult S 203,640,203 | $ 216,932,770 | $ 189,968,738 | S 168,352,016 | $ 179,249,891 | $ 958,143,618
ABD - Non-Medicare - Child S 60,899,001 | $ 86,803,602 | $ 98,558,717 | $ 93,965,267 | $ 94,842,614 | S 435,069,201
ABD - Dual S 176,881,327 | § 135,744,359 | $ 155,908,893 | $ 227,454,477 | S 219,236,518 | S 915,225,575
ANFC - Non-Medicare - Adult S 62,043,119 | $ 56,154,844 | $ 63,671,024 | $ 60,535,761 | $ 72,589,220 | S 314,993,967
ANFC - Non-Medicare - Child S 184,526,017 | $ 194,474,778 | S 216,577,298 | $ 221,757,008 | $ 239,043,470 | $ 1,056,378,571
Global Expansion (VHAP) S 91,648,652 | $ 117,245,308 | $ 150,387,960 | S 143,169,152 |$ 170,413,126 |$ 672,864,198
Global Rx S 9,173,970 | $ 512,594 | S 475,763 | $ 1,911,020 | $ 1,433,935 | S 13,507,282
Optional Expansion (Underinsured) S 2,256,389 | $ 2,650,004 | $ 2,960,377 | $ 2,532,758 | $ 2,488,843 | S 12,888,371
VHAP ESI S - S - S 1,256,215 | S 2,056,121 | S 2,533,498 | $ 5,845,833
ESIA S - S - S 263,289 | $ 625,035 | S 988,443 | S 1,876,767
CHAP S - S - S 8,680,147 | $ 23,358,293 | $ 35,420,469 | $ 67,458,909
ESIA Expansion - 200-300% of FPL S - S - S - S - S 384,158 | $ 384,158
CHAP Expansion - 200-300% of FPL S - S - S - S - $ 10,181,948 |$ 10,181,948
Subtotal Capitation Payments S 791,068,678 | S 810,518,260 | S 888,708,420 | S 945,716,909 | $ 1,028,806,133 |'$ 4,464,818,400
Premium Offsets $  (8,908,833)|$  (7,633,900)[ $  (7,210,870)| $ (10,603,732)| ¢ (15,815,296)| S  (50,172,631)
Administrative Expenses Outside of Managed Care Model S 4,620,302 | S 6,464,439 | S 6,457,896 | S 5,495,618 | $ 5,949,605 | $ 28,987,860
Total Global Commitment $ 786,780,147 | S 809,348,799 | $ 887,955,446 | $ 940,608,795 | $ 1,018,940,442 | $ 4,443,633,629
Choices for Care
Highest Level of Care $ 150,933,576 | $ 165,527,483 | $ 166,936,530 | $ 166,504,079 | $ 166,560,641 | S 816,462,309
High Level of Care S 13,573,034 | $ 6,068,773 | $ 17,735,428 | $ 17,583,792 | $ 16,232,367 | S 71,193,394
Moderate Level of Care S 1,234,143 | S 1,594,289 | S 3,038,873 | $ 4,036,304 | S 3,709,079 | $ 13,612,688
Program of All-Inclusive Care for the Elderly (PACE) S - S 167,824 | $ 1,359,544 | $ 2,980,450 | $ 3,663,997 | $ 8,171,815
Community Rehabilitation and Treatment (CRT) S 4,230,692 | S 5,273,482 | $ 5,356,808 | $ 4,476,350 | S 4,902,804 | S 24,240,136
Quality Awards S 125,000 | $ 125,000
Total Choices for Care 169,971,445 | $ 178,631,852 | $ 194,427,182 |$ 195,580,976 | $ 195,193,889 | $ 933,805,343
|combined Total: Global Commitment & Choices for Care | $ 956,751,592 | $ 987,980,650 | $ 1,082,382,629 | $ 1,136,189,770 | $ 1,214,134,331 | $ 5,377,438,972 |
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Table 5: Summary of Program Expenditures with and without Waiver, Years 1 — 5 (State and Federal)

Expenditures without Waiver
(Aggregate Budget Neutrality Limit)
Global Commitment
Choices for Care
Total

Expenditures with Waiver

Global Commitment
Capitation Payments
Premium Offsets
Admin. Expenses Outside Managed Care Model
Subtotal Global Commitment

Choices for Care

Total

Annual Surplus (Deficit)
Global Commitment
Choices for Care
Total

Cumulative Surplus (Deficit)
Global Commitment
Choices for Care
Total

S 841,266,663
S 189,716,057

$ 843,594,654
S 207,393,377

Waiver Year

1 ) 3 a 5
(Oct '05-Sept '06) | (Oct'06-Sept'07) | (Oct '07-Sept '08) | (Oct '08-Sept '09) | (Oct '09-Sept '10)

$ 919,247,991
S 230,234,323

$1,002,321,263
S 255,590,821

$1,093,591,603
S 283,739,918

Five-Year Total

$4,700,022,174
$1,166,674,496

$1,030,982,720 | $1,050,988,031 | $1,149,482,314 | $1,257,912,084 | $1,377,331,521 | $5,866,696,670
$ 791,068,678 | S 810,518,260 | S 888,708,420 | S 945,716,909 | $ 1,028,806,133 | $4,464,818,400
$  (8908833)|S  (7633900) S  (7210,870)| S (10,603,732)| $ (15,815,296)| $ (50,172,631)
S 4620302 S 6,464,439 | S 6,457,896 | S 5,495,618 | $ 5,949,605 | s 28,987,860
$ 786,780,147 | $ 809,348,799 | $ 887,955,446 | $ 940,608,795 | $ 1,018,940,442 | $4,443,633,629
$ 169,971,445 |$ 178,631,852 |$ 194,427,182 | $ 195,580,976 | $ 195,193,889 | $ 933,805,343
$ 956,751,592 | $ 987,980,650 | $ 1,082,382,629 | $1,136,189,770 | $ 1,214,134,331 | $5,377,438,972
$ 54,486,516 | $ 34,245,856 | $ 31,292,544 | $ 61,712,468 | $ 74,651,161 |$ 256,388,545
$ 19,744,612 | $ 28,761,526 | $ 35,807,141 | $ 60,009,846 | $ 88,546,029 | $ 232,869,153

$ 74,231,128

S 54,486,516
19,744,612

KA

S 63,007,381

S 88,732,372
48,506,138

K

S 67,099,685

wr

120,024,916
84,313,279

KA

S 121,722,314

S 181,737,384
144,323,124

2l

$ 163,197,190

$ 256,388,545
232,869,153

KA

$ 489,257,698

$ 256,388,545
232,869,153

K

$ 74,231,128

$ 137,238,510

$ 204,338,195

S 326,060,508

$ 489,257,698

$ 489,257,698
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Table 6: Projected Expenditures without Waiver, Years 6 — 9 (State and Federal)

Waiver Year

6 7 3 9 Total

Oct '10 - Dec'13

(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13) | (Oct '13-Dec'13)

Global Commitment
Continuation of VHAP MEGs
ANFC S 263,358,696 | S 286,864,302 | S 312,467,859 | S 119,576,169 | S 982,267,026
ABD S 126,696,206 | S 134,694,842 | S 143,198,450 | $ 53,760,496 | $ 458,349,995
Spend Down S 2,534,821 | S 2,694,851 | $ 2,864,983 | S 1,075,591 | $ 9,170,246
Optional Expansion: Parent/Caretakers [1931(b) < 150% of FPL] S 61,507,444 | S 69,848,352 | $ 79,320,354 | $ 31,268,586 | S 241,944,737
Optional Expansion: Parent/Caretakers [1931(b) 150 - 185% of FPL] S 14,793,696 | S 16,799,841 | S 19,078,035 | S 7,520,682 | S 58,192,253
Optional Expansion: Children [1902(r)(2)] S 2,848,800 | S 3,105,970 | $ 3,386,356 | S 1,296,821 | $ 10,637,947
Community Rehbabilitation and Treatment (CRT) S 40,332,917 | S 42,879,231 | $ 45,586,300 | S 17,114,306 | $ 145,912,753
Community Rehbabilitation and Treatment (CRT) Duals S 190,236 | S 202,246 | S 215,015 | § 80,722 | S 688,219
Subtotal S 512,262,817 |S 557,089,634 S 606,117,352 | S 231,693,373 S 1,907,163,176
Additional Program Expenses Not Included Under VHAP S 559,850,458 | S 593,441,485 | S 629,047,974 | $ 235,588,296 | S 2,017,928,213
Program Administration S 93,078,288 | S 97,546,046 | S 102,228,256 | S 37,920,643 | S 330,773,234
Waiver Surplus (Deficit) Carry-Forward S 256,388,545 S 256,388,545
Total Global Commitment $ 1,421,580,108 | $ 1,248,077,166 | S 1,337,393,583 | $ 505,202,312 | $ 4,512,253,169
Choices for Care
Nursing Facility S 234,294,230 | S 260,097,859 | S 288,743,331 | S 80,135,907 | S 863,271,327
Home and Community-Based Services S 72,940,288 | S 80,973,453 | § 89,891,338 | $ 24,947,845 | S 268,752,925
Enhanced Residential Care S 7,754,653 | S 8,608,700 | S 9,556,805 | S 2,652,332 | S 28,572,490
Subtotal S 314,989,171 | S 349,680,012 | $ 388,191,474 | $ 107,736,084 | $ 1,160,596,741
Waiver Surplus (Deficit) Carry-Forward S 232,869,153 S 232,869,153
Total Choices for Care S 547,858,324 | $ 349,680,012 | $ 388,191,474 | $ 107,736,084 | $ 1,393,465,894
|combined Total: Global Commitment & Choices for Care |$ 1,969,438,432 | $ 1,597,757,178 | $ 1,725,585,057 | $ 612,938,396 | $ 5,905,719,063 |

Page 37



Vermont Global Commitment 1115 Demonstration Extension Request
Submitted to CMS April 2013 Revised May 13, 2013

Table 7: Actual and Projected Caseloads with Waiver, Years 6 — 9 (State and Federal)

Waiver Year

- - Annual Growth
6 7 8 -est'd 9 -est'd \ \
Oct '10 - Dec '13
(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13) | (Oct '13-Dec '13)

Global Commitment
ABD - Non-Medicare - Adult 166,049 168,369 170,700 43,013 1.59%
ABD - Non-Medicare - Child 44,349 44,615 44,742 11,215 0.51%
ABD - Dual 193,983 201,872 208,337 53,181 4.18%
ANFC - Non-Medicare - Adult 131,746 136,059 140,534 35,837 3.82%
ANFC - Non-Medicare - Child 661,211 664,307 666,982 167,197 0.51%
Global Expansion (VHAP) 444,056 444,653 449,336 112,882 0.74%
Global Rx 151,971 151,266 151,209 37,715 -0.33%
Optional Expansion (Underinsured) 13,360 12,604 12,301 2,995 -4.73%
VHAP ESI 10,554 9,877 9,604 2,361 -4.81%
ESIA 5,952 5,606 6,011 1,512 0.71%
CHAP 86,965 92,730 98,904 25,590 7.51%
ESIA Expansion - 200-300% of FPL 3,171 2,899 3,393 855 3.42%
CHAP Expansion - 200-300% of FPL 34,078 38,474 42,847 11,325 13.48%
Total Global Commitment 1,947,445 1,973,331 2,004,899 505,678 1.70%
Choices for Care
Highest Level of Care 38,276 36,395 35,619 8,833 -3.50%
High Level of Care 5,362 6,681 6,047 1,519 5.70%
Moderate Level of Care 10,494 11,806 11,111 2,756 2.22%
Program of All-Inclusive Care for the Elderly (PACE) 1,164 1,373 1,658 431 19.05%
Community Rehabilitation and Treatment (CRT) 1,552 1,637 1,548 384 -0.48%
Total Choices for Care 56,848 57,892 55,983 13,922 -0.91%
[combined Total: Global Commitment & Choices for Care | 2,004,293 2,031,223 2,060,882 519,600 | 1.63% |
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Table 8: Actual and Projected Expenditures per Member per Month with Waiver, Years 6 — 9 (State and Federal)

Waiver Year

- - Annual Growth
6 7 8 -est'd 9 - est'd , \
Oct '10 - Dec 13
(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13) | (Oct '13-Dec '13)

Global Commitment
ABD - Non-Medicare - Adult S 1,063.14 | S 1,128.89 | $ 1,165.39 | S 1,174.81 4.54%
ABD - Non-Medicare - Child S 2,218.64 | S 2,273.13 | S 2,288.02 | $ 2,291.76 1.45%
ABD - Dual S 1,151.67 | S 1,127.52 | $ 1,160.78 | $ 1,169.34 0.68%
ANFC - Non-Medicare - Adult S 580.55 | S 615.66 | S 636.72 | S 642.16 4.58%
ANFC - Non-Medicare - Child S 35734 | $ 381.72 | $ 389.73 | $ 391.78 4.17%
Global Expansion (VHAP) S 406.08 | $ 42564 | S 441.13 | $ 44514 4.17%
Global Rx S 5133 | $ 6246 | S 64.25 | $ 64.71 10.84%
Optional Expansion (Underinsured) S 176.14 | S 196.15 | S 196.04 | S 196.01 4.87%
VHAP ESI S 181.73 | S 162,66 | S 164.73 | S 165.26 -4.14%
ESIA S 14481 | S 14417 | S 14450 | $ 144,58 -0.07%
CHAP S 46238 | S 42592 | S 44173 | S 445.83 -1.61%
ESIA Expansion - 200-300% of FPL S 94.27 | S 7792 | S 7796 | S 77.97 -8.09%
CHAP Expansion - 200-300% of FPL S 536.32 | $ 508.93 | S 508.88 | S 508.87 -2.31%
Total Global Commitment S 54591 | $ 568.43 | $ 584.12 | $ 589.43 3.47%
Choices for Care
Highest Level of Care S 4,302.65 | S 4,065.21 | S 4,030.96 | $ 3,997.01 -3.22%
High Level of Care S 3,287.50 | $ 3,07437 | S 3,048.26 | S 3,022.37 -3.67%
Moderate Level of Care S 302.84 | S 291.90 | S 291.17 | S 290.44 -1.84%
Program of All-Inclusive Care for the Elderly (PACE) S 3,998.67 | S 4,169.58 | S 3,877.80 | S 3,606.44 -4.48%
Community Rehabilitation and Treatment (CRT) S 2,941.38 | S 2,623.62 | $ 2,65293 | S 2,682.57 -4.01%
Total Choices for Care S 3,427.35 | $ 3,143.08 | $ 3,13995 | $ 3,108.56 -4.25%
Combined Total: Global Commitment & Choices for Care | $ 621.79 | $ 635.79 | $ 647.64 | $ 651.08 | 2.07% |
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Table 9: Actual and Projected Expenditures with Waiver, Years 6 — 9 (State and Federal)

6

(Oct '10-Sept '11)

Waiver Year

7

(Oct '11-Sept'12)

8 -est'd

(Oct '12-Sept '13)

9 -est'd

(Oct '13-Dec '13)

Total

Oct '10 - Dec '13

Global Commitment
Capitation Payments
ABD - Non-Medicare - Adult S 176,533,399 | $ 190,519,365 | $ 198,932,837 | $ 50,532,576 | S 616,518,178
ABD - Non-Medicare - Child S 98,394,413 | S 101,488,090 | $ 102,370,372 | $ 25,701,760 | S 327,954,634
ABD - Dual $ 223,405,119 | $ 227,781,883 | $ 241,833,573 |$ 62,186,840 |$ 755,207,415
ANFC - Non-Medicare - Adult S 76,485,557 | S 83,964,229 | S 89,480,354 | S 23,013,400 | S 272,943,540
ANFC - Non-Medicare - Child $ 236275561 | $ 254,203,807 | $ 259,943,958 | $ 65,503,705 |$ 815,927,031
Global Expansion (VHAP) S 180,323,161 | $ 189,841,022 | $ 198,215,113 | $ 50,248,461 | S 618,627,756
Global Rx $ 7,800,694 | $ 9,482,604 | $ 9,714,687 | $ 2,440,456 |$ 29,438,441
Optional Expansion (Underinsured) S 2,353,179 | $ 2,473,802 | $ 2,411,403 | $ 586,997 | S 7,825,380
VHAP ES| $ 1,917,977 | $ 1,607,347 | $ 1,582,128 | $ 390,214 | $ 5,497,666
ESIA S 861,905 | S 817,498 | $ 868,591 | S 218,606 | S 2,766,600
CHAP $ 40,210,581 | $ 39,644,962 | $ 43,688,746 | $ 11,408,575 |$ 134,952,863
ESIA Expansion - 200-300% of FPL S 298,915 | $ 227,184 | $ 264,521 | $ 66,665 | S 857,285
CHAP Expansion - 200-300% of FPL S 18,276,728 | S 19,640,320 | S 21,804,072 | S 5,762,807 | $ 65,483,927
Subtotal Capitation Payments $ 1,063,137,188 | S 1,121,692,114 | $ 1,171,110,351 | $ 298,061,063 | $ 3,654,000,716
Premium Offsets $  (17,794,216)| $  (17,971,216)|$  (18,149,977)| $ (4,582,629)| ¢ (58,498,037)
Administrative Expenses Outside of Managed Care Model S 6,071,553 | S 5,751,066 | $ 5,964,783 | S 1,546,611 | S 19,334,013
Total Global Commitment $ 1,051,414,525 | $ 1,109,471964 | $ 1,158,925,158 | $ 295,025,045 | $ 3,614,836,691
Choices for Care
Highest Level of Care S 164,688,089 | $ 147,953,219 | $ 143,580,541 | $ 35,303,944 | S 491,525,794
High Level of Care $ 17,627,596 | $ 20,539,841 | $ 18,433,724 | ¢ 4,590,167 |$ 61,191,328
Moderate Level of Care S 3,178,030 | S 3,446,205 | S 3,235,158 | $ 800,524 | S 10,659,917
Program of All-Inclusive Care for the Elderly (PACE) S 4,654,451 | S 5,724,838 | $ 6,427,456 | $ 1,553,541 | $ 18,360,286
Community Rehabilitation and Treatment (CRT) S 4,565,023 | S 4,294,866 | $ 4,105,677 | S 1,029,671 | $ 13,995,237
Quality Awards S 125,000 S 125,000
Total Choices for Care S 194,838,188 | $ 181,958,969 | $ 175,782,557 | $ 43,277,848 | $ 595,857,561
|combined Total: Global Commitment & Choices for Care | $ 1,246,252,713 | $ 1,291,430,933 | $ 1,334,707,715 | $ 338,302,892 | $ 4,210,694,253 |
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Table 10: Summary of Program Expenditures with and without Waiver, Years 6 — 9 (State and Federal)

Waiver Year

Total

Oct '10 - Dec '13

Expenditures without Waiver
(Aggregate Budget Neutrality Limit)
Global Commitment $ 1,421,580,108 | $ 1,248,077,166 | $ 1,337,393,583 | $ 505,202,312 | $ 4,512,253,169
Choices for Care S 547,858,324 | S 349,680,012 | S 388,191,474 | S 107,736,084 | S 1,393,465,894
Total $ 1,969,438432 | $ 1,597,757,178 | $ 1,725,585,057 | $ 612,938,396 |$ 5,905,719,063
Expenditures with Waiver
Global Commitment
Capitation Payments S 1,063,137,188 | $ 1,121,692,114 | $ 1,171,110,351 | $ 298,061,063 |S 3,654,000,716
Premium Offsets S (17,794,216) | § (17,971,216) | S (18,149,977) | S (4,582,629)| S  (58,498,037)
Admin. Expenses Outside Managed Care Model | S 6,071,553 | S 5,751,066 | S 5,964,783 | S 1,546,611 | S 19,334,013
Subtotal Global Commitment $ 1,051,414,525 [ S 1,109,471,964 | S 1,158,925,158 | S 295,025,045 |$ 3,614,836,691
Choices for Care $ 194,838,188 |$ 181,958,969 |$ 175,782,557 | $ 43,277,848 |$ 595,857,561
Total $ 1,246,252,713 | $ 1,291,430,933 | $ 1,334,707,715 | $ 338,302,892 |$ 4,210,694,253
Annual Surplus (Deficit)
Global Commitment $ 370,165,583 [ S 138,605,202 [ S 178,468,425 |S 210,177,267 |S 897,416,477
Choices for Care S 353,020,136 | S 167,721,043 | $ 212,408,918 | S 64,458,237 | S 797,608,333
Total $ 723,185,719 |$ 306,326,245 | $ 390,877,342 | $ 274,635,504 |$ 1,695,024,810
Cumulative Surplus (Deficit)
Global Commitment $ 370,165,583 [ S 508,770,785 | S 687,239,210 | S 897,416,477 |S 897,416,477
Choices for Care S 353,020,136 | S 520,741,179 | S 733,150,096 | S 797,608,333 | S 797,608,333
Total $ 723,185,719 (S 1,029,511,964 (S 1,420,389,306 [ S 1,695,024,810 |$ 1,695,024,810
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Table 11: Projected Expenditures without Waiver, Years 9 — 13 (State and Federal)

9

(Jan - Dec '14)

Global Commitment
Continuation of VHAP MEGs

10
(Jan - Dec '15)

Waiver Year
11
(Jan - Dec '16)

12
(Jan - Dec '17)

13
(Jan - Dec '18)

Five-Year Total

ANFC $ 351,024,060 | $ 385,267,268 | S 422,850,979 | $ 464,101,067 | $ 509,375,197 | $ 2,132,618,571
ABD S 154,916,731 | $ 164,978,112 | $ 175,692,949 | $ 187,103,683 | $ 199,255,511 | $ 881,946,985
Spend Down S 3,103,077 | $ 3,307,721 | $ 3,525,862 | S 3,758,388 | S 4,006,250 | S 17,701,298
Optional Expansion: Parent/Caretakers [1931(b) < 150% of FPL] S 93,101,093 | $ 105,830,509 | $ 120,300,377 | $ 136,748,665 | $ 155,445875 | S 611,426,518
Optional Expansion: Parent/Caretakers [1931(b) 150 - 185% of FPL] S 22,392,561 | $ 25,454,225 | $ 28,934,500 | S 32,890,622 | S 37,387,652 | $ 147,059,562
Optional Expansion: Children [1902(r)(2)] S 3,811,120 | $ 4,188,984 | S 4,604,312 | $ 5,060,818 | $ 5,562,586 | $ 23,227,820
Community Rehbabilitation and Treatment (CRT) S 49,316,738 | $ 52,519,714 | $ 55,930,713 | $ 59,563,246 | $ 63,431,702 | $ 280,762,113
Community Rehbabilitation and Treatment (CRT) Duals ) 232,610 | $ 247,717 | $ 263,806 | S 280,939 | S 299,185 | $ 1,324,256
Subtotal S 677,897,990 | S 741,794,249 | S 812,103,497 | S 889,507,429 | S 974,763,958 | S 4,096,067,123
Additional Program Expenses Not Included Under VHAP S 690,647,503 | $ 744,242,707 | S 801,996,974 | $ 864,233,052 | S 931,298,736 | S 4,032,418,972
Program Administration S 108,398,321 | $§ 113,601,441 | S 119,054,310 | S 124,768,917 | $ 130,757,825 | $ 596,580,814
Waiver Surplus (Deficit) Carry-Forward S 897,416,477 S 897,416,477
Total Global Commitment $ 2,374,360,292 | $ 1,599,638,397 |$ 1,733,154,781 | $ 1,878,509,399 | $ 2,036,820,519 | $ 9,622,483,387
Choices for Care
Nursing Facility $ 329,369,271 | $ 365,643,841 | S 405,913,455 | $ 450,618,101 | $ 500,246,222 | $ 2,051,790,890
Home and Community-Based Services $ 102,538,972 | $ 113,831,942 | S 126,368,645 | $ 140,286,059 | $ 155,736,245 | $ 638,761,864
Enhanced Residential Care s 10,901,439 | S 12,102,053 | S 13,434,893 | S 14,914,524 | S 16,557,112 | S 67,910,022
Subtotal S 442,809,682 | S 491,577,836 | S 545,716,994 | S 605,818,684 | S 672,539,580 | S 2,758,462,776
Waiver Surplus (Deficit) Carry-Forward $ 797,608,333 S 797,608,333
Total Choices for Care $ 1,240,418,015 | $ 491,577,836 |$ 545,716,994 |$ 605,818,684 S 672,539,580 | $ 3,556,071,109

ICombined Total: Global Commitment & Choices for Care

s 3614778307 | $ 2,091,216,233 | $ 2,278,871,775 | $ 2,484,328,082 | $

2,709,360,099 | $ 13,178,554,496 |

IChiIdren's Health Insurance Program

Is 10362010 |

11,160,921 | $

12,021,428 | $

12,948,280 | $

13,946,593 | $

60,439,232 |

Projected expenditures for CFC already

approved through Sept '15
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Table 12a: Projected Expenditures with Waiver, Years 9 — 13 (State and Federal) Without Reform

9 10 11 12 13
(Jan - Dec '14) (Jan - Dec '15) (Jan - Dec '16) (Jan - Dec'17) (Jan - Dec'18)

Global Commitment
Capitation Payments
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL

205,805,528
103,459,113
252,386,215

99,325,538
265,705,829

10,008,138

2,349,260

S 221,166,199
$ 106,107,996
S 267,312,165
S 112,053,203
S 280,994,496

S 11,057,097
S 2,352,293

Waiver Year

237,673,342
108,824,699
283,120,825
126,411,803
297,162,869

12,215,999
2,355,331

255,412,526
111,610,959
299,864,399
142,610,327
314,261,568

13,496,365
2,358,372

274,475,706
114,468,555
317,598,176
153,668,560
332,344,123

14,910,928

2,361,416

Five-Year Total

1,194,533,301
544,471,322
1,420,281,780
634,069,431
1,490,468,885

| 61,688,527
11,776,672

Premium Assistance Subsidies $ 9,616,669 | $ 10,247,721 |$ 11,105,152 | $ 12,034,324 |$ 13,041,240 | $ 56,045,105
New Adult $ 213522717 | $ 232,101,847 | $ 252,297,592 | $ 274,250,618 | $ 298,113,831 | $ 1,270,286,604
Subtotal Capitation Payments $ 1,162,179,006 | S 1,243,393,017 | § 1,331,167,612 | $ 1,425,899,457 | S 1,520,982,535 | $ 6,683,621,627
Administrative Expenses Outside of Managed Care Model S 6,243,917 | S 6,475,950 | $ 6,716,605 | S 6,966,203 | $ 7,225,077 | $ 33,627,751
Total Global Commitment $ 1,168,422,924 | $ 1,249,868,967 | $ 1,337,884,216 | $ 1,432,865,660 | $ 1,528,207,612 | $ 6,717,249,379
Choices for Care
Highest Level of Care $ 146,227,956 | $ 152,672,874 | $ 159,401,848 | $ 166,427,398 | $ 173,762,596 |$ 798,492,672
High Level of Care $ 21,379,758 | $ 24,339,997 | $ 27,710,109 | $ 31,546,848 | $  35914,820 |$ 140,891,532
Moderate Level of Care $ 3,289,740 | $ 3,659,917 | $ 4,071,748 | $ 4,529,920 | $ 5039647 |$ 20,590,972
Program of Allnclusive Carefor the Elderly (PACE) | #1212 2 el s i R
Community Rehabilitation and Treatment (CRT) $ 4,148,454 | $ 4,267,764 | $ 4,390,506 | $ 4,516,778 | $ 4,646,682 |$ 21,970,185
Total Choices for Care $ 175045908 | $ 184,940,552 | $ 195574212 | $ 207,020,944 | $ 219,363,745 | $ 981,945,360
|combined Total: Global Commitment & Choices for Care | $ 1,343,468,831 | $ 1,434,809,519 | $ 1,533,458,428 | $ 1,639,886,604 | $ 1,747,571,357 | $ 7,699,194,739 |
[children's Health Insurance Program s 10051150 |$ 10,826,003 | $ 11,660,785 | $ 12,559,832 | $ 13,528,195 | $ 58,626,055 |
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Table 12b: Projected Expenditures with Waiver, Years 9 — 13 (State and Federal) With Reform

9 10 11 12 13
(Jan - Dec '14) (Jan - Dec '15) (Jan - Dec '16) (Jan - Dec'17) (Jan - Dec'18)

Global Commitment
Capitation Payments
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL

205,805,528
103,459,113
252,386,215

99,325,538
265,705,829

10,008,138

2,349,260

S 221,166,199
$ 106,107,996
S 267,312,165
S 112,053,203
S 280,994,496

S 11,057,097
S 2,352,293

Waiver Year

237,673,342
108,824,699
283,120,825
126,411,803
297,162,869

12,215,999
2,355,331

314,227,237
120,044,430
315,975,233
207,430,734
367,187,678

13,361,402
2,411,174

337,680,161
123,117,951
334,661,794
224,506,814
388,315,591

14,761,818

2,414,287

Five-Year Total

1,316,552,467
561,554,190
1,453,456,232
769,728,092
1,599,366,463

61,404,454
11,882,346

Premium Assistance Subsidies $ 9,616,669 | $ 10,247,721 |$ 11,105,152 | $ 12,034,324 |$ 13,041,240 | $ 56,045,105
New Adult $ 213522717 | $ 232,101,847 | $ 252,297,592 | $ 419,061,914 | $ 450,901,449 | $ 1,567,885,519
Subtotal Capitation Payments $ 1,162,179,006 | S 1,243,393,017 | $ 1,331,167,612 | $ 1,771,734,126 | S 1,889,401,106 | $ 7,397,874,867
Administrative Expenses Outside of Managed Care Model S 6,243,917 | S 6,475,950 | $ 6,716,605 | S 6,966,203 | $ 7,225,077 | $ 33,627,751
Total Global Commitment $ 1,168,422,924 | $ 1,249,868,967 | $ 1,337,884,216 | $ 1,778,700,329 | $ 1,896,626,182 | $ 7,431,502,618
Choices for Care
Highest Level of Care $ 146,227,956 | $ 152,672,874 | $ 159,401,848 | $ 172,217,958 | $ 179,808,371 |$ 810,329,007
High Level of Care $ 21,379,758 | $ 24,339,997 | $ 27,710,109 | $  32,435807 |$ 36,926,864 |$ 142,792,535
Moderate Level of Care $ 3,289,740 | $ 3,659,917 | $ 4,071,748 | $ 4,662,233 | $ 5,186,849 |$ 20,870,486
Program of Allnclusive Carefor the Elderly (PACE) | 11212 2 el s i R T
Community Rehabilitation and Treatment (CRT) S 4,148,454 | $ 4,267,764 | $ 4,390,506 | $ 4,681,675 | $ 4,816,321 | $ 22,304,720
Total Choices for Care $ 175045908 | $ 184,940,552 | $ 195574212 | $ 213,997,672 | $ 226,738,405 | $ 996,296,748
|combined Total: Global Commitment & Choices for Care | $ 1,343,468,831 | $ 1,434,809,519 | $ 1,533,458,428 | $ 1,992,698,001 | $ 2,123,364,588 | $ 8,427,799,366 |
[children's Health Insurance Program s 10051150 |$ 10,826,003 | $ 11,660,785 | $ 14,823,319 | $ 15,966,197 | $ 63,327,544 |
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Table 13: Summary of Program Expenditures with and without Waiver, Years 9 — 13 (State and Federal)

Expenditures without Waiver
(Aggregate Budget Neutrality Limit)
Global Commitment
Choices for Care
Total

Without Reform
Expenditures with Waiver
Global Commitment
Choices for Care
Total

Annual Surplus (Deficit)
Waiver Surplus Carry-Forward: Years 1 -9 (Dec '13)
Cumulative Surplus (Deficit)
With Reform
Expenditures with Waiver
Global Commitment

Choices for Care
Total

Annual Surplus (Deficit)

Waiver Surplus Carry-Forward: Years 1 -9 (Dec '13)

Cumulative Surplus (Deficit)

9

(Jan - Dec'14)

10

(Jan - Dec'15)

Waiver Year
11

(Jan - Dec '16)

12

(Jan - Dec'17)

13

(Jan - Dec '18)

Five-Year Total

$ 1,476,943,814 | $ 1,599,638,397 | $ 1,733,154,781 | $ 1,878,509,399 | $ 2,036,820,519 | $ 8,725,066,910
S 442,809,682 |S 491,577,836 S 545,716,994 | S 605,818684 |S 672,539,580 | S 2,758,462,776
$ 1,919,753,497 | $ 2,091,216,233 | $ 2,278,871,775 | $ 2,484,328,082 | $ 2,709,360,099 | $11,483,529,685
$ 1,168,422,924 | $ 1,249,868,967 | $ 1,337,884,216 | $ 1,432,865,660 | $ 1,528,207,612 | $ 6,717,249,379
S 175,045908 | S 184,940,552 |$ 195,574,212 | $ 207,020,944 | S 219,363,745 ]S 981,945,360
$ 1,343,468,831 | $ 1,434,809,519 | $ 1,533,458,428 | $ 1,639,886,604 | $ 1,747,571,357 | $ 7,699,194,739
$ 576,284,666 | S 656,406,714 | $ 745,413,347 | $ 844,441,478 | S 961,788,742 | $ 3,784,334,947
$ 1,695,024,810 $ 1,695,024,810
$ 2,271,309,476 | $ 2,927,716,190 | $ 3,673,129,537 | $ 4,517,571,015 | $ 5,479,359,757 | $ 5,479,359,757
$ 1,168,422,924 | $ 1,249,868,967 | $ 1,337,884,216 | $ 1,778,700,329 | $ 1,896,626,182 | $ 7,431,502,618
$ 175,045,908 | S 184,940,552 | $ 195,574,212 | $ 213,997,672 | S 226,738,405 | $ 996,296,748
$ 1,343,468,831 | $ 1,434,809,519 | $ 1,533,458,428 | $ 1,992,698,001 | $ 2,123,364,588 | $ 8,427,799,366
$ 576,284,666 | S 656,406,714 | $ 745,413,347 | $ 491,630,081 | $ 585,995,511 | $ 3,055,730,319
$ 1,695,024,810 $ 1,695,024,810
$ 2,271,309,476 | $ 2,927,716,190 | $ 3,673,129,537 | $ 4,164,759,618 | $ 4,750,755,129 | $ 4,750,755,129
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IX. Public Notice Process

Outlined below is a summary of 42 CFR 431.408 public process requirements and how the state has
complied with federal regulations. Also included are comments received, the state’s response and
changes to the waiver that were made as a result of the public process.

Public Comment Period: The CFR requires a 30 day comment period. The State’s public comment period
on the Global Commitment to Health 1115 Waiver Renewal request was from February 14 through
March 22, 2013.

Public notice of the application: On February 13, the draft Global Commitment to Health Waiver Renewal
Request, the public notice, and executive summary of the draft, were posted online. Materials were
available on the following websites: DVHA, the Agency of Human Services, the Agency of Administration
Health Care Reform home pages. All Global Commitment to Health Waiver documents, including
renewal information are available year-round at http://dvha.vermont.gov/administration/2013-global-
commitment.

On February 14, a public notice was published in the Burlington Free Press noticing the availability of the
draft renewal request, two public hearing dates, the online website, and the deadline for submission of
written comments with contact information. Additionally, all district offices of the Department for
Children and Families’ Economic Services Division, the division responsible for health care eligibility had
notice posted and proposal copies available, if requested. The Burlington Free Press is the state’s
newspaper with the largest statewide distribution and paid subscriptions. Between February 16-20,"
additional public notices were published in Vermont’s other newspapers of record, including the Valley
News, The Caledonian Record, St. Albans Messenger, Addison Independent, The Bennington Banner,
Newport Daily Express, The Islander, Herald of Randolph, and the News and Citizen. This distribution list
represents all geographic regions of the state.

On March 1, a public notice and link to the renewal documents was included on the banner page for
Vermont’s Medicaid provider network.

Comprehensive description of the proposed waiver extension: The State posted a comprehensive
description of the proposed waiver request on February 13, 2013 on the above-cited websites. The
document included: program description, goals and objectives; a description of the beneficiary groups
that will be impacted by the demonstration; the proposed health delivery system and benefit and cost-
sharing requirements impacted by the demonstration; estimated increases or decreases in enrollment
and in expenditures; the hypothesis and evaluation parameters of the proposal; and the specific waiver
and expenditure authorities it is seeking. In addition to the draft posted for public comment, an
Executive Summary and the PowerPoint presentation used during each public hearing was also posted
to the same state websites noted above.

Public Hearings: The State convened to two public hearing on the Global Commitment to Health 1115
Waiver renewal request.

On February 19 from 3:30 p.m.-5:30 p.m., a public hearing was held using videoconferencing at
Vermont Interactive Television (VIT) sites in Bennington, Brattleboro, Johnson, Lyndonville,
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Middlebury, Newport, Randolph Center, Rutland, Springfield, St. Albans, White River Junction,
Montpelier, and originating in Williston.

On March 11 from 11:00 a.m.-1:00 p.m., a public hearing was held during the Medicaid and
Exchange Advisory Board meeting in Winooski, with teleconferencing available for individuals who
could not attend in person.

On March 14, an informational presentation (with a question/answer period), of the Global
Commitment to Health Waiver Renewal request was given at the Department of Disabilities, Aging,
and Independent Living (DAIL) Advisory Board meeting in Berlin, Vermont.

Use of an electronic mailing list to notify the public: On February 13, the Draft Global Commitment to
Health Waiver Renewal Request was distributed simultaneously to the Medicaid and Exchange Advisory
Board, the committees of jurisdiction in the Vermont legislature, the DAIL Advisory Board, Department
of Children and Families (DCF) District Offices, Dual Eligible Demonstration Stakeholders, DMH, VDH and
other external stakeholders as well as internal management teams from across AHS.

Tribal Government Notification: The State of Vermont has no federally recognized Indian tribes or
groups.

Public Comments and Associated Responses

Public Hearing Comments:

Q. Several Stakeholders asked if the Dual Eligible Demonstration would be included in this waiver
request.

A. No. The state continues to negotiate and work with CMS regarding the duals demonstration;
the state currently manages the Medicaid portion of care related to dual Medicaid and
Medicare beneficiaries as part of both the GC and the Choices for Care waiver. Should the state
finalize a demonstration project with CMS we would seek maximum alignment of policy and
rules, and look to CMS to provide guidance regarding any needed changes. Any demonstration
agreement and formal MOU would be outside of this current waiver request.

Q. Will the Governor’s proposed 3% cost of living increase for provider rates be included in
assumptions? What accounts for the jump in projected Medicaid spending in 2016 and 20177

A. The projections in the draft posted for comment do not carry forward the proposed increase
in reimbursement rates. However before a final request is submitted to CMS all financial
projections will be adjusted to reflect the annual inflationary rate increase as well as any other
financial driver that was not known at the time the draft was written.

The projected increases in 2016 and 2017 represent provider rate increases to 105% of
Medicare for acute care services managed by DVHA and the enrollment projections that were
outlined in the UMASS Single Payer Finance Report.

Q. Is Choices for Care currently operated as a Managed Care Organization? If Choices for Care becomes

part of Global Commitment to Health Waiver, will it become part of the MCO and if so can a PMPM type
of provider reimbursement methodology be used for Choices for Care providers?
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A. Choice for Care is not currently operating using a formal MCO model. The state may request
modifications to traditional Medicaid payment models under any 1115 demonstration. If the
waivers are consolidated the Choice for Care delivery system would have the same flexibility to
explore various provider payment models as used in Global Commitment Demonstration. This
could include a sub-capitated PMPM model for provider payments.

Q. The Global Commitment Waiver Renewal Summary mentioned that MAGI might be applied for other
Medicaid groups, but aren’t we using MAGI for everyone anyways?

A. Vermont’s pharmacy only benefit programs currently use the same eligibility rules as VHAP.
With the state’s elimination of the VHAP program we would like to align all demonstration
populations (with the exception of long term care) under the same eligibility structure. In doing so
the state is requesting the flexibility to extend MAGI to SSl-related Medicaid determinations as well.
Final implementation of such an option would be based on legislative direction following a full
review of impact.

Q. Please explain the request for enhancement to the home and community based services benefit
currently provided to CRT consumers in DMH.

A. Prior to the 2005 Global Commitment waiver, the state had an 1115 demonstration waiver
that allowed the DMH to operate using a Medicaid Managed Care framework for the CRT
program. This included establishing a PMPM payment methodology that took into account the
provision of ALL services regardless of whether they provided in home, community, residential
and/or inpatient settings. This methodology also allowed the DMH to establish and pay for a full
continuum of services including those not traditionally found in a Medicaid State plan. While it
was acknowledged that all former 1915 (c) and 1115 delivery system enhancements were
“rolled into” the 2005 Global Commitment waiver, the state would like to clearly establish this
allowance and extend it to any Medicaid beneficiary needing intensive mental health
interventions regardless of the setting.

Written Comments and Questions: All written comments and questions are attached. Summarized below
are the state’s responses including modifications, if any, that the state made to the final proposal as a
result of the input. Several stakeholders made comments related to the Dual Eligible Demonstration,
however, because the Duals is a separate CMS negotiation and ultimately a separate agreement, those
comments will not be addressed in this summary or renewal request

1. The Support and Services At Home (SASH) project is a formal partner with DAIL, DVHA and
the Blueprint Community Health Teams to provide proactive supports to seniors that will
allow them to stay in their home and community settings as long as medically possible.
Project staff asked that specific edits be made to the renewal narrative to describe the
program.

A. The state has accepted a few edits that were submitted, however the state has many

partners in success and to list all such projects in this narrative would be unrealistic. The
state is proud of the many innovative community efforts in place across Vermont.
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2.

The Vermont Association of Hospital and Health Systems (VAHHS) noted that this waiver
extension request fails to clarify how the state plans to “begin the groundwork for a fully-
integrated single payer system” and concurrently participate in the recently awarded State
Innovation Model (SIM) grant, which builds upon the recent CMS approved Medicare
Shared Savings Program Accountable Care Organization (ACO). They asked for clarity in
how these efforts align to create a more efficient, aligned delivery infrastructure to care for
the Medicaid, Medicare and commercial populations. Many specific questions were asked
about related health care reform and programmatic efforts.

A The state appreciates the complexity of the health care reform tasks ahead. However,
we do not see these projects as mutually exclusive. The Global Commitment waiver
renewal gives us the flexibility to continue many of the current reforms while the
State Innovative Model grant provides us the opportunity to do the planning and
dialogue necessary to answer many of the programmatic and performance
measurement questions outlined in this comment letter. It will allow us to implement
a pilot that will inform the state’s future efforts.

This waiver is not intended to answer questions about Vermont’s transition to a
single payer health system other than acknowledging the financial impact of that
transition for Medicaid enrollment and expenditures. This is intended to allow the
state to continue the reforms already in place and build on them as we move
forward. Alignment with the final single payer plan, as approved by the Vermont
Legislature, will likely require an amendment to the waiver in future years. Such an
amendment would be sought at the direction of and as defined by the legislature at
that time.

The VAHHS also noted frustration with what they characterized as DVHA's incomplete
attention to due process and notice of changes specifically related to state plan and other
policy changes and provider audit and appeals process. VAHHS suggests that DVHA’s
request to simplify the state plan amendment and reporting process should be conditioned
on the requirement that a coverage or payment policy is not effective unless it has had at
least a 30-day public notice and comment period. Additionally VAHHS recommends that
DVHA'’s request to streamline the regulatory structures should be conditioned on the
implementation of a provider appeals process that is similar to Medicare and other states’
Medicaid appeals processes including the opportunity for an independent administrative
hearing.

A. The state agrees that a clear and consistent public engagement, notice and provider
audit and appeals process is desirable for policies and changes. The implementation
of a state provider review process is outside the purview of the Global Commitment
waiver; however DVHA is actively working with providers to adopt state specific
processes that meet these needs.
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4. The Vermont Legal Aid (VLA) raised concerns that the state should not restrict benefits for
existing beneficiaries and in particular mandatory eligible and children’s EPSDT benefits.

A. Benefit restrictions on the mandatory populations would need to be approved by
the legislature. We are not requesting a waiver from EPSDT regulations; the waivers
that we are requesting are included in the draft.

5. The VLA and its Senior Law Project have separately asked that the waiver include specific
references to state statutes related to Choices for Care reinvestments and home and
community services.

A. This is redundant with state authority and legislative process. Where no federal
requirements exist the waiver states that these programs are governed by state
policy and rule. We feel this is sufficient and allows policy decisions to remain the
purview of the state’s executive and legislative branches.

6. The VLA and its Senior Law Project separately requested retention of the Choices for Care
STC which states that “funding equivalent to 100 slots be added each year to expand the
home and community based services”.

A. We agree that the goal of the Demonstration is to serve more people, not fewer.
We do include language that notes that this is accomplished through the flexible,
cost effective investment in long-term service and support innovations such as
expanding community-based housing options and health promotion. The reference
to ‘slots’ is antiquated and unnecessarily restrictive.

7. The VLA Senior Law Project has requested that waiver terms define a methodology for
calculating savings and require reinvestment in home and community based services (and
not nursing facility or institutions).

A. This is a state decision and policy, and should remain the purview of the Legislature.

8. The Vermont Legal Aid Senior Law Project requests that the Moderate Needs Groups under
Choices for Care be administered by DVHA and be unrestricted in enrollment and funding.
The VLA asks that funds be distributed to consumers rather than as limited allocations to
local providers.

A. While admirable, this is an unrealistic request. The state does not have the funding
or staffing to expand these waiver services to beneficiaries.

9. The VLA Senior Law Project requests more detail related to administrative streamlining and
how that will change the long term services and DAIL’s oversight.

A. The intention of the state is to streamline how the state reports to CMS and the
CMS approval processes for services. Specifically, to use the more simplified
quarterly reporting formats developed under Global Commitment, to adopt one
regulatory structure, 42 CFR 438 for all populations and programs, and streamline
the state plan process. Additionally, many of the innovations the state has adopted
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while in state statute, rules or guidelines, are not found in the state plan (home and
community based services) nor do they employ traditional provider payments. As
the state moves further into health care reform, service delivery approaches will
become more flexible and unique to Vermont. Thus the state is requesting an
alternative to the state plan amendment process. As noted earlier, the state would
like the flexibility to adopt a legislatively approved public engagement process that
does not rely on CMS action for payment reforms, the use of non-traditional health
care strategies and population based health improvements.

The state has no intention of changing the DAIL oversight model or to restrict the
programs and benefits currently operated under the Choices for Care waiver

10. The VLA requests that the state guarantee that beneficiaries and applicants continue to

11.

12.

13.

have access to advocates by including this advocacy system in the renewal request.
Independent advocacy is an integral part of any effective health care delivery system.

A. The state agrees that beneficiaries and applicants continue to have access to
independent advocates and does not plan to eliminate this aspect of our model.

The VLA requests that ESI Premium Assistance be added to the narrative as a ‘state only
program’.

A. The reference is indicating that the Vermont Health Connect allows qualified
employees or their dependents to enroll in or change from one QHP to another as a
result of various triggering events. One of those events is the qualified employee or
dependent becoming eligible for premium assistance with a small employer plan
under the Health Insurance Premium Payment (HIPP) program or other such
Medicaid or CHIP option.

The VLA notes that Section 34(b)(8) of Act 171 requires the waiver request to “ensure
affordable coverage for individuals who are eligible for Medicare but who are responsible
for paying the full cost of Medicare coverage due to inadequate work history or for another
reason.” The draft waiver proposal does not mention this population, or explain how the
state intends to comply with the statutory mandate. We urge you to remedy this omission.

A. We will add this request to the premium assistance section in the waiver narrative.

The VLA requests that any use of MAGI rules for SSI related Medicaid be prohibited if it is
adverse to any individual consumer.

A. The state is requesting the flexibility to extend MAGI to other eligibility groups
(except long term care); this could include SSl-related Medicaid determinations. Any
final implementation of such an option would be based on Legislative direction
following a full review of impact.

14. The VLA is requesting that beneficiaries whose spend down period ends before March 1,

2014 have their Medicaid coverage continued until the extended safe harbor review date.
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A. Our transition plan calls for structuring spend downs in the latter part of 2013 such
that there will be no medically needy in MAGI-based coverage on January 1, 2014.
The plan is currently before CMS’s Eligibility Division for their review and approval.
There are no changes currently planned for implementation in SSl-related medically
needy coverage.

15. The VLA has asked that more specificity be added related to waiver authorities.

A. These authorities and their associated descriptions are written by CMS. After full
discussion of the request and the intended goals, CMS reviews and identifies what
waivers are necessary for the state to carry out its program. CMS has ultimate
authority in what is granted and for what purpose. The waivers listed in this
proposal have been in existence since 2005 and 2007 (for Catamount/ESI programs)
the state is asking for continuation of all and will CMS determine which ones no
longer apply. A brief overview of how they have been used and responses to certain
VLA concerns is provided below.

vi.

Hearings and Appeals — This waiver allows the state to use the exhaustion of
administrative appeals process if it desires; the state rules currently do not
require exhaustion of administrative appeal as allowed by the MCO rules.
The state has had this option since 2005. Whether or not to implement this
option is a state decision and the state should retain the flexibility.

Reasonable Promptness — This waiver has been in place since 2005 and
allows the state to implement Choices for Care waiting list, if needed, due to
budget constraints.

Amount, Scope and Duration — This waiver has been in effect since 2005 and
allows the state to: offer limited benefits such as VHAP to expansion
populations; offer 1915 (c) like services in DAIL and DMH; create pilots to
test new and innovative service approaches; and provide expanded services
to consumers. This waiver as written by CMS does not allow the state to
create restrictions that would be out of compliance with federal EPSDT or
federally mandated benefits. The state should retain the flexibility to
provide all home and community based services that it has had since 2005
under GC and for several decades prior to 2005 in the 1915 (c) waivers.

Financial Responsibility/Deeming — The state is not seeking authority to
change, restrict or expand current eligibility requirements.

Spend Down - The state is not seeking authority to change or expand long
term care eligibility requirements. We will look to CMS for guidance on any
changes necessary to implement the requested expansion of the hospice
benefit.

Freedom of Choice — This waiver has been in place since 2005 and for
decades prior related to all former 1915 (c) service recipients. Using
specialty providers in a variety of circumstances (transportation brokers)
and as required in Vermont statute (Designated Agencies, Home Health
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Agencies, Area Agencies on Aging, etc.) it is a key aspect of Vermont
programs and we wish to retain all current and long standing flexibilities.

vii. Premium Requirements — This is a continuation of current authorities, CMS
will determine if it is needed to address premium cost sharing as proposed
in this renewal request.

viii.  Retroactive Eligibility — This is a continuation of current authorities, the
state plans no change to the current system.

ix. Cost Sharing — This is a continuation of current authorities, CMS will
determine if it is needed.

X. Direct Provider Reimbursement - This is a continuation of current
authorities, CMS will determine if it is needed.

16. The VLA Senior Law Project expressed concern that consolidation of the two waivers would
cause erosion of the long term care program and have requested STC's that require all
programs to remain the same, and current beneficiaries to be grandfathered in to any new
system. Additionally, they request that beneficiary protections and beneficiary notice
requirements also be listed in the STC's.

A. The state does not intend to change current programs, benefits or eligibility
requirements; any such changes in underlying structure would require state
legislative changes and as such would be fully vetted with the public.

The beneficiary protections currently outlined in the Choices for Care waiver are
addressed in the Medicaid regulations related to MCO operations. One overarching
goal of the federal Medicaid Managed Care regulation is to ensure that beneficiaries
have robust protections from HMO’s and commercial insurers who may be inclined
to restrict services in order to increase profits. All of these protections and notice
requirements are in federal regulation and will extend to Choices for Care
population if the waivers are consolidated, and should provide the same or greater
due process, notice, grievance, appeal, member education and outreach than are
currently outlined for Choices For Care.

17. VLA Senior Law Project requests the elimination of the authority to have a waiting list for
High Needs groups.

A. The state, as you noted, has been successful in reducing and eliminating the waiting
list whenever possible. However, it is fiscally prudent to have this mechanism
available should economic conditions warrant budget rescissions or reductions.

18. VLA Senior Law Project comments that long term care application processing is insufficient
and should be simplified; they also request that presumptive eligibility be expanded in this
waiver request.

A. The state can implement presumptive eligibility without waiver authority and has

been doing so based on availability of legislative appropriations. Expansion is a
legislative budget item and not a federal waiver provision.
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19. VLA Senior Law Project notes that ACA creates a “MAGI cliff” and requests that the state
address this in its waiver request.

A. We will explore this issue further and work with CMS to determine if any proposed
remedy is within the purview of the Global Commitment waiver.

20. VLA Senior law Projects requests no changes be made to medically needy spend down and
deeming rules.

A. The state is not requesting changes to these rules.
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Table 1: Projected Expenditures Without Waiver, Years 1 - 5 (State and Federal)

1
(Oct 05 Sept 06)

Global Commitment
Continuation of VHAP MEGs
ANFC
ABD
Spend Down
Optional Expansion: Parent/Caretakers [1931(b) < 150% of FPL]

Optional Expansion: Children [1902(r)(2)]

Community Rehbabilitation and Treatment (CRT)
Community Rehbabilitation and Treatment (CRT) Duals
VHAP Surplus Carry-Forward

Subtotal

Additional Program Expenses Not Included Under VHAP

Program Administration

Optional Expansion: Parent/Caretakers [1931(b) 150 - 185% of FPL

2
(Oct 06 Sept 07)

Waiver Year

3
(Oct 07 Sept 08)

4
(Oct 08 Sept 09)

5
(Oct 09 Sept 10)

Five-Year Total

S 73,627,826

S 77,161,961

S 80,865,735

S 84,747,291

S 88,815,161

$ 162,865,374 | $ 180,391,545 | $ 199,803,732 | $ 221,304,891 | $ 245,119,820 | $ 1,009,485,362
$ 92,181,185 | $ 98,000,805 | $ 104,187,831 | $ 110,765,458 | $ 117,758,348 | $ 522,893,626
$ 1,832,177 |$ 1,947,847 |$ 2,070,819 | $ 2,201,555 | $ 2,340,544 | $ 10,392,943
$ 32,343,864 | $ 37,315,155 | $ 43,050,539 | $ 49,667,459 | $ 57,301,407 | $ 219,678,423
$ 7,779,307 | ¢ 8,974,996 | $ 10,354,463 | $ 11,945957 | $ 13,782,065 $ 52,836,787
$ 1,747,191 | ¢ 1,938,773 |$ 2,151,361 | $ 2,387,261 | $  2,649,027|$ 10,873,612
$ 29345283 | $ 31,197,922 | $ 33,167,521 | $ 35,261,467 | $ 37,487,608 | $ 166,459,800
$ 138,411 | $ 147,150 | $ 156,440 | $ 166,316 | $ 176,816 | $ 785,132
$ 66,605,297 | $ - s - s - s - s 66,605,297
$ 394,838,090 | S 359,914,191 | $ 394,942,706 | S 433,700,363 | $ 476,615,633 | $ 2,060,010,982
$ 372,800,747 | $ 406,518,502 | $ 443,439,549 | $ 483,873,610 | $ 528,160,809 | $ 2,234,793,218

S 405,217,974

Total Choices for Care

$ 189,716,057

$ 207,393,377

$ 230,234,323

$ 255,590,821

S 283,739,918

Total Global Commitment S 841,266,663 | S 843,594,654 | $ 919,247,991 | $ 1,002,321,263 | $ 1,093,591,603 | $ 4,700,022,174
Choices for Care
Nursing Facility S 138,958,676 | S 154,262,673 | S 171,252,152 | S 190,112,741 | S 211,050,511} S 865,636,753
Home and Community-Based Services S 43,260,502 | S 48,024,929 | S 53,314,080 | S 59,185,743 | S 65,704,073 | S 269,489,327
Enhanced Residential Care S 4,599,244 | S 5,105,774 | $ 5,668,091 | $ 6,292,337 | $ 6,985,334 | S 28,650,781
Subtotal S 186,818422 | S 207,393,377 | S 230,234,323 | S 255590,821 | $ 283,739,918 | S 1,163,776,861
MMA Adjustment S 2,897,635 S 2,897,635

$ 1,166,674,496

fcombined Total: Global Commitment & Choices for Care

I $1,030,982,720 | $ 1,050,988,031 | $ 1,149,482,314 | $ 1,257,912,084 | $ 1,377,331,521 | $ 5,866,696,670 |




State of Vermont
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Table 2: Actual Caseloads with Waiver, Years 1 - 5 (State and Federal)

1
(Oct '05 Sept

2

(Oct '06-Sept'07)

Waiver Year

3

(Oct '07 Sept

4

(Oct '08 Sept

5

(Oct '09 Sept

Global Commitment
ABD - Non-Medicare - Adult 180,954 182,711 143,469 153,096 161,974
ABD - Non-Medicare - Child 34,211 41,425 42,058 43,588 44,059
ABD - Dual 167,349 159,373 171,634 178,974 185,693
ANFC - Non-Medicare - Adult 125,441 111,976 112,489 120,450 126,544
ANFC - Non-Medicare - Child 612,860 609,295 611,127 634,843 655,412
Global Expansion (VHAP) 266,886 271,659 307,567 353,286 411,864
Global Rx 145,269 137,079 120,823 119,626 143,768
Optional Expansion (Underinsured) 14,875 13,886 14,005 14,253 14,348
VHAP ESI - - 5,365 10,659 11,270
ESIA - - 1,476 4,406 5,571
CHAP - - 21,278 62,457 82,765
ESIA Expansion - 200-300% of FPL - - - - 2,172
CHAP Expansion - 200-300% of FPL - - - - 23,541
Total Global Commitment 1,547,845 1,527,404 1,551,291 1,695,638 1,868,981
Choices for Care
Highest Level of Care 39,970 43,156 41,348 39,932 39,489
High Level of Care 4,716 2,198 6,022 5,575 4,939
Moderate Level of Care 4,782 6,870 11,910 13,724 12,777
Program of All-Inclusive Care for the Elderly (PACE) - 45 356 575 885
Community Rehabilitation and Treatment (CRT) 1,198 1,387 1,776 1,764 1,744
Total Choices for Care 50,666 53,656 61,412 61,570 59,834
ICombined Total: Global Commitment & Choices for Care I 1,598,511 1,581,060 1,612,703 1,757,208 1,928,815 I
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Table 3: Actual Expenditures per Member per Month, Years 1 - 5 (State and Federal)

(Oct '05 Sept

nr\

2

(Oct '06-Sept'07)

Waiver Year

(Oct '07 Sept

1no\

(Oct '08 Sept

1nn\

(Oct '09 Sept

1an\

Global Commitment
ABD - Non-Medicare - Adult S 1,125.37 | $ 1,187.30 | $ 1,324.11 | $ 1,099.65 | $ 1,106.66
ABD - Non-Medicare - Child S 1,780.10 | $§ 2,095.44 | $§ 2,343.40 | $ 2,155.76 | $§ 2,152.63
ABD - Dual S 1,056.96 | $ 851.74 | $ 908.38 | $ 1,270.88 | $§ 1,180.64
ANFC - Non-Medicare - Adult S 49460 | S 501.49 | $ 566.02 | $ 502.58 | $ 573.63
ANFC - Non-Medicare - Child S 301.09 | $ 319.18 | $ 35439 | $ 34931 | $ 364.72
Global Expansion (VHAP) S 34340 | $ 43159 | S 488.96 | § 405.25 | $ 413.76
Global Rx S 63.15| S 3.74 | S 394 1|S 1597 | $ 9.97
Optional Expansion (Underinsured) S 151.69 | S 190.84 | S 211.38 | $ 177.70 | S 173.46
VHAP ESI S - S - S 23415 | $ 192.90 | $ 224.80
ESIA S - S - S 178.38 | S 141.86 | S 177.43
CHAP S - S - S 407.94 | S 37399 | $ 427.96
ESIA Expansion - 200-300% of FPL S - S - S - S - S 176.87
CHAP Expansion - 200-300% of FPL $ - s - |8 - s - S 432.52
Total Global Commitment S 511.08 | $ 530.65 | $ 572.88 | $ 557.74 | $ 550.46
Choices for Care
Highest Level of Care S 3,776.18 | $§ 3,835.56 | $ 4,037.35 (S 4,169.69 | S 4,217.90
High Level of Care S 2,878.02 | $ 2,761.04 | $ 2,945.11 | $ 3,154.04 | $ 3,286.57
Moderate Level of Care S 258.08 | S 232.07 | S 255.15 | S 294.11 | S 290.29
Program of All-Inclusive Care for the Elderly (PACE) S - S 3,729.42 | S 3,81894 | S 5,183.39 | S 4,140.11
Community Rehabilitation and Treatment (CRT) $ 3,531.46 | $ 3,802.08 | $ 3,016.22 | $ 2,53761 (S 2,811.24
Total Choices for Care S 3,354.74 | $ 3,329.21 | $ 3,165.95 | $ 3,176.56 | $ 3,262.26
fCombined Total: Global Commitment & Choices for Care | $ 598.53 | $ 624.88 | $ 671.16 | $ 646.59 | $ 629.47 |




State of Vermont
Global Commitment to Health

Table 4: Actual Expenditures, Years 1 - 5 (State and Federal)

(Oct '05 Sept

nr\

p

(Oct '06-Sept'07)

Waiver Year

(Oct '07 Sept

1no\

(Oct '08 Sept

1nn\

5
(Oct '09-Sept '10)

Five Year Total

Global Commitment
Capitation Payments
ABD - Non-Medicare - Adult S 203,640,203 | S 216,932,770 | S 189,968,738 | S 168,352,016 | $ 179,249,891 | S 958,143,618
ABD - Non-Medicare - Child S 60,899,001 S 86,803,602 | S 98,558,717 | S 93,965,267 | $ 94,842,614 | S 435,069,201
ABD - Dual S 176,881,327 | S 135,744,359 | $ 155,908,893 | $ 227,454,477 | $ 219,236,518 | S 915,225,575
ANFC - Non-Medicare - Adult S 62,043,119 S 56,154,844 | S 63,671,024 | S 60,535,761 | $ 72,589,220 | S 314,993,967
ANFC - Non-Medicare - Child S 184,526,017 | S 194,474,778 | S 216,577,298 | $ 221,757,008 | S 239,043,470 § $ 1,056,378,571
Global Expansion (VHAP) S 91,648,652 | S 117,245,308 | $ 150,387,960 | $ 143,169,152 | $ 170,413,126 | S 672,864,198
Global Rx S 9,173,970 | $ 512,594 | S 475,763 | $ 1,911,020 | $ 1,433,935 | S 13,507,282
Optional Expansion (Underinsured) S 2,256,389 | S 2,650,004 | S 2,960,377 | S 2,532,758 | S 2,488,843 | S 12,888,371
VHAP ESI S - S - S 1,256,215 | $ 2,056,121 | S 2,533,498 || S 5,845,833
ESIA S - S - S 263,289 | S 625,035 | S 988,443 | S 1,876,767
CHAP S - S - S 8,680,147 | S 23,358,293 | $ 35,420,469 | S 67,458,909
ESIA Expansion - 200-300% of FPL S - S - S - S - S 384,158 | S 384,158
CHAP Expansion - 200-300% of FPL $ - IS - |$ - |$ - |$_ 10,181,948 S 10,181,948
Subtotal Capitation Payments S 791,068,678 | S 810,518,260 | S 888,708,420 | S 945,716,909 | S 1,028,806,133 | S 4,464,818,400
Premium Offsets $  (8,908,833)| $ (7,633,900)[ $ (7,210,870)| $ (10,603,732)| $  (15,815,296)1 $ (50,172,631)
Administrative Expenses Outside of Managed Care Model} $ 4,620,302 | $ 6,464,439 | S 6,457,896 | S 5,495,618 | $ 5,949,605 S 28,987,860
Total Global Commitment S 786,780,147 | S 809,348,799 | S 887,955,446 | $ 940,608,795 | $ 1,018,940,442 | $4,443,633,629
Choices for Care
Highest Level of Care S 150,933,576 | S 165,527,483 | S 166,936,530 | $ 166,504,079 | $ 166,560,641 | S 816,462,309
High Level of Care S 13,573,034 | S 6,068,773 | S 17,735,428 | S 17,583,792 | S 16,232,367 | S 71,193,394
Moderate Level of Care S 1,234,143 | S 1,594,289 | $ 3,038,873 | $ 4,036,304 | $ 3,709,079 | S 13,612,688
Program of All-Inclusive Care for the Elderly (PACE) S - S 167,824 | $ 1,359,544 | $ 2,980,450 | S 3,663,997 | S 8,171,815
Community Rehabilitation and Treatment (CRT) S 4,230,692 | $ 5,273,482 | $ 5,356,808 | $ 4,476,350 | $ 4,902,804 § S 24,240,136
Quality Awards S 125,000 § S 125,000
Total Choices for Care $ 169,971,445 | S 178,631,852 | S 194,427,182 | $ 195,580,976 | $ 195,193,889 | $ 933,805,343

fCombined Total: Global Commitment & Choices for Care | $ 956,751,592 | $

987,980,650 | $1,082,382,629 | $1,136,189,770 | $ 1,214,134,331 | $5,377,438,972 |




State of Vermont
Global Commitment to Health

Table 5: Summary of Program Expenditures With and Without Waiver, Years 1 - 5 (State and Federal)

Expenditures without Waiver
(Aggregate Budget Neutrality Limit)
Global Commitment
Choices for Care
Total

Expenditures with Waiver
Global Commitment
Capitation Payments
Premium Offsets

Admin. Expenses Outside Managed Care Modd S

Subtotal Global Commitment
Choices for Care
Total

Annual Surplus (Deficit)
Global Commitment
Choices for Care
Total

Cumulative Surplus (Deficit)
Global Commitment
Choices for Care
Total

1
(Oct '05 Sept

S 841,266,663
S 189,716,057

2
(Oct '06-Sept'07)

S 843,594,654
S 207,393,377

Waiver Year
3
(Oct '07 Sept

S 919,247,991
S 230,234,323

4
(Oct '08 Sept

$1,002,321,263
S 255,590,821

5
(Oct '09 Sept

$1,093,591,603
S 283,739,918

Five Year Total

$4,700,022,174
$1,166,674,496

$1,030,982,720 | $1,050,988,031 | $1,149,482,314 | $1,257,912,084 | $1,377,331,521 | $ 5,866,696,670
S 791,068,678 | S 810,518,260 | S 888,708,420 | S 945,716,909 | S 1,028,806,133 | 54,464,818,400
S (8908833)| S (7,633,900)| S (7,210,870)| § (10,603,732)| S (15,815,296)} S (50,172,631)

4,620,302 | § 6,464,439 | S 6,457,896 | S 5,495,618 | § 5,949,605 S 28,987,860
S 786,780,147 | S 809,348,799 | S 887,955,446 | S 940,608,795 | $1,018,940,442 || S 4,443,633,629
S 169,971,445 | S 178,631,852 | S 194,427,182 [ S 195,580,976 [ $ 195,193,889 | S 933,805,343
$ 956,751,592 | $ 987,980,650 | $1,082,382,629 | $1,136,189,770 | $1,214,134,331 | $ 5,377,438,972
S 54,486,516 | S 34,245,856 | S 31,292,544 S 61,712,468 [ S 74,651,161 | S 256,388,545
S 19,744,612 | S 28,761,526 | $ 35,807,141 S 60,009,846 [ S 88,546,029 | $ 232,869,153

$ 74,231,128

S 54,486,516
S 19,744,612

$ 63,007,381

S 88,732,372
S 48,506,138

$ 67,099,685

wn

120,024,916
84,313,279

wn

$ 121,722,314

S 181,737,384
S 144,323,124

$ 163,197,190

S 256,388,545
S 232,869,153

$ 489,257,698

S 256,388,545
232,869,153

wn

$ 74,231,128

$ 137,238,510

$ 204,338,195

$ 326,060,508

$ 489,257,698

$ 489,257,698




State of Vermont
Global Commitment to Health

Table 6: Projected Expenditures Without Waiver, Years 6 Through 9 (State and Federal)

Global Commitment
Continuation of VHAP MEGs

Waiver Year

(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13)

9

(Oct '13-Dec '13)

Total
Oct '10 - Dec '13

ANFC S 263,358,696 | S 286,864,302 | S 312,467,859 | S 119,576,169 8 S 982,267,026
ABD S 126,696,206 | S 134,694,842 | S 143,198,450 | $ 53,760,496 | S 458,349,995
Spend Down S 2,534,821 | S 2,694,851 | S 2,864,983 | S 1,075,591 | $ 9,170,246
Optional Expansion: Parent/Caretakers [1931(b) < 150% of FPL] S 61,507,444 (S 69,848,352 | S 79,320,354 | S 31,268,586 | S 241,944,737
Optional Expansion: Parent/Caretakers [1931(b) 150 - 185% of FPL}§ $ 14,793,696 | S 16,799,841 | § 19,078,035 | $ 7,520,682 S 58,192,253
Optional Expansion: Children [1902(r)(2)] S 2,848,800 | S 3,105,970 | S 3,386,356 | S 1,296,821 $ 10,637,947
Community Rehbabilitation and Treatment (CRT) S 40,332,917 | S 42,879,231 | S 45,586,300 | S 17,114,306 § S 145,912,753
Community Rehbabilitation and Treatment (CRT) Duals $ 190,236 | $ 202,246 | $ 215,015 | 80,722 | $ 688,219
Subtotal S 512,262,817 |S 557,089,634 | S 606,117,352 | S 231,693,373 $1,907,163,176
Additional Program Expenses Not Included Under VHAP S 559,850,458 | $ 593,441,485 |S 629,047,974 | S 235,588,296 | $ 2,017,928,213
Program Administration S 93,078,288 | S 97,546,046 | S 102,228,256 | S 37,920,643 | S 330,773,234
Waiver Surplus (Deficit) Carry-Forward S 256,388,545 S 256,388,545
Total Global Commitment $ 1,421,580,108 | $ 1,248,077,166 | $ 1,337,393,583 | $ 505,202,312 | $ 4,512,253,169
Choices for Care
Nursing Facility S 234,294,230 | $ 260,097,859 | S 288,743,331 | $ 80,135,907 | S 863,271,327
Home and Community-Based Services S 72,940,288 | $ 80,973,453 | $ 89,891,338 | $ 24,947,845 S 268,752,925
Enhanced Residential Care S 7,754,653 | $ 8,608,700 | $ 9,556,805 | $ 2,652,332 | $ 28,572,490
Subtotal S 314,989,171 | S 349,680,012 | S 388,191,474 | S 107,736,084 § S 1,160,596,741
Waiver Surplus (Deficit) Carry-Forward S 232,869,153 S 232,869,153
Total Choices for Care S 547,858,324 | $ 349,680,012 | $ 388,191,474 | $ 107,736,084 | $ 1,393,465,894

ICombined Total: Global Commitment & Choices for Care

I $1,969,438,432 | $ 1,597,757,178 | $ 1,725,585,057 | $

612,938,396 | $ 5,905,719,063 |




State of Vermont
Global Commitment to Health

Table 7: Actual and Projected Caseloads with Waiver, Years 6 Through 9 (State and Federal)

Waiver Year

Annual Growth

6 el Oct'10 Dec'13
(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13) | (Oct '13-Dec '13)
Global Commitment
ABD - Non-Medicare - Adult 166,049 168,369 170,700 43,013 1.59%
ABD - Non-Medicare - Child 44,349 44,615 44,742 11,215 0.51%
ABD - Dual 193,983 201,872 208,337 53,181 4.18%
ANFC - Non-Medicare - Adult 131,746 136,059 140,534 35,837 3.82%
ANFC - Non-Medicare - Child 661,211 664,307 666,982 167,197 0.51%
Global Expansion (VHAP) 444,056 444,653 449,336 112,882 0.74%
Global Rx 151,971 151,266 151,209 37,715 -0.33%
Optional Expansion (Underinsured) 13,360 12,604 12,301 2,995 -4.73%
VHAP ESI 10,554 9,877 9,604 2,361 -4.81%
ESIA 5,952 5,606 6,011 1,512 0.71%
CHAP 86,965 92,730 98,904 25,590 7.51%
ESIA Expansion - 200-300% of FPL 3,171 2,899 3,393 855 3.42%
CHAP Expansion - 200-300% of FPL 34,078 38,474 42,847 11,325 13.48%
Total Global Commitment 1,947,445 1,973,331 2,004,899 505,678 1.70%
Choices for Care
Highest Level of Care 38,276 36,395 35,619 8,833 -3.50%
High Level of Care 5,362 6,681 6,047 1,519 5.70%
Moderate Level of Care 10,494 11,806 11,111 2,756 2.22%
Program of All-Inclusive Care for the Elderly (PACE) 1,164 1,373 1,658 431 19.05%
Community Rehabilitation and Treatment (CRT) 1,552 1,637 1,548 384 -0.48%
Total Choices for Care 56,3848 57,892 55,983 13,922 -0.91%
fCombined Total: Global Commitment & Choices for Care | 2,004,293 2,031,223 2,060,882 519,600 |  1.63%




State of Vermont
Global Commitment to Health

Table 8: Actual and Projected Expenditures per Member per Month with Waiver, Years 6 Through 9 (State and Federal)

Waiver Year

Annual Growth

6 7 8 est'd 9 est'd , ,
Oct '10 Dec '13
(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13) | (Oct '13-Dec '13)

Global Commitment
ABD - Non-Medicare - Adult S 1,063.14 | S 1,128.89 | S 1,165.39 | S 1,174.81 4.54%
ABD - Non-Medicare - Child S 2,218.64 | $ 2,273.13 | $ 2,288.02 | $ 2,291.76 1.45%
ABD - Dual S 1,151.67 | S 1,127.52 | S 1,160.78 | S 1,169.34 0.68%
ANFC - Non-Medicare - Adult S 580.55 | $§ 615.66 | $ 636.72 | $ 642.16 4.58%
ANFC - Non-Medicare - Child S 35734 | S 381.72 | $ 389.73 | $ 391.78 4.17%
Global Expansion (VHAP) S 406.08 | $ 42564 | S 441.13 | S 445.14 4.17%
Global Rx S 51.33 (S 62.46 | S 64.25 | $ 64.71 10.84%
Optional Expansion (Underinsured) S 176.14 | S 196.15 | S 196.04 | S 196.01 4.87%
VHAP ESI S 181.73 | S 162.66 | S 164.73 | S 165.26 -4.14%
ESIA S 144.81 | S 144.17 | S 14450 | S 144.58 -0.07%
CHAP S 462.38 | $ 42592 |$ 441.73 | $ 445.83 -1.61%
ESIA Expansion - 200-300% of FPL S 94.27 | S 7792 | S 7796 | S 77.97 -8.09%
CHAP Expansion - 200-300% of FPL $ 536.32 | $ 508.93 | $ 508.88 | $ 508.87 -2.31%

Total Global Commitment S 54591 | $ 568.43 | $ 584.12 | $ 589.43 3.47%

Choices for Care
Highest Level of Care S 4,302.65 | $ 4,065.21 | $ 4,030.96 | $ 3,997.01 -3.22%
High Level of Care S 3,287.50 | $ 3,07437 | $ 3,048.26 | $ 3,022.37 -3.67%
Moderate Level of Care S 302.84 | S 291.90 | $ 291.17 | $ 290.44 -1.84%
Program of All-Inclusive Care for the Elderly (PACE) S 3,998.67 | S 4,169.58 | S 3,877.80 | S 3,606.44 -4.48%
Community Rehabilitation and Treatment (CRT) $ 2,941.38 | § 2,623.62 | $ 2,652.93 | § 2,682.57 -4.01%

Total Choices for Care S 3,427.35 | $ 3,143.08 | $ 3,139.95 | $ 3,108.56 -4.25%

fCombined Total: Global Commitment & Choices for Care | $ 621.79 | $ 635.79 | $ 647.64 | $ 651.08] 2.07% |
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Table 9: Actual and Projected Expenditures with Waiver, Years 6 Through 9 (State and Federal)

Waiver Year

(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13)

Global Commitment
Capitation Payments

9 estd
(Oct '13-Dec '13)

Total
Oct '10 - Dec '13

ABD - Non-Medicare - Adult S 176,533,399 | $ 190,519,365 | S 198,932,837 | S 50,532,576 | S 616,518,178
ABD - Non-Medicare - Child S 98,394,413 | S 101,488,090 | $ 102,370,372 | S 25,701,760 | S 327,954,634
ABD - Dual S 223,405,119 |$ 227,781,883 | $ 241,833,573 | S 62,186,840 | S 755,207,415
ANFC - Non-Medicare - Adult S 76,485,557 | S 83,964,229 | § 89,480,354 | S 23,013,400 | S 272,943,540
ANFC - Non-Medicare - Child S 236,275,561 | S 254,203,807 | $ 259,943,958 | S 65,503,705 | S 815,927,031
Global Expansion (VHAP) S 180,323,161 | S 189,841,022 | $ 198,215,113 | S 50,248,461 | S 618,627,756
Global Rx S 7,800,694 | $ 9,482,604 | S 9,714,687 | $ 2,440,456 | S 29,438,441
Optional Expansion (Underinsured) S 2,353,179 | S 2,473,802 | $ 2,411,403 | S 586,997 | S 7,825,380
VHAP ESI S 1,917,977 | § 1,607,347 | S 1,582,128 | $ 390,214 S 5,497,666
ESIA S 861,905 | S 817,498 | S 868,591 | S 218,606 | S 2,766,600
CHAP S 40,210,581 | S 39,644,962 | $§ 43,688,746 | S 11,408,575 | S 134,952,863
ESIA Expansion - 200-300% of FPL S 298,915 | $ 227,184 | S 264,521 | S 66,665 S 857,285
CHAP Expansion - 200-300% of FPL S 18,276,728 | $ 19,640,320 | § 21,804,072 | $ 5,762,807 | $ 65,483,927
Subtotal Capitation Payments S 1,063,137,188 | § 1,121,692,114 | § 1,171,110,351 | S 298,061,063 || S 3,654,000,716
Premium Offsets $  (17,794,216)| $  (17,971,216)| $  (18,149,977)| $ (4,582,629l ¢  (58,498,037)
Administrative Expenses Outside of Managed Care Model | $ 6,071,553 | S 5,751,066 | $ 5,964,783 | $ 1,546,611 S 19,334,013
Total Global Commitment $ 1,051,414,525 | $ 1,109,471,964 | $ 1,158,925,158 | $ 295,025,045 | $ 3,614,836,691
Choices for Care
Highest Level of Care S 164,688,089 | $ 147,953,219 | $ 143,580,541 | S 35,303,944 | S 491,525,794
High Level of Care S 17,627,596 | $ 20,539,841 | $ 18,433,724 | $ 4,590,167 | S 61,191,328
Moderate Level of Care S 3,178,030 | $ 3,446,205 | S 3,235,158 | $ 800,524 | S 10,659,917
Program of All-Inclusive Care for the Elderly (PACE) S 4,654,451 | $ 5,724,838 | $ 6,427,456 | S 1,553,541 S 18,360,286
Community Rehabilitation and Treatment (CRT) S 4,565,023 | $ 4,294,866 | S 4,105,677 | $ 1,029,671 | $ 13,995,237
Quality Awards S 125,000 S 125,000

Total Choices for Care

$ 194,838,188

$ 181,958,969

$ 175,782,557

S 43,277,848

$ 595,857,561

fCombined Total: Global Commitment & Choices for Care | $ 1,246,252,713 | $ 1,291,430,933 | $ 1,334,707,715 | $

338,302,892 | $ 4,210,694,253 |
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Table 10: Summary of Program Expenditures With and Without Waiver, Years 6 - 9 (State and Federal)

Expenditures without Waiver
(Aggregate Budget Neutrality Limit)
Global Commitment
Choices for Care
Total

Expenditures with Waiver

Global Commitment
Capitation Payments
Premium Offsets
Admin. Expenses Outside Managed Care Mod
Subtotal Global Commitment

Choices for Care

Total

Annual Surplus (Deficit)
Global Commitment
Choices for Care
Total

Cumulative Surplus (Deficit)
Global Commitment
Choices for Care
Total

S 1,421,580,108
S 547,858,324

Waiver Year

S 1,248,077,166
S 349,680,012

(Oct '10-Sept '11) | (Oct '11-Sept'12) | (Oct '12-Sept '13)

S 1,337,393,583
S 388,191,474

9 est'd
(Oct '13-Dec '13)

S 505,202,312
S 107,736,084

Total
Oct '10 Dec'13

S 4,512,253,169
$ 1,393,465,894

$ 1,969,438,432

$ 1,063,137,188
S (17,794,216)
$ 6,071,553

$ 1,597,757,178

$ 1,121,692,114
S (17,971,216)
S 5,751,066

$ 1,725,585,057

$ 1,171,110,351
S (18,149,977)
S 5964,783

$ 612,938,396

298,061,063
(4,582,629)
1,546,611

$ 5,905,719,063

$ 3,654,000,716
ls (58498037
$ 19,334,013

$ 1,051,414,525
S 194,838,188

S 1,109,471,964
S 181,958,969

$ 1,158,925,158
$ 175,782,557

295,025,045
43,277,848

S 3,614,836,691
$ 595,857,561

$ 1,246,252,713

S 370,165,583
353,020,136

wn

$ 1,291,430,933

S 138,605,202
S 167,721,043

$ 1,334,707,715

S 178,468,425
212,408,918

wn

v | nnnhn

338,302,892

S 210,177,267
64,458,237

wn

$ 4,210,694,253

S 897,416,477
S 797,608,333

$ 723,185,719

$ 370,165,583
353,020,136

$ 306,326,245

$ 508,770,785
$ 520,741,179

$ 390,877,342

$ 687,239,210
$ 733,150,096

$ 274,635,504

S 897,416,477
S 797,608,333

$ 1,695,024,810

S 897,416,477
$ 797,608,333

wn [N

723,185,719

$ 1,029,511,964

$ 1,420,389,306

$ 1,695,024,810

$ 1,695,024,810
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Table 11: Projected Expenditures Without Waiver, Years 9 Through 13 (State and Federal)

IGlobal Commitment

Continuation of VHAP MEGs
ANFC
ABD
Spend Down
Optional Expansion: Parent/Caretakers [1931(b) < 150% of FPL]
Optional Expansion: Parent/Caretakers [1931(b) 150 - 185% of FPU
Optional Expansion: Children [1902(r)(2)]
Community Rehbabilitation and Treatment (CRT)
Community Rehbabilitation and Treatment (CRT) Duals
Subtotal

9
(Jan Dec '14)

10
(Jan Dec '15)

Waiver Year

11
(Jan Dec '16)

12
(Jan Dec '17)

13
(Jan Dec '18)

Five Year Total

$ 351,024,060 | $ 385,267,268 | $ 422,850,979 | $ 464,101,067 | $ 509,375,197 | $ 2,132,618,571
$ 154,916,731 | $ 164,978,112 | $ 175,692,949 | $ 187,103,683 | $ 199,255,511 $ 881,946,985
$ 3,103,077 |$ 3,307,721 |$ 3525862 |$ 3,758,388 | $ 4,006,250 | $ 17,701,298
$ 93,101,093 | $ 105,830,509 | $ 120,300,377 | $ 136,748,665 | $ 155,445,875 | $ 611,426,518
$ 22392561 |$ 25454225 $ 28934500 | $ 32,800,622 | ¢ 37,387,652 $ 147,059,562
$ 3,811,120 $  4,188984|$ 4604312 |$ 5060818 |$ 5,562,586 | $ 23,227,820
$ 49,316,738 | $ 52,519,714 | $ 55,930,713 | $ 59,563,246 | $ 63,431,702 | $ 280,762,113
$ 232,610 | $ 247,717 | $ 263,806 | $ 280,939 | $ 299,185 || $ 1,324,256
S 677,897,990 | $ 741,794,249 | $ 812,103,497 | $ 889,507,429 | § 974,763,958 | $ 4,096,067,123

Additional Program Expenses Not Included Under VHAP S 690,647,503 | S 744,242,707 | $ 801,996,974 | S 864,233,052 | $ 931,298,736 | S  4,032,418,972
IProgram Administration S 108,398,321 | $ 113,601,441 |$ 119,054,310 | $ 124,768,917 | $ 130,757,825 $ 596,580,814
Waiver Surplus (Deficit) Carry-Forward S 897,416,477 S 897,416,477
Total Global Commitment $ 2,374,360,292 | $ 1,599,638,397 | $ 1,733,154,781 | $ 1,878,509,399 | $ 2,036,820,519 | $  9,622,483,387
IChoices for Care
Nursing Facility S 329,369,271 | S 365,643,841 | $ 405,913,455 | S 450,618,101 | S 500,246,222 § S 2,051,790,890
Home and Community-Based Services S 102,538,972 | S 113,831,942 | $§ 126,368,645 | S 140,286,059 | S 155,736,245 S 638,761,864
Enhanced Residential Care S 10,901,439 | $ 12,102,053 | S 13,434,893 | $ 14,914,524 | § 16,557,112 § S 67,910,022
Subtotal S 442,809,682 | S 491,577,836 | S 545,716,994 | S 605,818,684 | S 672,539,580 S 2,758,462,776
Waiver Surplus (Deficit) Carry-Forward S 797,608,333 S 797,608,333
Total Choices for Care $1,240,418,015 | $ 491,577,836 | $ 545,716,994 | $ 605,818,684 | $ 672,539,580 $ 3,556,071,109

ICombined Total: Global Commitment & Choices for Care

I $ 3,614,778,307 | $ 2,091,216,233 | $ 2,278,871,775 | $ 2,484,328,082 | $ 2,709,360,099 | $

13,178,554,496 |

IChiIdren's Health Insurance Program

B

10,362,010 | $

11,160,921 | $

12,021,428 | $

12,948,280 | $

13,946,593 [ $

60,439,232 |

Projected expenditures for CFC
already approved through Sept '15



State of Vermont
Global Commitment to Health

Table 12a: Projected Expenditures with Waiver, Years 9 Through 13 (State and Federal) Without Reform

IGlobal Commitment
Capitation Payments
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL
Premium Assistance Subsidies
New Adult
Subtotal Capitation Payments
Administrative Expenses Outside of Managed Care Model
Total Global Commitment

9
(Jan - Dec 14)

$ 205,805,528
$ 103,459,113
$ 252,386,215
$ 99,325,538
$ 265,705,829

S 10,008,138
S 2,349,260

S 9,616,669
S 213,522,717

10
(Jan - Dec 15)

$ 221,166,199
$ 106,107,996
$ 267,312,165
$ 112,053,203
S 280,994,496

S 11,057,097
S 2,352,293

S 10,247,721
S 232,101,847

Waiver Year
11
(Jan - Dec 16)

S 237,673,342
$ 108,824,699
$ 283,120,825
$ 126,411,803
$ 297,162,869

S 12,215,999
S 2,355,331

S 11,105,152
S 252,297,592

12
(Jan - Dec 17)

$ 255,412,526
$ 111,610,959
$ 299,864,399
$ 142,610,327
$ 314,261,568

S 13,496,365
S 2,358,372

S 12,034,324
S 274,250,618

13
(Jan - Dec 18)

S 274,475,706
$ 114,468,555
$ 317,598,176
$ 153,668,560
S 332,344,123

S 14,910,928
S 2,361,416

S 13,041,240
$ 298,113,831

Five-Year Total

$ 1,194,533,301
S 544,471,322
$ 1,420,281,780
$ 634,069,431
$ 1,490,468,885

S 61,688,527
S 11,776,672

S 56,045,105
$ 1,270,286,604

S 1,162,179,006
S 6,243,917
$ 1,168,422,924

S 1,243,393,017
S 6,475,950
$ 1,249,868,967

S 1,331,167,612
S 6,716,605
$ 1,337,884,216

S 1,425,899,457
S 6,966,203
$ 1,432,865,660

$ 1,520,982,535
$ 7,225,077
$ 1,528,207,612

$6,683,621,627
S 33,627,751
$ 6,717,249,379

IChoices for Care

Highest Level of Care

High Level of Care

Moderate Level of Care

Program of All-Inclusive Care for the Elderly (PACE)
Community Rehabilitation and Treatment (CRT)

Total Choices for Care

S 146,227,956
S 21,379,758
S 3,289,740

$ 4,148,454

$ 152,672,874
S 24,339,997
S 3,659,917

S 4,267,764

$ 159,401,848
S 27,710,109
S 4,071,748

S 4,390,506

$ 166,427,398
S 31,546,848
S 4,529,920

S 4,516,778

S 173,762,596
S 35,914,820
S 5,039,647

S 4,646,682

S 798,492,672
$ 140,891,532
S 20,590,972

S 21,970,185

$ 175,045,908

$ 184,940,552

$ 195,574,212

$ 207,020,944

$ 219,363,745

$ 981,945,360

[combined Total: Global Commitment & Choices for Care | $ 1,343,468,831 | $ 1,434,809,519 | $ 1,533,458,428 | $ 1,639,886,604 | $ 1,747,571,357 | $ 7,699,194,739 |

IChiIdren's Health Insurance Program

B

10,051,150 | $

10,826,093 | $

11,660,785 | $

12,559,832 | $

13,528,195 | $

58,626,055 |




State of Vermont
Global Commitment to Health

Table 12b: Projected Expenditures with Waiver, Years 9 Through 13 (State and Federal) With Reform

9
(Jan - Dec 14)

IGlobal Commitment
Capitation Payments
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL
Premium Assistance Subsidies
New Adult
Subtotal Capitation Payments
Administrative Expenses Outside of Managed Care Model
Total Global Commitment

$ 205,805,528
$ 103,459,113
$ 252,386,215
$ 99,325,538
$ 265,705,829

S 10,008,138
S 2,349,260

S 9,616,669
S 213,522,717

10
(Jan - Dec 15)

$ 221,166,199
$ 106,107,996
$ 267,312,165
$ 112,053,203
S 280,994,496

S 11,057,097
S 2,352,293

S 10,247,721
S 232,101,847

Waiver Year
11
(Jan - Dec 16)

S 237,673,342
$ 108,824,699
$ 283,120,825
$ 126,411,803
$ 297,162,869

S 12,215,999
S 2,355,331

S 11,105,152
S 252,297,592

12
(Jan - Dec 17)

S 314,227,237
$ 120,044,430
$ 315,975,233
$ 207,430,734
$ 367,187,678

S 13,361,402
S 2,411,174

S 12,034,324
S 419,061,914

13
(Jan - Dec 18)

$ 337,680,161
$ 123,117,951
S 334,661,794
S 224,506,814
$ 388,315,591

S 14,761,818
S 2,414,287

S 13,041,240
$ 450,901,449

Five-Year Total

$ 1,316,552,467
$ 561,554,190
$ 1,453,456,232
$ 769,728,092
$ 1,599,366,463

S 61,404,454
S 11,882,346

S 56,045,105
$ 1,567,885,519

S 1,162,179,006
S 6,243,917
$ 1,168,422,924

S 1,243,393,017
S 6,475,950
$ 1,249,868,967

S 1,331,167,612
S 6,716,605
$ 1,337,884,216

S 1,771,734,126
S 6,966,203
$ 1,778,700,329

$ 1,889,401,106
$ 7,225,077
$ 1,896,626,182

$7,397,874,867
S 33,627,751
$ 7,431,502,618

IChoices for Care

Highest Level of Care

High Level of Care

Moderate Level of Care

Program of All-Inclusive Care for the Elderly (PACE)
Community Rehabilitation and Treatment (CRT)

Total Choices for Care

S 146,227,956
S 21,379,758
S 3,289,740

$ 4,148,454

$ 152,672,874
S 24,339,997
S 3,659,917

S 4,267,764

$ 159,401,848
S 27,710,109
S 4,071,748

S 4,390,506

$ 172,217,958
S 32,435,807
S 4,662,233

S 4,681,675

$ 179,808,371
S 36,926,864
S 5,186,849

S 4,816,321

$ 810,329,007
$ 142,792,535
S 20,870,486

S 22,304,720

$ 175,045,908

$ 184,940,552

$ 195,574,212

$ 213,997,672

$ 226,738,405

S 996,296,748

[combined Total: Global Commitment & Choices for Care | $ 1,343,468,831 | $ 1,434,809,519 | $ 1,533,458,428 | $ 1,992,698,001 | $ 2,123,364,588 | $ 8,427,799,366 |

IChiIdren's Health Insurance Program

B

10,051,150 | $

10,826,093 | $

11,660,785 | $

14,823,319 | $

15,966,197 | $

63,327,544 |




State of Vermont
Global Commitment to Health

Table 13: Summary of Program Expenditures With and Without Waiver, Years 9 - 13 (State and Federal)

IExpenditures without Waiver
(Aggregate Budget Neutrality Limit)
Global Commitment
Choices for Care
Total

Without Reform
Expenditures with Waiver
Global Commitment
Choices for Care
Total

Annual Surplus (Deficit)
Waiver Surplus Carry-Forward: Years 1-9 (Dec '13
Cumulative Surplus (Deficit)
With Reform
Expenditures with Waiver
Global Commitment

Choices for Care
Total

Annual Surplus (Deficit)
Waiver Surplus Carry-Forward: Years 1-9 (Dec '13

Cumulative Surplus (Deficit)

9
(Jan Dec '14)

$ 1,476,943,814
S 442,809,682

10
(Jan Dec '15)

$ 1,599,638,397
$ 491,577,836

Waiver Year

11
(Jan Dec '16)

$ 1,733,154,781
S 545,716,994

12
(Jan Dec'17)

$ 1,878,509,399
$ 605,818,684

13
(Jan Dec '18)

$ 2,036,820,519
$ 672,539,580

Five Year Total

$ 8,725,066,910
$ 2,758,462,776

$ 1,919,753,497

$ 1,168,422,924
$ 175,045,908

$ 2,091,216,233

$ 1,249,868,967
S 184,940,552

$ 2,278,871,775

$ 1,337,884,216
$ 195,574,212

$ 2,484,328,082

$ 1,432,865,660
$ 207,020,944

$ 2,709,360,099

$ 1,528,207,612
$ 219,363,745

$11,483,529,685

$ 6,717,249,379
S 981,945,360

$ 1,343,468,831
$ 576,284,666
$ 1,695,024,810
$ 2,271,309,476

$ 1,168,422,924
$ 175,045,908

$ 1,434,809,519
$ 656,406,714

$ 2,927,716,190

$ 1,249,868,967
S 184,940,552

$ 1,533,458,428
S 745,413,347

$ 3,673,129,537

$ 1,337,884,216
$ 195,574,212

$ 1,639,886,604
$ 844,441,478

$ 4,517,571,015

$ 1,778,700,329
S 213,997,672

$ 1,747,571,357
$ 961,788,742

$ 5,479,359,757

$ 1,896,626,182
S 226,738,405

$ 7,699,194,739
$ 3,784,334,947
$ 1,695,024,810
$ 5,479,359,757

$ 7,431,502,618
$ 996,296,748

$ 1,343,468,831
S 576,284,666
$ 1,695,024,810

$ 2,271,309,476

$ 1,434,809,519
$ 656,406,714

$ 2,927,716,190

$ 1,533,458,428
S 745,413,347

$ 3,673,129,537

$ 1,992,698,001
$ 491,630,081

$ 4,164,759,618

$ 2,123,364,588
$ 585,995,511

$ 4,750,755,129

$ 8,427,799,366
$ 3,055,730,319
$ 1,695,024,810

$ 4,750,755,129




State of Vermont
Global Commitment to Health

Projected Caseloads with Waiver, Years 9 Through 13 (State and Federal) Without Reform

Global Commitment
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion (VHAP)
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL

9
(Jan Dec '14)

172,738

44,917
214,950
152,394
669,636

10
(Jan Dec '15)

175,486

45,146
223,943
162,010
673,036

Waiver Year

11
(Jan Dec '16)

178,278

45,376
233,314
172,232
676,452

12
(Jan Dec '17)

181,115

45,607
243,076
183,099
679,886

13
(Jan Dec '18)

183,997

45,840
253,247
185,921
683,338

New Adult 428,251 441,380 454,911 468,856 483,230
Total Global Commitment 1,845,462 1,882,526 1,921,067 1,961,148 1,994,111
Choices for Care

Highest Level of Care 36,237 36,420 36,603 36,788 36,973

High Level of Care 7,009 7,689 8,435 9,254 10,152

Moderate Level of Care 11,196 11,892 12,632 13,417 14,251

Program of All-Inclusive Care for the Elderly (PACE) e R R R R R R i e e i e e i R Rl AR R R R

Community Rehabilitation and Treatment (CRT) 1,549 1,603 1,660 1,718 1,779
Total Choices for Care 55,991 57,604 59,330 61,177 63,155

fCombined Total: Global Commitment & Choices for Care | 1,901,453 1,940,131 1,980,396 2,022,325 2,057,266 |




State of Vermont
Global Commitment to Health

Projected Expenditures per Member per Month with Waiver, Years 9 Through 13 (State and Federal) Without Reform

Global Commitment
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion (VHAP)
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL
New Adult

Total Global Commitment

9
(Jan Dec '14)

$ 1,191.43
$ 2,303.36
$ 1,174.16
s
S

10
(Jan Dec '15)

$ 1,260.31
$ 2,350.35
$ 1,193.66
s
s

Waiver Year

11
(Jan Dec '16)

$ 1,333.16
$ 2,398.30
$ 1,213.48
s
s

12
(Jan Dec '17)

$ 1,410.22
$ 2,447.23
$ 1,233.62
$
$

13
(Jan Dec '18)

$ 1,491.74
$ 2,497.16
$ 1,254.11
s
s

Choices for Care

Highest Level of Care S 4,035.27 | S 4,192.02 | S 4,354.86 | S 4,524.02 | S 4,699.75
High Level of Care $ 305050 |$ 316564 |$  3,28514|$ 340014 |$  3,537.83
Moderate Level of Care S 293.83 | S 307.75 | $ 32234 | S 33762 | S 353.63
Program of All-Inclusive Care for the Elderly (PACE) e R R R R R R i e e i e e i R Rl AR R R R
Community Rehabilitation and Treatment (CRT) $ 2,678.38 | S 2,661.67 | S 2,645.07 | $ 2,628.57 | 2,612.17
Total Choices for Care S 3,126.31 | $ 3,210.53 | $ 3,296.39 | $ 3,383.99 | $ 3,473.44
fCombined Total: Global Commitment & Choices for Care | $ 706.55 | $ 739.54 | $ 774.32 | $ 810.89 | $ 849.46 |




State of Vermont
Global Commitment to Health

Projected Caseloads with Waiver, Years 9 Through 13 (State and Federal) With Reform

Global Commitment
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL

9
(Jan Dec '14)

172,738

44,917
214,950
152,394
669,636

10
(Jan Dec '15)

175,486

45,146
223,943
162,010
673,036

Waiver Year

11
(Jan Dec '16)

178,278

45,376
233,314
172,232
676,452

12
(Jan Dec '17)

181,115

45,607
243,076
209,851
679,886

13
(Jan Dec '18)

183,997

45,840
253,247
214,031
683,338

New Adult 428,251 441,380 454,911 555,953 567,180
Total Global Commitment 1,845,462 1,882,526 1,921,067 2,074,997 2,106,171
Choices for Care

Highest Level of Care 36,237 36,420 36,603 36,788 36,973

High Level of Care 7,009 7,689 8,435 9,254 10,152

Moderate Level of Care 11,196 11,892 12,632 13,417 14,251

Program of All-Inclusive Care for the Elderly (PACE) e R R R R R R i e e i e e i R Rl AR R R R

Community Rehabilitation and Treatment (CRT) 1,549 1,603 1,660 1,718 1,779
Total Choices for Care 55,991 57,604 59,330 61,177 63,155

fCombined Total: Global Commitment & Choices for Care | 1,901,453 1,940,131 1,980,396 2,136,174 2,169,325 |




State of Vermont
Global Commitment to Health

Projected Expenditures per Member per Month with Waiver, Years 9 Through 13 (State and Federal) Reform

Global Commitment
ABD - Non-Medicare - Adult
ABD - Non-Medicare - Child
ABD - Dual
ANFC - Non-Medicare - Adult
ANFC - Non-Medicare - Child
Global Expansion
Global Rx
Optional Expansion (Underinsured)
VHAP ESI
ESIA
CHAP
ESIA Expansion - 200-300% of FPL
CHAP Expansion - 200-300% of FPL
New Adult

Total Global Commitment

9
(Jan Dec '14)

$ 1,191.43
$ 2,303.36
$ 1,174.16
s
S

10
(Jan Dec '15)

$ 1,260.31
$ 2,350.35
$ 1,193.66
s
s

Waiver Year

11
(Jan Dec '16)

$ 1,333.16
$ 2,398.30
$ 1,213.48
s
s

12
(Jan Dec '17)

$ 1,752.48
$ 2,658.73
$ 1,313.03
s
s

13
(Jan Dec '18)

$ 1,853.78
S 2,712.98
S 1,334.83
S 1,059.54
s

Choices for Care

Highest Level of Care $  403527|$  419202|$  435486|$  4,68142|$  4,863.27
High Level of Care S 3,050.50 | S 3,165.64 | S 3,285.14 | S 3,505.21 | S 3,637.52
Moderate Level of Care S 293.83 (S 307.75 | $ 32234 1S 347.48 | § 363.96
Program of All-Inclusive Care for the Elderly (PACE) e R R R R R R i e e i e e i R Rl AR R R R
Community Rehabilitation and Treatment (CRT) $ 2,678.38 | S 2,661.67 | S 2,645.07 | $ 2,72453 | § 2,707.54
Total Choices for Care S 3,126.31 | $ 3,210.53 | $ 3,296.39 | $ 3,498.03 | $ 3,590.21
fCombined Total: Global Commitment & Choices for Care | $ 706.55 | $ 739.54 | $ 774.32 | $ 932.84 | $ 978.81 |




Assumptions for Budget Neutrality Projections (CY 2014 - 2018)

Caseload Projections PMPM Projections
Adjustment | Adjustment Adjustment
Trends Adjustments Total WITHOUT WITH Trends Adjustments Total WITH
REFORM REFORM REFORM
Increased
MEG Access to ACA ACA Prov Rate
Aging of Migration: | Migration: Increases Cost Shift
Oct '10 - Eing Svcs. for . gra gra Oct'10- | VTHosp/ / .
Dec '13 Pop. Cognitive CY '14-'18 | Additional | Additional Dec '13** ACA PCP Increased CY '14-'18 Increase
(1) g MM MM Complexity CY '17'18
Impairments . '
2] CY'18 CY'18 of Needs
ABD - Non-Medicare - Adult 1.59% 1.59% 4.54% 1.24% 5.78% $  342.26
ABD - Non-Medicare - Child 0.51% 0.51% 1.45% 0.59% 2.04% $ 21150
ABD - Dual 4.18% 4.18% 0.68% 0.98% 1.66% S 79.41
ANFC - Non-Medicare - Adult 3.82% 3.82% 17,793 28,110 4.58% 1.53% 6.12% $ 219.58
ANFC - Non-Medicare - Child 0.51% 0.51% 4.17% 1.05% 5.22% S 83.30
Global Expansion (VHAP) 0.74% 4.17% 1.30%
Global Rx -0.33% -0.33% 10.84% 0.00% 10.84% S -
Optional Expansion (Underinsured) -4.73% -4.73% 4.87% 0.24% 5.10% S 7.54
New Adult* 0.74% 0.74% 54,979 83,950 4.17% 1.30% 5.47% $ 176.45
Highest Level of Care -3.50% 3.50% 0.50% 0.50% 0.79% 0.10% 3.00% 3.88% $ 15741
High Level of Care 5.70% 3.50% 0.50% 9.70% 0.68% 0.10% 3.00% 3.77% S 96.07
Moderate Level of Care 2.22% 3.50% 0.50% 6.22% 1.64% 0.10% 3.00% 4.74% S 9.86
Program of All-Inclusive Care for the Elderly (PACE) 19.05% -0.54%
Community Rehabilitation and Treatment (CRT) -0.48% 3.50% 0.50% 3.52% -3.72% 0.10% 3.00% -0.62% $ 95.96
*New Adult trends assumed similar to eliminated VHAP MEG 1 - The State of Vermont expects an additional 3.50% annual growth in caseload for **CFC MEG trends include months Oct '05 - Dec '13
the Medicare-eligible popluation due to the increased aging of Vermont's over 65
population.
2 - The State of Vermont is experiencing an increased need to serve individuals with Reduction in GC Adminstrative Costs under Reform: 1.00%

cognitive impairments (e.g., dementia). The State will be continuing to buildi
additional capacity to meet these needs, and therefore is projecting a modest 0.5%
annual growth in caseload for the Choices for Care population.

of total spending



CHOICES FOR CARE 1115 Long-term Care Medicaid Waiver
Summary of Eligibility, Benefits, Cost Sharing and Delivery System: April 2013

Vermont’s Choices for Care Long Term Care Medicaid Demonstration provides long-term care
services to elderly or physically disabled Vermont adults who are found both clinically and
financially eligible. The primary goal of the Choices for Care Demonstration Waiver is to provide
Vermonters with equal access to either nursing facility care or home and community-based
services, consistent with their choice. The Choices for Care Demonstration is managed by the
Vermont Department of Aging and Independent Living (DAIL).

The Choices for Care Demonstration is operated using the following principles and policies:

e Services are based on a person-centered planning process designed to ensure quality
and protect the health and welfare of the individuals receiving services.

e Services are provided in a cost-effective and efficient manner, preventing duplication,
unnecessary costs, and unnecessary administrative tasks.

e DAIL will use resources efficiently and ensure benefits and services are available to the
greatest number of eligible individuals possible.

Eligibility for the Demonstration includes those individuals who meet long term care financial
eligibility as:

e Categorically eligible individuals

e Medically needy individuals

e Medicaid Working Disabled

Eligibility for services includes persons who have a functional physical limitation resulting from
a physical condition (including stroke, dementia, traumatic brain injury, and similar conditions)
or associated with aging. Persons must be a Vermont resident aged 18 or older who meets both
clinical and financial eligibility requirements. Individuals whose need for services is due solely to
mental retardation, autism, or mental illness are not eligible for services.

Clinical Eligibility Criteria fall into three groups, Highest Needs, High Needs and Moderate
Needs. Both clinical and financial eligibility must be met in order for an individual to be served
in the Choices for Care Demonstration.

Highest Needs Group: Financial (Medicaid) eligibility standards for this group are determined
according to the state’s Supplemental Security Income (SSl-related) Medicaid regulations
applicable to long-term care eligibility. Individuals who apply and meet any of the following
clinical eligibility criteria are eligible for and enrolled in the Highest Needs group:

1. Individuals who require extensive or total assistance with at least one of the specified
Activity of Daily Living (ADLs), toilet use, eating, bed mobility, or transfer -- and at /east
limited assistance with any other ADL.
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2.

Individuals who have a moderate to severe impairment with decision-making skills and
one of the following behavioral symptoms or conditions which occurs frequently and is
not easily altered:

a. Wandering Verbally Aggressive Behavior;

b. Resists Care Physically Aggressive Behavior;

c. Behavioral Symptoms.

Individuals who have at least one of the following conditions or treatments that require
skilled nursing assessment, monitoring, and care on a daily basis:

a. Stage 3 or 4 Skin Ulcers Ventilator/ Respirator;

b. IV Medications Naso-gastric Tube Feeding;

c. End Stage Disease Parenteral Feedings;

d. 2nd or 3rd Degree Burns Suctioning.

Individuals who require daily skilled nursing assessment, monitoring and care for an
unstable medical condition related, but not limited to, at least one of the following:
Dehydration or Internal Bleeding;

Aphasia Transfusions;

Vomiting or Wound Care;

Quadriplegia Aspirations;

Chemotherapy Oxygen;

Septicemia Pneumonia;

Cerebral Palsy Dialysis;

Respiratory Therapy Multiple Sclerosis;

Open Lesions Tracheotomy;

Radiation Therapy Gastric Tube Feeding.

L

= R B O R o N o B o &

An individual may also be enrolled in the Highest Needs group when DAIL determines
that the individual has a critical need for long-term care services due to special
circumstances that may adversely affect the individual’s safety. DAIL may, with the
consent of the individual, initiate such an action. An individual may also request such an
action. Special circumstances may include:
a. Loss of primary caregiver (e.g. hospitalization of spouse, death of spouse);
b. Loss of living situation (e g. fire, flood);
¢. The individual’s health and welfare is at imminent risk if services are not
provided or if services are discontinued (e.g. circumstances such as natural
catastrophe, effects of abuse or neglect); or
d. The individual’s health condition would be at imminent risk or worsen if services
are not provided or if services are discontinued (e.g. circumstances such as
natural catastrophe, effects of abuse or neglect).
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High Needs Group: Enrollment in the High Needs group is limited by the availability of funds. If
funds are unavailable, the names of eligible applicants are put on a waiting list. Financial
(Medicaid) eligibility standards for this group are determined according to the state’s
Supplemental Security Income (SSl-related) Medicaid regulations applicable to long-term care
eligibility. Individuals who meet any of the following clinical eligibility criteria are eligible for
and may be enrolled in the High Needs group:

1.

Individuals who require extensive to total assistance on a daily basis with at least one of
the following ADLs: bathing; dressing; eating; toilet use; physical assistance to walk;

Individuals who require skilled teaching on a daily basis to regain control of, or function
with at least one of the following:

a. Gait Training or Speech;

b. Range of Motion, Bowel, or Bladder Training;

Individuals who have impaired judgment or impaired decision-making skills that require
constant or frequent direction to perform at least one of the following:

a. Bathing or Dressing;

b. Eating or Toilet Use;

c. Transferring or Personal Hygiene;

Individuals who exhibit at least one of the following behaviors requiring a controlled
environment to maintain safety for self:

a. Constant or Frequent Wandering;

b. Behavioral Symptoms;

c. Physically Aggressive Behavior;

d. Verbally Aggressive Behavior;

Individuals who have a condition or treatment that requires skilled nursing assessment,
monitoring, and care on a less than daily basis including, but not limited to, the
following conditions AND who require an aggregate of other services (personal care,
nursing care, medical treatments or therapies) on a daily basis:

a. Wound Care Suctioning;

b. Medication Injections for End Stage Disease;

c. Parenteral Feedings for Severe Pain Management;

d. Tube Feedings

Individuals whose health condition will worsen if services are not provided or if services
are discontinued;

Individuals whose health and welfare will be at imminent risk if services are not
provided or if services are discontinued.
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Moderate Needs Group: Enrollment in the Moderate Needs group is limited by the availability
of program funds. Applicants who meet both the clinical criteria and the financial criteria for
the Moderate Needs group may be enrolled in the program. If funds are unavailable, the names
of any eligible applicants are put on a waiting list. Individuals are financially eligible for the
Moderate Needs group if they meet DAIL’s financial criteria below.

1. The income standard for the Moderate Needs group is met if the adjusted monthly
income of the individual (and spouse, if any) is less than 300% of the supplemental
security income (SSI) payment standard for one person (or couple) in the community
after deducting recurring monthly medical expenses (including but not limited to
prescriptions, medications, physician bills, hospital bills, health insurance premiums,
health insurance co-pays, and medical equipment and supplies). Countable Income for
the individual includes all sources of earned and unearned income, including Social
Security, SSI, retirement, pension, interest, VA benefits, wages, salaries, earnings and
rental income.

2. The resource standard for the Moderate Needs group is met if all resources of the
individual are less than or equal to $10,000. If the resources exceed $10,000, the
individual shall not be eligible. If there is a question about whether or not resources or
income are countable under this section, DAIL shall apply the SSl-related community
Medicaid financial eligibility rules. Countable resources includes cash, savings, checking,
certificates of deposit, money markets, stocks, bonds and trusts that an individual (or
couple) owns and could easily convert to cash to be used for his or her support and
maintenance (trust resources are included even if the conversion results in the resource
having a discounted value).

3. Post-eligibility rules related to transfer of assets and patient share do not apply to
individuals enrolled in the Moderate Needs group.

Individuals are found to be eligible and may be enrolled in the Moderate Needs group if they
meet any of the following clinical criteria:

1. Individuals who require supervision or any physical assistance three (3) or more times in
seven (7) days with any single ADL or IADL, or any combination of ADLs and IADLs.

2. Individuals who have impaired judgment or decision making skills that require general
supervision on a daily basis.

3. Individuals who require at least monthly monitoring for a chronic health condition.

4. Individuals whose health condition will worsen if services are not provided or if services
are discontinued.

The covered services and delivery of care for the Choices for Care need-based groups are as
follows:

Choices for Care Covered Services - Highest and High Needs Groups
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Case Management (maximum of 48 hours/year)

Personal Care (maximum of 4.5 hours/week of assistance for the following IADLs: phone
use, money management, household maintenance, housekeeping, laundry, shopping,
transportation, and care of adaptive equipment)

Respite Care (maximum, including companion care, of 720 hours/year)

Companion Care (maximum, including respite care, of 720 hours/year)

Adult Day Services (maximum of 12 hours/day)

Assistive Devices and Home Modifications (maximum of $750/year)

Personal Emergency Response Systems (PERS)

Intermediary Services Organization (I1SO)

Enhanced Residential Care

Nursing Facility

Adult Family Care

Flexible Choices

Other services as defined by the Department

Y V

VVVVVVVVVVY

Choices for Care Covered Services - Moderate Needs Group

Case management (maximum of 12 hours/year)
Adult day services (maximum of 50 hours/week)
Homemaker (maximum of 6 hours/week)

Other services as defined by the Department

YV VY

Cost Sharing
There are currently no costs sharing requirements under the Choices for Care Demonstration.

Delivery System

Services under the Choices for Care Demonstration are provided by an array of home and
community providers statewide. Beneficiaries may choose to receive services from a variety of
provider types (listed below) or may choose to use self-directed care by hiring their own
caregivers using a fee for model and a case manager for support or under Vermont’s Flexible
Choices option (cash and counseling) by developing a budget within a set allowance, with help
from a consultant. Both self-directed care options use an intermediate service organization
under contract with the state of Vermont. Hyperlinks below provide listings of providers based
on geographic regions of Vermont.

¢ Adult Day Centers : Adult Day Centers provide an array of services to help older adults
and adults with disabilities to remain as independent as possible in their own homes.
Adult day services provide programs during the daytime. Programs include activities,
social interaction, nutritious meals, health screening and monitoring, personal care, and
transportation. Respite for family caregivers is also available. Adult Day Centers are
certified by the state according to the Standards for Adult Day Services in Vermont
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(http://www.ddas.vermont.gov/ddas-policies/policies-adult-day/policies-adult-day-
documents/standards-for-adult-day-services-vt).

Area Agencies on Aging : Area Agencies on Aging provide support to people 60 and
older in their efforts to remain active, healthy, financially secure, and in control of their
own lives. Area Agencies on Aging are certified by the state according to the Case
Management Standards & Certification Procedures for Older American’s Act Programs &
Choices for Care (2009).

Assisted Living Facilities : Assisted Living Facilities are state licensed residences that
combine housing, health and supportive services to support resident independence and
aging in place. Assisted Living Facilities are licensed by the state according to the
Assisted Living Residence Licensing Regulations ( http://www.dail.vermont.gov/dail-
statutes/statutes-dlp-documents/assisted-living-regs-final).

Home Health Agencies : Home Health Agencies provide health services in the home.
Services include: nursing; personal care; physical therapy; homemaker services; hospice
care, and social work services. Home Health Agencies are designated by the state
according to the Regulations for the Designation and Operation of Home Health
Agencies (http://www.dail.vermont.gov/dail-statutes/statutes-dip-documents/regs-
designation-operation-home-health-agencies). They are also certified to provide Choices
for Care case management services according to the Case Management Standards &
Certification Procedures for Older American’s Act Programs & Choices for Care (2009).
Nursing Facilities : Nursing homes provide nursing care and related services for people
who need nursing, medical, rehabilitation, or other special services. They are licensed by
the state according to the Licensing and Operating Rules for Nursing Homes and may be
certified to participate in the Medicaid and/or Medicare programs. Certain nursing
homes may also meet specific standards for sub-acute care or dementia care.
(http://www.dail.vermont.gov/dail-statutes/statutes-dlp-documents/nursing-home-
regulations).

Residential Care Homes - Level lll : Residential care homes are state licensed group
living arrangements designed to meet the needs of people who cannot live
independently and usually do not require the type of care provided in a nursing home.
When needed, help is provided with daily activities such as eating, walking, toileting,
bathing, and dressing. Residential care homes may provide nursing home level of care to
residents under certain conditions. Level Il homes provide nursing overview, but not
full-time nursing care. (http://www.dail.vermont.gov/dail-statutes/statutes-dlp-
documents/rch-licensing-regulations).

Personal Emergency Response Organizations: Personal Emergency Response
organizations provide an array of services to help older adults and adults with
disabilities to remain as independent as possible in their own homes.

Adult Family Care Home: (Currently under development. Implementation planned for
mid-2013) Adult Family Care Homes are private homes designed to provide 24-hour
services in a family-oriented home setting. Authorized Agencies will be approved by the
state and receive a daily rate to match people with an approved home provider and to
manage all of their long-term services and supports.
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Introduction

Purpose of Evaluation

In compliance with the Special Terms and Conditions, the State of Vermont submits to the Centers for
Medicare and Medicaid Services (CMS) this Interim Program Evaluation with its request to renew the
Global Commitment to Health (GC) Section 1115 Demonstration waiver for the five year period from
January 1, 2014 through December 31, 2018. This Evaluation reports the Demonstration’s progress
toward accomplishing its three goals: 1) increasing access, 2) improving quality, and 3) controlling costs.

This Evaluation includes a compilation of Vermont’s quality assessment and improvement activities, as
well as emerging results from Vermont’s innovative programs for Chronic Care Management and its
Patient Centered Medical Home Initiative, Blueprint for Health. As part of its renewal request the State
is requesting that the 1115 Long Term Care Demonstration waiver, Choices for Care (CFC), be
consolidated into the GC Demonstration. To-date, evaluation activities of the two waivers have been
separate. This evaluation focuses on GC Demonstration activities while the CFC Demonstration
information will be reported separately. Additionally, the Agency of Human Services (AHS) will be
working closely with the Green Mountain Care Board (GMCB) to craft a revised evaluation plan that
continues to align and complement any new health care reform initiatives.

Background on Health Care Reform in Vermont

The State of Vermont passed comprehensive health care reforms in 2006, augmented in 2007 and 2008,
to expand access to coverage, improve the quality and performance of the health care system, and
contain costs. The reforms encompass 11 bills with over 60 different initiatives including the availability
of subsidized coverage options for low-income uninsured Vermonters, investments in health
information technology, and the strategy to transform the health care delivery system through
integration of prevention, chronic disease management, and provider payment reform.

In January 2011, Vermont Governor Shumlin announced his comprehensive plan for health reform,
including implementing a single payer system of universal health coverage for Vermonters. In January of
2012, the Governor’s Strategic Plan for Health Care Reform was released. Specific objectives of this
Reform Plan are to: 1) reduce the growth of health care cost; 2) assure universal access to high quality
health coverage; 3) improve the health of Vermonters; and 4) assure greater fairness in health care
financing in Vermont. Core strategies of Governor Shumlin’s Reform Plan include changing how care is
delivered to Vermonters; moving from volume-based to value-based reimbursement; and moving from

a fragmented and overly complex financing system to a unified system that supports integration of
service delivery and payment reform.
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Vermont Act 48 (2011) is the first step in this broader reform by providing legislative authority to create
a health care system in which all Vermonters receive equitable coverage through universal health
coverage. This included establishing Vermont’s Health Benefit Exchange as per the Affordable Care Act
(ACA) within the Department of Vermont Health Access (DVHA) as a unique integration of Medicaid and
the Exchange in a single state department - the goal of which is to build on successes of the public
programs, increase administrative efficiencies and begin the groundwork for a fully-integrated single
payer system.

Act 48 also created the Green Mountain Care Board (GMCB) to oversee cost-containment and to
approve the benefit design of Green Mountain Care, the comprehensive health care program that will
provide coverage for the health care needs of Vermonters. GMCB members are responsible for
controlling the rate of growth in health care costs and improving the health of Vermonters through a
variety of regulatory and planning tools. Specifically, the GMCB is tasked with expanding health care
payment and delivery system reforms by building on the Blueprint, and implementing policies that move
away from a fee-for-service payment system to one that is based on quality and value, and reduces (or
eliminates) cost-shifting between the public and private sectors.

Vermont’s comprehensive package of health care reforms is based on the following design principles:

e Itis the policy of the State of Vermont to ensure universal access to, and coverage for, essential
health care services for all Vermonters.

e Health care coverage needs to be comprehensive and continuous.

e Vermont’s health care delivery system must model continuous improvement of health care
quality and safety.

e The financing of health care in Vermont must be sufficient, equitable, fair, and substantial.

e Built-in accountability for quality, cost, access, and participation must be the hallmark of
Vermont’s health care system.

e Vermonters must be engaged, to the best of their ability, to pursue healthy lifestyles, to focus
on preventive care and wellness efforts, and to make informed use of all health care services
throughout their lives.

Using these principles as a framework, Vermont’s health care reforms are designed to simultaneously
achieve the following three goals:

Increase access to affordable health insurance for all Vermonters;
Improve quality of care across the lifespan; and,
Contain health care costs.

The GC Demonstration has served as the foundation for Vermont’s health reform model, providing the
flexibility to improve access to health coverage and care based on individual and family needs. The GC
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Demonstration enables Vermont to operate as if it were a (public) Medicaid Managed Care model for
achieving the following reform objectives:

e Promoting universal access to affordable health coverage.

Developing public health approaches for meeting the needs of individuals and families.
Developing innovative, outcome- and quality-focused payment approaches.

Enhancing coordination of care across providers and service delivery systems.
Controlling program cost growth.

Similarly, the Choices for Care (CFC) Demonstration enables Vermont to promote early intervention and
prevention, equal access to nursing home and community-based services, and person-centered services
for beneficiaries in need of long-term services and supports. It is crucial to maintain these foundations
of health care delivery for Vermont’s most vulnerable and lower-income citizens while moving towards
the broader goals of state and federal reform.

Background on Global Commitment

In October, 2005, Vermont entered into a new five-year comprehensive 1115 federal Medicaid
Demonstration waiver, Global Commitment (GC) designed to, 1) provide the State with financial and
programmatic flexibility to help Vermont maintain its broad public health care coverage and provide
more effective services, 2) continue to lead the nation in exploring new ways to reduce the number of
uninsured, and 3) foster innovation in health care by focusing on health care outcomes.

The GC Demonstration consolidates funding for all of the State’s Medicaid programs, except for the
Choices for Care (CFC) long-term care Demonstration, the Children’s Health Insurance Program (CHIP)
and Disproportionate Share Hospital (DSH) payments for hospitals. It also converts the operations of
the state’s Medicaid organization to a (public) Medicaid Managed Care Organization. Under the GC
Demonstration, Vermont has the flexibility to implement creative programs and reimbursement
mechanisms to help curb costs and improve quality of care: new payment mechanisms such as case
rates, capitation, and combined funding streams to pay for services not traditionally reimbursable
through Medicaid and investments in programmatic innovations. The managed care regulatory
framework and program model also encourages interdepartmental collaboration and consistency across
programs.

The Special Terms and Conditions require Vermont’s (public) managed care model, DVHA, to comply
with the Medicaid managed care requirements contained in federal law and regulations, including
requirements that improve information available to beneficiaries, promote access to care, and enhance
accountability. DVHA has transformed its operations to comply with these laws and regulations. In
exchange for the additional flexibility granted under the GC Demonstration, the State of Vermont and
Federal government have agreed to an aggregate cumulative 8.25 year spending limit.
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A GC Demonstration amendment approved by CMS on October 31, 2007 allowed Vermont to implement
the Catamount Health Premium Assistance Program with the corresponding commercial Catamount
Health Plan (implemented by State statute October 1, 2007) to reduce the number of uninsured
Vermonters. The Catamount Health Plan is offered in cooperation with Blue Cross Blue Shield of
Vermont and until recently MVP Health Care. On December 23, 2009 a second amendment was
approved to extend eligibility for Catamount Health and Employer Sponsored Insurance subsidies from
200% to 300% of the Federal Poverty Level (FPL), to extend pharmacy benefits for Medicare
beneficiaries from 175% of FPL to 225% of FPL and to waive the 12-month waiting period. Following
renewal effective January 1, 2011, another amendment, approved December 7, 2011, allows the state
to provide both palliative and curative care at the same time for children with a terminal illness who are
not expected to survive into adulthood. The last amendment, finalized on June 27, 2012, adjusted co-
pay levels as directed by the Vermont Legislature.

Waiver Continuation

The State is in the final stage of submitting a letter of intent and draft request to CMS indicating its
commitment to renew the GC Demonstration for the period January 1, 2014 to December 31, 2018.

Contents of Evaluation

In accordance with the Special Terms and Conditions of the GC Demonstration, AHS contracted with the
Pacific Health Policy Group (PHPG) to prepare an evaluation of the GC Demonstration and its
performance relative to the goals set forth at implementation. Specifically, PHPG has been directed to
assess the following goals as specified in the Revised Evaluation Plan submitted to CMS in December
2008:

e Evaluation of Global Commitment’s ability to
increase Medicaid beneficiary access to primary
care

Goal 1:
Increase Access to Care

¢ Evaluation of the extent to which Global
Commitment has enhanced the quality of care for
Medicaid beneficiaries

Goal 2:

Enhance Quality of Care

e Evaluation of Global Commitment’s ability to

Goal 3: contain (by maintaining or reducing) Medicaid
Control Cost of Care spending in comparison to what would have been
spent absent the waiver
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This evaluation is organized according to the three goals specified previously. For each goal, a summary
of goal accomplishments and a discussion of related data and initiatives is presented.

To measure the performance of the GC Demonstration, PHPG has compiled data from a variety of
applicable projects and reports made available by AHS and nationally. The following resources were
used:

o Global Commitment to Health Enrollment 2006-2012

e Vermont Department of Financial Regulation, formerly Department of Banking Insurance
Securities and Health Care Administration (BISHCA), Vermont Health Insurance Coverage Survey
(2001-2006, 2008, 2012)

e 2007-2012 External Quality Review Organization (EQRO) Technical Reports

e 2011-2012 HEDIS Measures

e 2011 and 2012 Consumer Assessment of Health Provider and Systems (CAHPS) Survey

e 2012 Blueprint for Health Annual Report

e 2012 Global Commitment to Health Demonstration Annual and Quarterly Reports to CMS

e NCQA, State of Health Care Quality 2012
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Goal 1: Increase Access to Care

All Vermont Medicaid beneficiaries must have access to comprehensive care, including financial,
geographic, physical, and communicative access. This means having health coverage, with appropriate
providers, timely access to services, and culturally sensitive services.

Goal 1: Highlights:

The GC Demonstration has succeeded at increasing access to care for Vermont Medicaid beneficiaries
over the first eight years of the waiver as measured in the following areas:

» Average Enrollment: average enrollment grew by 16.3% between 2009 and 2012, for an overall
increase of 27.5% since 2006.

» Number of Uninsured: uninsured rate in Vermont decreased from 7.6% in 2009 to 6.8% in 2012,
well below the national rate of 15.7% in 2011 (most recent U.S. Census data available).

» HEDIS Measures: improvement in standing relative to HEDIS access to care measures and as
related to scores achieved by accredited Medicaid HMQ's as reported in the NCQA 2012 State of
Health Care Quality Report.

o Significantly higher (10%) than the accredited Medicaid HMO average of 63% for Well
Child Visits in the First 15 months of Life.

o High performance for Child and Adolescent access to primary care physician (PCP) with
scores ranging from 92% to 98% across the childhood years.

o High scores related to Adult Access to Preventive and Ambulatory Care, 80% to 83.5%
across the adult years.

» Beneficiary Satisfaction: According to the 2012 CAHPS, most respondents are satisfied with
provider availability with 84.8% reporting they received the care needed and 84% reporting they
received needed care quickly. Overall, respondents were satisfied with provider access.

> Access to Buprenorphine: DVHA, in cooperation with the Vermont Department of Health
(VDH)/Division of Alcohol and Drug Abuse Programs (VDH/ADAP), the Department of
Corrections (DOC), and the commercial insurers, is increasing access for patients to
Buprenorphine services and increasing the number of physicians licensed to prescribe
Buprenorphine. At the end of FFY 2012, the program successfully increased provider access for
beneficiaries to receive treatment. In addition, providers who were enrolled in the program
consistently increased their patient loads incrementally each month.
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» Blueprint for Health, Patient Centered Medical Home: Starting in 2011 and continuing in 2012
there was accelerated growth in the number of primary care practices engaged in Vermont's
multi-payer patient centered medical home activities. Having moved from pilot to
implementation, the Blueprint is now in all 14 Health Service Areas. As of December 31, 2012,
106 primary care practices serving approximately 422,000 Vermonters have successfully
undergone the national recognition process, with several more scheduled for scoring in each
month of 2013.

Goal 1: Data and Related Initiatives

Global Commitment Enrollment for 2006-2012

The GC Demonstration covers a significant portion of the total Vermont population, and its potential
impact extends beyond those directly enrolled. As part of the Revised Evaluation Plan, the AHS must
show that the GC Demonstration continues to enroll Medicaid beneficiaries. Data in Table 1-1 show the
total lives (member months divided by 12) enrolled in the GC Demonstration from FFY 2006 through FFY
2012.

Table 1-1: Global Commitment Average Number of Enrollees

Federal Fiscal Year (FFY): 2006 2007 2008 2009 2010 2011 2012

Total Lives 128,987 | 127,284 | 129,274 | 141,323 | 154,855 | 162,287 | 164,414
(Member Months / 12) ’ ’ ’ ’ ’ ’ ’
Percent Change from Previous Year -1.3% 1.6% 9.3% 9.6% 4.8% 1.3%

Enrollments presented in Table 1-1 are summarized as follows:

e Enrollment was essentially flat during the first three years of the waiver.

e Average enrollment increased by over 9% in 2009 and 2010 before falling to more modest rates
in 2011 and 2012.

e Average enrollment increased 27.5% from 2006 to 2012.

Department of Financial Regulation (formerly BISHCA) Health Insurance Coverage Survey (2001-2006;
2008, 2012)

According to the Health Insurance Group Profile of Vermont Residents, 2001-2006, and the 2008 and
2012 Vermont Household Health Insurance Survey, Table 1-2 summarizes the number of Vermonters
insured under the private market, government, and uninsured from 2005 to 2012.
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Table 1-2: Vermont Health Insurance Coverage 2000-2012

2000 2005 2008 2009 2012 2000 2005 2008 2009 2012
Rate Count
Private
. (] . (] . 0 . 0 . (] ) ) ’] ’ ’

I N 60.1% | 59.4% | 59.9% | 57.2% | 56.8% | 366,213 | 369,348 | 370,981 | 355,358 | 355,857
nsurance

Medicaid 16.1% | 14.7% | 16.0% | 17.6% | 17.9% | 97,664 91,126 99,159 | 109,353 111,833
Medicare 14.4% | 14.5% | 14.3% | 15.3% | 16.0% | 87,937 90,110 88,915 95,182 100,505
Military 0.9% 1.6% 2.4% 2.2% 2.5% 5,626 9,754 14,910 13,917 15,477
Uninsured 8.4% 9.8% 7.6% 7.6% 6.8% 51,390 61,057 47,286 47,460 42,760
Notes:

Data sources: 2000, 2005, 2008, 2009, 2012 Vermont Household Health Insurance Survey, Dept. Financial

Regulation
e  Private Insurance includes Catamount Health Program
Medicaid excludes enrollees dually eligible for Medicare, Catamount Health Program, and Employer-
Sponsored Insurance (ESI) Programs, which are included in the enrollment figures in Table 1-1.

Table 1-2 can be summarized as follows:

e The number of Vermonters enrolled in Medicaid as their primary coverage increased by 2.3%
between 2009 and 2012, for a total of 22.7% since before the GC Demonstration.

e The number of uninsured Vermonters has decreased by 10.5% as a percent of the population

between 2009 and 2012, for a total decrease of 30.6% since before the GC Demonstration.

The uninsured rate in Vermont has been consistently below the national rate throughout the life

of the GC Demonstration, most recently in 2012, 6.8% compared to 15.7% (2011 for national

rate, the most recent U.S. Census data available).

Uninsured Rates

16.3% 15.7%

15.7%

2005 2008 2012

B Vermont MU.S.
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2012 HEDIS Measures

Table 1-3 shows four HEDIS measures used to evaluate access to primary care for 2011 and 2012.
Where available, data are displayed with comparisons made to NCQA reported averages for accredited
Medicaid HMO scores for 2012. GC Demonstration measures for children and adolescents include
Annual Dental Visits, Well-Child Visits in the First 15 Months of Life (6 or more visits), Well-Child Visits in
the Third, Fourth, Fifth, and Sixth Years of Life, and Adolescent Well-Care.

Table 1-3: Global Commitment Access to Care Child/Adolescent HEDIS Measures

VT EQRO Year VT NCQf\ VT vs.
Average: Accredited NCQA
Medicaid
HEDIS Measure 2011 2012 2011- HMO HMO
2012 Average
Average
Well Child Visits 1* 15 Months (6 or more) 72.18% 73.91% 73.05% 63.2% 9.85%
Well Child 3", 4™, 5 6™ year 69.02% 69.70% 69.36% 72.8% -3.44%
Adolescent Well Care 46.25% 46.17% 46.21% 50.8% -4.59%
Annual Dental Combined <21 yo* 68.13% 68.10% 68.12% n/a
Child/Adolescent Access to PCP
12-24months 98.18% 98.34% 98.26% 96.3% 1.96%
25months-6 yrs 91.56% 92.18% 91.87% 88.5% 3.37%
7-11yrs 94.05% 94.54% 94.30% 90.1% 4.19%
12-19 yrs 93.52% 93.56% 93.54% 88.3% 5.24%

*n/a — not available

Well-Child Visits in the First 15 months of Life was significantly higher than the accredited Medicaid
HMO scores for 2012 (10%). Well-Child Visits in the First 15 months of Life is defined as the percentage
of enrolled members who turned 15 months during the measurement year, and who had 6 or more
well-child visits with a primary care practitioner during their first 15 months of life.

Well-Child Visits (ages 3 -6 years) exceeded the accreditation Medicaid HMO scores by 3% in 2012.Well
Child Visits represents the percentage of children (ages 3 — 6 years) who received one or more well-child
visits with a primary care practitioner during the measurement year.

Child and Adolescent Access to a PCP scores were consistently higher than accredited Medicaid HMO
scores for all age ranges.
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Table 1-4 Adult Access Measures

NCQA
MIEQRONYeEar Accredited
Measure Medicaid
2011 2012 HMO
Average
Adult Access to Preventative/Ambulatory Care
20-44 years 83.09% 81.39% n/a
45-64 years 84.88% 83.59% n/a
65 and over 82.09% 79.49% n/a
Total 83.56% 81.92% n/a
Anti-Depressant Medication Mgt
Effective Acute phase Treatment 66.98% 68.42% 50.9%
Continuation Phase Treatment 51.38% 54.54% 34.5%

n/a: not available

For most adult access measures, NCQA comparison scores for accredited Medicaid HMOs were not
available. However, the state’s contracted External Quality Review Organization (EQRO), Health Services
Advisory Group (HSAG), notes that overall, Vermont showed strong performance (greater than the 75th
percentile) across three measures related to access in 2012:

e Significantly exceeded the national average for Annual Dental Visits in 2011 (by 17.4%).

e Exceeded the national average for Children’s and Adolescents’ Access to Primary Care
Practitioners in 2011 (by an average of 4.2%).

e Significantly higher than the national average for 2011 for Antidepressant Medication
Management: Acute and Continuation Phase (by 18% and 20% respectively).

2012 Customer Assessment of Health Care Providers and Systems (CAHPS) Survey

The DVHA contracted with a private vendor, WB&A Market Research, who assisted in the administration
and scoring of the Consumer Assessment of Healthcare Providers and Systems (CAHPS) Health Plan 4.0
Adult Medicaid survey. The CAHPS Health Plan 4.0 Adult Medicaid survey includes 39 questions; DVHA
added questions from the CAHPS Health Plan 4.0 Supplemental Items for a total of 55 questions. The
survey was administered to 600 beneficiaries enrolled in the GC Demonstration in the six months prior
to the fielding of the survey. A multi-modal (using both telephone and mail) approach was used to
increase the response rate. Beneficiaries received an introductory mailing, a survey mailing, and a
follow up reminder postcard after which beneficiaries are contacted by phone. The survey was
administered in the spring of 2012. The 2012 overall response rate was 54.3% which was an increase
over the 2009 response rate. 80% of beneficiaries responded by mail, while 20% responded by
telephone. The mail response rate increased 3% over 2009.
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According to the survey results, respondents overall were satisfied in their experiences with provider
access, customer service and their plan.

o 84% of Vermont beneficiaries report satisfaction with access to care, as compared to 52% of
Medicaid beneficiaries nationally.

o 83.4% of Vermont beneficiaries report satisfaction in getting needed care quickly as compared
to 57.5% of Medicaid beneficiaries nationally.

o 85% of Vermont beneficiaries report satisfaction with customer service as compared to 70% of
Medicaid beneficiaries nationally.

e 87.5% of Vermont beneficiaries report satisfaction with their health plan as compared to 64% of
Medicaid beneficiaries nationally.

2012 Consumer Satisfication Survey (CAHPS)

Getting Needed Getting Care  Customer Service Overall Rating of
Care Quickly Plan

BVermont M National Medicaid AHRQ

In addition, according to the 2012 CAHPS data, most respondents are satisfied with provider punctuality,
availability (in both urgent and non-urgent situations), attentiveness, and coordination of care. Overall,
Vermont’s Medicaid Managed Care model showed strong performance across two composite CAHPS
measures related to access as compared to 2009 scores:

e Getting Needed Care - percentage of beneficiaries that responded they were “Always” or
“Usually” able to get care when attempting to do so improved from 79.9% in 2009 to 84.8% in
2012.

e Getting Care Quickly — percentage of beneficiaries that responded that they were “Always” or
“Usually” able to receive care or advice in a reasonable time, including office waiting room
experiences, improved from 81.6% in 2009 to 83.4% in 2012.

AHS and DVHA must comply with the access to care standards as required by CMS. The Quality
Assurance/Performance Improvement Committee (QAPI) produced the 2008 Medicaid Managed Care
Quality Strategy (Quality Strategy) which implements a written strategy for assessing and improving all
aspects of managed care services. The 2010 EQRO report shows an overall compliance score of 97%
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with 42 CFR 438 standards related to enrollee and access. Specifically standards and associated scores
contributing to the 97% overall score include:

Availability of Services (100% or 13 of 13 elements met).

Furnishing of Services (93% or 12 of 14 elements met and two partially met).

Cultural Competence (100% or 4 of 4 elements met).

Coordination and Continuity of Care (100% or 8 of 8 elements met).

Coverage and Authorization of Services (95% or 19 of 21 elements met and 2 partially met).
Emergency and Post Stabilization Services (100% or 13 of 13 elements met)

Enrollment and Disenrollment (83% or 2 of 3 elements met and 1 partially met)

AN N NN

Catamount Health and Green Mountain Care

To increase access to care, the State made available in October of 2007 the Catamount Health Plan, a
separate insurance pool for uninsured Vermonters. Since its launch in November 2007, the State has
insured over 10,000 individuals under the plan. The success of the plan can be attributed to its lower
premium costs versus comparable plans on the individual market — the State also offers premium
assistance under the plan to those with incomes under 300% of the Federal Poverty Level (FPL).

With the launch of the Catamount Health Plan, all public health care programs were rebranded under
the umbrella name “Green Mountain Care” with the tag line, “A Healthier State of Living.” Promotional
materials, a web site, logo and an advertising campaign helped achieve 69% brand recognition for Green
Mountain Care within three months of launching.

The legislature passed a provision providing amnesty for the pre-existing condition exclusion under the
Catamount Health Plan. This created the need to educate the public about this time-limited offer to
have all conditions covered without waiting periods if they applied before November 1, 2008. This was
done through press releases, trainings, LISTSERVs, State government emails, a mailing in partnership
with the Vermont Department of Labor to all 22,000 private sector employers in Vermont, and by
updating the image of the web button link which existed on over 20 partnering websites.

Simultaneous with the Amnesty Campaign was a successful “Senior Campaign” to reach college
graduates and their parents. Public and private colleges showed support by marketing directly to 6,250
college seniors and 3,600 facility and staff.

The State also provides subsidies through its Employer-Sponsored Insurance (ESI) Premium Assistance
Program to complement the Catamount Health Plan and limit the possibility of “crowd-out” from
employer-based coverage. Finally, the State determines the cost-effectiveness of enrolling an individual
in a certain program versus another, and makes the appropriate decision.

Enrollment in the Catamount Health premium assistance program grew steadily in the past few years
but began to slow in 2012 with an average monthly enrollment of 10,716 individuals. Enroliment in the
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Employer-Sponsored Insurance (ESI) program decreased for 2012 with only 1553 individuals enrolled
(including those eligible for VHAP-ESI). On average 824 individuals enrolled in VHAP-ESI and on average
729 individuals enrolled in ESI. Most recent decreases in ESI enrollment is partially due to the fact that
employers continue to increase the deductibles in their plans in an effort to control the cost of
premiums. Vermont’s ESI premium assistance program is not permitted, by law, to approve an ESI plan
if the deductible is greater than $500.

Green Mountain Care outreach has become an increasingly integral part of the Vermont Department of
Labor’s (DOL)’s response to layoffs. The DVHA and DOL have also developed a training curriculum for
employers that explains everything an employer needs to know from paying the Catamount assessment
to the health benefits available to uninsured Vermonters who qualify. As DVHA prepares for the
transition to ACA in 2014, the Health Benefit Exchange team has begun aggressive work on the
comprehensive outreach and education plan for Vermont’s January 2014 transition.

Blueprint for Health

Vermont’s Blueprint for Health (Blueprint) is a multi-payer patient centered medical home initiative that
employs a multi-payer advanced primary care practice (APCP) model. Practices are supported by
Community Health Teams (CHTs) comprised of nurse coordinators, clinician case managers, social
workers and other professionals who extend the capacity of primary care practices to provide
multidisciplinary care and support. This model has enabled Vermont to provide high quality primary
care with embedded multidisciplinary support services, better coordination and transitions of care, and
more seamless linkages among diverse community partners. The Blueprint includes the following
components:

e  Multi-insurer payment reforms that support APCPs and CHTSs;

e Statewide health information architecture to support coordination across a wide range of
providers of health and human services; and

e Evaluation and quality improvement infrastructure to support a Learning Health System which
continuously refines and improves itself.

Starting in 2011 and continuing through 2012, there was extraordinary growth in the number of primary
care practices engaged in patient centered medical home activities. Having moved from pilot to
program phase, the Blueprint now has a solid presence in all 14 Health Service Areas.
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Buprenorphine Program

DVHA in cooperation with the Vermont Department of Health - Alcohol & Drug Abuse Program (VDH-
ADAP), the Department of Corrections (DOC), and commercial insurers, increased access for patients to
Buprenorphine services, increased the number of physicians in Vermont licensed who prescribe
Buprenorphine, and added support practices which care for the opiate-dependent population. In 2006,
DVHA was appropriated funding by the legislature to implement the Buprenorphine Program.

Throughout FFY 2007 and FFY2008, DVHA in collaboration with VDH/ADAP, utilized the funding to
establish and maintain the capitated payment program: reimbursement is tiered to increase
reimbursement to physicians in a step-wise manner depending on the number of patients treated by the
enrolled physician. Many physicians limit the number of opiate-dependent patients because of
difficulties in caring for the population (i.e., missed appointments, diversion, time spent by office staff),
and as a result, most physicians see fewer patients than they could.

In November 2007, despite a reduction in funding, DVHA and VDH-ADAP continued to collaborate to
ensure that enrolled providers continued to receive support in the management of patients being
treated with Buprenorphine for opioid dependence. At the end of FFY 2012, the program successfully
increased provider access for beneficiaries to receive treatment. Enrolled providers consistently
increased their patient loads incrementally each month. Additionally, Vermont’s Chronic Care Initiative
(VCCI) staff provides direct care coordination in several pilot areas for beneficiaries in the
Buprenorphine program.

As a result of this program DVHA, including the Blueprint for Health, VDH-ADAP and other AHS
Departments have partnered on the creation of the “Hub and Spoke” model of medical home care for
persons who are addicted to opioids (describe later in this report).
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Goal 2: Enhance Quality of Care

The second goal of Global Commitment (GC) Demonstration is to enhance the quality of care to all
Vermont Medicaid beneficiaries.

Goal 2: Highlights

The GC Demonstration has succeeded at enhancing the quality of care for Vermont Medicaid
beneficiaries over the eight years of the waiver as measured in the following areas:

» Compliance with required Managed Care quality of care standards identified by AHS. DVHA has
consistently improved its compliance, scoring 100% compliant with all CMS measurement and
improvement standards in 2012.

» DVHA has engaged in two Performance Improvement Projects (PIP) related to clinical care and
received a score of 100% for all evaluation and critical evaluation elements met and an overall
final validation status of ‘Met’ for both.

» The Vermont Chronic Care Initiative (VCCI) has made improvements in health outcomes for
Vermont’s highest risk Medicaid beneficiaries. Data for SFY 2011 showed a 14% reduction in
inpatient admissions and a 10% reduction for emergency room utilization over the baseline year
of 2008 for enrolled beneficiaries.

» Beneficiaries enrolled in VCCI showed better adherence to evidenced-based treatments than
those not enrolled.

» Medicaid is an active partner in Vermont’s Patient Centered Medical Home initiative, the
Blueprint for Health. Emerging data from this multi-payer effort is beginning to show decreased
utilization of emergency rooms and inpatient stays, and increased statewide access to quality
care. Additionally, the Blueprint has partnered with Seniors Aging Safely at Home (SASH) and
Medicare to implement a statewide effort to provide care coordination, nursing and other
services to seniors directly within their community housing.

> In SFY 2008, DVHA began distributing $292,836 annually to recognize and reward dentists
serving high volumes of Medicaid beneficiaries. For SFY 2009, a distribution of $146,418 was
made in October 2008 and another distribution of $146,418 was made in the spring of 2009, for
an annual total of $292,836. The initiative has continued on the same cycle and same dollar
amount. Typically, 35-40 dentists qualify for semiannual payouts each year.

> Following Tropical Storm Irene’s abrupt closure of the only state psychiatric hospital in August of
2011, the Department of Mental Health (DMH) implemented significant enhancements to the
home and community based service system. This includes several new community-based crisis
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stabilization and rehabilitation treatment services, increased community based psychiatric
inpatient services, partnerships with law enforcement and greater step-down and hospital
diversion capacity.

» Global Commitment has allowed the AHS to look at one overarching regulatory structure (42
CFR 438) and one universal EPSDT screening, referral and treatment continuum for services that
were once the purview of several separate and distinct 1915(c)waivers and Medicaid state plan
options. The Integrated Family Services Initiative seeks to bring all agency children, youth and
family services together in an integrated and consistent continuum of services for families,
regardless of federal funding stream (Title V, Title XIX, IDEA part B and C, Title IV-E, etc.). This
universal care coordination should reduce duplication and close gaps in the system, especially at
pivotal transition times. The premise being that giving a family early support, education and
intervention will produce more favorable health outcomes at a lower cost than the current
practice of waiting until circumstances are bad enough to access funding. Several pilot efforts
are underway and include: performance based reimbursement projects, capitated annual
budgets with caseload and shared savings incentives and flexible choices for self-managed
services.

Goal 2: Data and Related Initiatives

2012 Medicaid Managed Care Quality Strategy

Since 2007, the Agency of Human Services (AHS) has contracted with Health Services Advisory Group,
Inc. (HSAG), an External Quality Review Organization (EQRO), to review the performance of the
Department of Vermont Health Access (DVHA) in the three CMS required areas (i.e., Compliance with
Medicaid Managed Care Regulations, Validation of Performance Improvement Projects, and Validation
of Performance Measures), and to prepare the EQR annual technical report which consolidates the
results from the areas it conducted.

Over the past five years, HSAG reports observing tremendous growth, maturity, and substantively
improved performance results across all three activities. Vermont’s (public) Medicaid Managed Care
model has achieved the following scores relative to the three mandatory areas of EQR:

e Average Overall Percentage of Compliance Score of 93.8%;

e Average Performance Improvement Validation scores for Evaluation Elements Met of 98.4%,
Critical Elements Met of 100%, and an Overall Validation Status of Met for each year -
indicating high confidence in the reported results; and

e Performance Measures Validation finding of 100% Fully Compliant and a determination that
the measures were valid and accurate for reporting for each year.
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In addition, with each successive EQRO contract year, HSAG has found that DVHA has increasingly
followed up on HSAG's prior year recommendations and has initiated numerous additional
improvement initiatives. For example, HSAG found that DVHA regularly conducts self-assessments and,
as applicable, makes changes to its internal organizational structure and key positions to more
effectively align staff skills, competencies, and strengths with the work required and unique challenges
associated with each operating unit within the organization.

HSAG also indicated that DVHA’s continuous quality improvement focus and activities, and steady
improvements over the five years have been substantive and have led to demonstrated performance
improvements, notable strengths, and commendable and impressive outcomes across multiple areas
and performance indicators.

Finally, HSAG concluded that DVHA has demonstrated incremental and substantive growth and maturity
which has led to its current role and functioning as a strong, goal-oriented, innovative, continuously
improving Medicaid Managed Care model.

This growth is also evidenced in evaluation efforts as reflected by the 2012 CAHPS survey data on
“Overall Rating of Health Plan”: the percentage of beneficiaries that rated the health plan 8 out of 10 or
higher improved from 68.1% in 2009 to 81.3% in 2012.

Examples of DVHA’s success in enhancing the quality of care for beneficiaries during the GC
Demonstration period include the following data:

e Above-average performance (greater than the national HEDIS 75th percentile) in 2012
for the following HEDIS measures that also relate to quality of care:

v' Antidepressant Medication Management—Effective Acute Phase Treatment;

v" Antidepressant Medication Management—Effective Continuation Phase
Treatment;

v" Well-Child Visits in the First 15 Months of Life—Six or More Visits; Children’s
and

v" Adolescents’ Access to Primary Care Practitioners (all indicators); and

v" Annual Dental Visits measure, which involve distinct provider specialties.

e Most recent Performance Improvement Project (PIP), Increasing Adherence to Evidence-
Based Pharmacy Guidelines for Members Diagnosed with Congestive Heart Failure,
received a score of 96% for all applicable evaluation elements, a score of 100% for
critical evaluation elements and an overall validation status of Met indicating a finding
of high confidence in the reported baseline and re-measurement results.
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Vermont Chronic Care Initiative

The goal of the Vermont Chronic Care Initiative (VCCI) is to improve health outcomes of Medicaid
beneficiaries through addressing the increasing prevalence of chronic iliness. Specifically, the VCCl is
designed to identify and assist Medicaid beneficiaries with chronic health conditions in accessing
clinically appropriate health care information and services; coordinate the efficient delivery of health
care by attempting to remove barriers, bridge gaps, and avoid duplication of services; and educate,
encourage and empower these beneficiaries to eventually self-manage their chronic conditions.

The VCCI uses a holistic approach of evaluating both the physical and behavioral conditions, as well as
the socioeconomic issues, that often are barriers to health improvement. The VCCI emphasizes
evidence-based, planned, integrated and collaborative care for beneficiaries who exhibit high-
prevalence chronic disease states, high-expense utilization, high medication utilization, and/or high
emergency room and inpatient utilization. Ultimately, the VCCI aims to improve health outcomes by
supporting better self-care and lowering health care expenditures through appropriate utilization of
health care services. By targeting predicted high-cost beneficiaries, resources can be allocated where
there is the greatest cost savings opportunity. The VCCI focuses on helping beneficiaries understand the
health risks of their conditions; engage in changing their own behavior, and by facilitating effective
communication with their primary care provider. The intention ultimately is to support the person in
taking charge of his or her own health care.

The VCCI supports and aligns with other State health care reform efforts, including the Blueprint for
Health APCPs and CHTs. The VCCI has now expanded its services to include all age groups and prioritize
their outreach activities to target beneficiaries with the greatest need based on the highest acuity
population (defined as the top 5%) with an ability to impact their conditions and/or utilization patterns.
The VCCl is expanding both service scope as well as partnerships. A Pediatric Palliative Care Program
was added in 2012 and in July 2010, the VCCI started embedding nursing and licensed social workers in
primary care practices with high volume Medicaid populations and hospitals with high volume
ambulatory sensitive emergency room and inpatient admissions.

Emerging data for VCCl is yielding positive results: data for State Fiscal Year 2011 showed a 14%
reduction for inpatient admissions and a 10% reduction in emergency room utilization over the baseline
year of 2008. Additionally, when compared to similar beneficiaries who were not enrolled in VCCI, those
receiving VCCI service demonstrated better adherence to evidence based treatment.
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Percent Percent
adherence to | adherence to
VCCl vs.
. . treatment treatment
Condition/Treatment Regime Measured . . Non-VCCI
regime: regime: .
Participants
vcal Non-VvcCcl
Participants Participants
Asthma (medication adherence) 53.2 33.8 19.4
COPD 75.8 58.9 16.9
Congestive Heart Failure (CHF) — ACE/ARB 65.3 42.4 22.9
CHF — Beta Blocker 70.5 45.7 24.8
CHF — Diuretic 65.3 41.2 24.1
Coronary Artery Disease (CAD) — Lipid test 67.0 56.6 10.4
CAD — Lipid lowering med 71.5 59.7 11.8
Depression — med 84 days 69.6 50.3 19.3
Depression — med 180 days 66.4 45.2 21.2
Diabetes — HbA1lc test 86.3 67.4 18.9
Diabetes — Lipid test 69.6 55.7 13.9
Hyperlipidemia — 1 or more tests 67.8 56.8 11.0
Hypertension —1 or more lipid tests 62.0 48.6 13.4
Kidney Disease — microalbuminuria screening 46.2 44.6 1.6
Kidney Disease — ACE/ARB 69.2 62.0 7.2

Blueprint for Health

A critical component to the Blueprint for Health systems change strategy is financial incentives to
reward quality. As part of the Blueprint, practices which undergo national accreditation through the
NCQA and which are independently scored on their adherence to quality are given a PMPM incentive
payment based on their quality scores. As of December 31, 2012, 106 primary care practices serving
approximately 422,000 patients have successfully undergone the national recognition process (see
previous chart on page 14), with several more scheduled for scoring in each month of 2013.

Perhaps the most important innovation in the Blueprint is the Community Health Team (CHT) concept.
Recognizing that, for many patients, support and coordination services have not been well integrated
into the primary care setting, and have even not been readily available to the general population. These
multi-disciplinary locally based teams, funded through targeted Blueprint payment reform, are designed
and hired at the community level. Local leadership convenes a planning group to determine the most
appropriate use of these positions, which can vary depending upon the demographics of the community
and upon identified gaps in available services. This could include personnel from the following
disciplines: nursing, social work, nutrition science, psychology, pharmacy, administrative support, and
others. CHT job titles include but are not limited to Care Coordinator, Case Manager, Certified Diabetic
Educator, Community Health Worker, Health Educator, Mental Health Clinician, Substance Abuse
Treatment Clinician, Nutrition Specialist, Social Worker, CHT Manager and CHT Administrator.
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The CHT effectively expands the capacity of the primary care practices by providing patients with direct
access to an enhanced range of services, and with closer and more individualized follow up. Barriers to
care are minimized since there is no charge (no co-payments, prior authorizations, or billing for CHT
services) to patients or practices. Importantly, CHT services are available to all patients in the primary
care practices they support, regardless of whether these patients have health insurance of any kind or
are uninsured.

The dollar amount accessible to an individual community is proportional to the population served by the
recognized and engaged primary care practices in the Health Service Area. Currently this is set at
$350,000 per year for a general population of 20,000 served by the practices (517,500 per year for every
1000 patients). Again, the way this money is spent, and specifically what types of staff are hired, is
decided at the community level. This has resulted in enhanced ownership and pride in the local CHT as
well as anecdotally improving working relationships locally. CHTs are now established in every health
services area of the state.
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Blueprint Engagement by Service Area
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2012 HEDIS Measures

HEDIS measures for quality of care are summarized below. Comprehensive Diabetes Care scores have
remained stable, although lower than NCQA accredited Medicaid HMO scores; this is an area noted for
improvement in both the 2011 and 2012 EQRO report. Appropriate Medication for Asthma 5-11 years
old and 12-18 years old as well as total scores remain at or above the NCQA average while improvement
is needed in both the 19-50 and 51-64 age ranges. As noted earlier, scores related to Antidepressant
Medication Management continue to be well above the national averages for both years.

NCQA -
vs.
VT EQRO Year VT A Medicaid .
verage:
HEDIS Measure . Accredited
2011-2012 e HMO
s
2011 2012 Average
Average
Comprehensive Diabetes Care
HbAlc testing 62.02% | 63.84% 62.93% 82.80% -19.87%
Eye Exams 45.18% | 45.69% 45.44% 54.10% -8.67%
LDL-C Screens 47.24% 46.70% 46.97% 75.10% -28.13%
Medical Attention for Nephropathy 59.21% 59.72% 59.47% 78.20% -18.74%
Appropriate Medication for Asthma
5-11yrs 93.68% | 92.72% 93.20% 90.90% 2.30%
12-18 yrs 87.57% 87.57% 87.30% 0.27%
19-50 79.10% 79.10% 73.70% 5.40%
51-64 81.62% 81.62% 71.50% 10.12%
Total 86.60% | 85.34% 85.97% 85.50% 0.47%
Anti-Depressant Medication Management
Effective Acute Phase Treatment 66.98% | 68.42% 67.70% 50.90% 16.80%
Continuation Phase Treatment 51.38% 54.54% 52.96% 34.50% 18.46%

2009 Global Commitment to Health Beneficiary Survey

Informed and shared decision making is an underlying tenet of Vermont’s system of care. Person
centered and self-directed care have been at the forefront of home and community based service
planning for decades and are key elements in the medical home and chronic care initiatives. A review of
CAHPS questions related to this key principle shows that Vermont scores remain high and indicate that
actual practice embodies these values.
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Integrated Treatment for Opioid Dependence: Hub and Spoke Initiative

The Agency of Human Services (AHS) is collaborating with community providers to create a coordinated,
systemic response to the complex issues of opioid addictions in Vermont, referred to as the Hub and
Spoke initiative. This initiative is focused on beneficiaries receiving Medication Assisted Therapy (MAT)
for opioid addiction. MAT is the use of medications, in combination with counseling and behavioral
therapies, to provide a holistic approach to the treatment of substance use disorders. Overall health
care costs are approximately three times higher among MAT patients than the general Medicaid
population, not only from costs directly associated with MAT, but also due to high rates of co-occurring
mental health and other health issues, and high use of emergency rooms, pharmacy benefits, and other
health care services.

The Hub and Spoke initiative creates a framework for integrating treatment services for opioid addiction
into the Blueprint for Health (Blueprint) model, which includes patient-centered medical homes, multi-
disciplinary Community Health Teams (CHTs), and payment reforms. Initially focused on primary care,
its goals include improving individual and overall population health, and controlling health care costs by
promoting heath maintenance, prevention, and care management and coordination.

The two primary medications used to treat opioid dependence are methadone and buprenorphine, with
the majority of MAT patients receiving office-based opioid treatment (OBOT) with buprenorphine
prescribed by specially licensed physicians in a medical office setting. These physicians generally are not
well-integrated with behavioral and social support resources. In contrast, methadone is a highly
regulated treatment provided only in specialty opioid treatment programs (OTPs) that provide
comprehensive addiction treatment but are not well integrated into the larger health and mental health
care systems. To address this service fragmentation, AHS submitted a State Plan Amendment (SPA) to
provide Health Home services to the MAT population under section 2703 of the Affordable Care Act.
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Health Home services include comprehensive care management, care coordination, health promotion,
comprehensive transitional care, individual and family support, and referral to community and social
support services. State-supported nurses and licensed clinicians will provide the health home services
and ongoing support to both OTP and OBOT providers.

The comprehensive Hub and Spoke initiative builds on the strengths of the specialty OTPs, the physicians
who prescribe buprenorphine in office-based (OBOT) settings, and the local Blueprint patient-centered
medical home and Community Health Team (CHT) infrastructure. Each MAT patient will have an
established physician-led medical home, a single MAT prescriber, a pharmacy home, access to existing
Blueprint CHTSs, and access to Hub or Spoke nurses and clinicians for health home services.

The five planned regional Hubs build upon the existing methadone OTPs and also will provide
buprenorphine treatment to a subset of clinically complex patients. Working in partnership with
primary care providers and Blueprint CHTs, Hubs will replace episodic care based exclusively on
addictions illness with comprehensive health care and continuity of services.

Spokes include a physician prescribing buprenorphine in an OBOT and the collaborating health and
addiction professionals who monitor adherence to treatment, coordinate access to recovery supports
and community services, and provide counseling, contingency management, care coordination and case
management services. Support will be provided by the nurses and licensed addiction/mental health
clinicians, who will be added to the existing Blueprint CHTs. Accomplishments for 2012 include, but are
not limited to:

e Planning Guidance was sent to all buprenorphine providers and the entities that manage the
local Blueprint CHTs to assist with Spoke network development and staffing estimates.

e Two Hub and Spoke learning collaboratives with multidisciplinary provider teams were
established; they are provided through a partnership of the Blueprint, the Vermont Department
of Health, and the Dartmouth Psychiatric Research Center.

e Two western Vermont regional Hubs began developing their infrastructure for implementation
in 2013, while proposals for remaining regional Hubs are under review.

e The Health Home SPA was submitted to CMS.

Mental Health System of Care

The abrupt closure of Vermont’s single state psychiatric hospital due to Tropical Storm Irene resulted in
an immediate shift of state funds. Funding previously spent on the physical plant and infrastructure of
an antiquated hospital was used to enhance community-based support and mental health treatment
services. Act 79, passed in the 2001-2012 legislative session, marked a historic investment of funds into
the home and community based system of mental health care. Twenty-eight new community based
inpatient beds were authorized while the legislature approved the development of a new replacement
state psychiatric hospital no larger than 25 beds. Care management is being expanded to coordinate all
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involuntary mental health inpatient services and facilitate coordination of treatment services between
the community and inpatient provider. Designated Agencies (DA’s) for mental health services
throughout the state were provided resources to enhance emergency outreach and crisis support
services at the local level. Mobile response capability and improved collaborations with local law
enforcement are developing. GC Demonstration resources are targeting additional crisis bed capacity to
divert unnecessary inpatient hospitalization where clinically appropriate and step-down individuals who
are ready to transition from inpatient care back to community support services. Act 79 also supported
the investment of GC Demonstration resources into intensive residential recovery support programs.

The realities of a rural state, with remote or geographic distance between points of service, require that
transportation also be a consideration for access of any crisis stabilization, residential, or inpatient
treatment capacities established. Trauma sensitive and the least restrictive transportation options,
consistent with safety, are being enhanced. Collaboration with law enforcement and training in
alternative transport options, when clinically appropriate, have already had a positive influence on
reducing the use of hard restraints for acute emergency mental health transports.

Act 79 also provided for new investment in housing and coordinated treatment supports to provide
greater stabilization in the community for individuals at higher risk for homelessness. The pairing of
both treatment and stable housing resources increases the likelihood of individuals with mental health
needs remaining more engaged with services and less likely to destabilize requiring acute inpatient
treatment. Augmenting these formal support services with peer support services is also being
promoted. Investments in peer services to broaden the array and options for recovery supports to
individuals with mental illness are being made and a statewide peer “warmline” is in development as an
alternative for individuals needing active listening and problem-solving support from peers.

Dental Dozen

The Dental Dozen are 12 targeted initiatives that DVHA (in partnership with VDH-Office of Oral Health) is
undertaking to improve oral health, and to remedy existing delivery system issues. Key highlights
include: A collaboration between the VDH, DVHA, and the Department of Education to reinforce school
outreach efforts and encourage preventive care; reimbursement of Primary Care Physicians for Oral
Health Risk Assessments; selection/assignment of a dental home for children; loan repayment incentives
to dentists in return for a commitment to practice in Vermont and serve low income populations;
scholarships, administered through the Vermont Student Assistance Corporation, have been awarded to
encourage new dentists to practice in Vermont; and supplemental payment incentives to recognize and
reward dentists serving high volumes of Medicaid beneficiaries.
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Goal 3: Contain Cost of Care

Cost effectiveness takes into consideration the costs associated with providing services and
interventions to the Vermont Medicaid population. For the GC Demonstration, this is measured at the
eligibility group and aggregate program levels. The final goal of GC Demonstration is to contain
Medicaid spending in comparison to what would have been spent absent the Demonstration. AHS
assumes that the impact of the Demonstration will be “cost neutral.”

Goal 3: Summary

The GC Demonstration has contained spending relative to the absence of the Demonstration over the
eight years of the waiver and the reallocation of resources generated greater “value” for program
expenditures. The cost-effectiveness of the GC Demonstration can be summarized as follows:

» Generated a significant surplus associated with overall decreased expenditures relative to
the aggregate budget neutrality limit (ABNL).

» Overall, since the inception of the GC Demonstration in October 2005 through FFY 2012, a
surplus has accrued for each year at an average of 9.6% of ABNL.

> Total cumulative surplus at time of renewal (January 1, 2014) is projected to be $980
million.

Goal 3: Data

The following measures were used to illustrate the cost-effectiveness of the GC Demonstration in
containing spending relative to the absence of the Demonstration:

> Total Capitated Revenue Spending per MEG.

» Summary of Global Commitment Expenditures: With and Without Demonstration (relative to
the ABNL).

Total Capitated Revenue Spending per MEG

Table 3-1 shows total capitated revenue spending for Global Commitment per MEG from 2006-2012.
Also included in Table 3-1 is the average annual percent change during the previous (2006 to 2008) and
current (2009 to 2012) interim evaluation periods.
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Table 3-1: Global Commitment Capitated Revenue Spending per MEG from 2006-2012

Federal Fiscal Year

Average Annual
Percent Change:

MIEG 2006 2009

2006 2009 2010 2011 2012 2009 2012

ABD - Non-Medicare - Adult $203,640,203 || $168,352,016 | $179,249,891 | $176,533,399 | $190,519,365 || -6.1% 4.2%
ABD - Non-Medicare - Child $60,899,001 $93,965,267 $94,842,614 $98,394,413 | $101,488,090 | 15.6% 2.6%
ABD — Dual $176,881,327 || $227,454,477 | $219,236,518 | $223,405,119 | $227,781,883 | 8.7% 0.0%
ANFC - Non-Medicare - Adult $62,043,119 $60,535,761 $72,589,220 $76,485,557 $83,964,229 || -0.8% 11.5%
ANFC - Non-Medicare - Child $184,526,017 || $221,757,008 | $239,043,470 | $236,275,561 | $254,203,807 | 6.3% 4.7%
Global Expansion (VHAP) $91,648,652 | $143,169,152 | $170,413,126 | $180,323,161 | $189,841,022 | 16.0% 9.9%
Global Rx $9,173,970 $1,911,020 $1,433,935 $7,800,694 $9,482,604 || -40.7% | 70.6%
Optional Expansion (Underinsured) $2,256,389 $2,532,758 $2,488,843 $2,353,179 $2,473,802 || 3.9% -0.8%
VHAP ESI n/a $2,056,121 $2,533,498 $1,917,977 $1,607,347 n/a -7.9%
ESIA n/a $625,035 $988,443 $861,905 $817,498 n/a 9.4%
CHAP n/a $23,358,293 $35,420,469 $40,210,581 $39,644,962 n/a 19.3%
ESIA Expansion - 200-300% of FPL n/a n/a $384,158 $298,915 $227,184 n/a -23.1%
CHAP Expansion - 200-300% of FPL n/a n/a $10,181,948 $18,276,728 $19,640,320 n/a 38.9%
Total Capitated Spending $791,068,678 || $945,716,909 | $1,028,806,133 | $1,063,137,188 | $1,121,692,114 | 6.1% 5.9%

n/a: not available
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The capitated amounts presented in Table 3-1 are summarized as follows:

v

Overall, capitated spending has grown consistently at an average annual rate of approximately
6% from 2006 to 2012, on par with national Medicaid spending over the same period. (Source:
The Henry J. Kaiser Family Foundation)

ABD Adult capitated spending decreased about 6% per year from 2006 to 2009 (due to
decreasing enrollment), while increasing 4% annually from 2009 to 2012.

Capitated spending for ABD Children grew more modestly per year between 2009 to 2012
(2.6%) compared to 2006 to 2009 (15.6%)

While growing nearly 9% per year between 2006 and 2009, ABD Dual capitated spending has
remained essentially flat since 2009.

ANFC Adults capitated spending remained level in the first few years before growing over 11%
annually between 2009 and 2012

Capitated spending for ANFC Children has consistently grown on average between 4% and 6%
each year since 2006.

Global Expansion (VHAP) capitated spending grew 16% annually from 2006 to 2009, slowing
down modestly to 10% between 2009 and 2012.

After implementation of Medicare Part D, capitated spending for Global Pharmacy (Duals, Non-
Duals, and Expansion) has grown from $513,000 in 2007 to $9.5 million in 2012, due mostly to
the Duals Expansion population created in 2010.

After growing approximately 4% per year between 2006 and 2009, capitated spending for
Optional Expansion (Underinsured) has remained essentially level as of 2012.

Note: The following MEGs will be eliminated as of January 1, 2014 because of the Affordable
Care Act (ACA).

Since inception in 2008, Vermont has made an average of $3.1 million in capitated expenditures
each year from 2009 to 2012 for Employer-Sponsored Insurance (ESI) programs (VHAP ESI, ESIA,
and ESIA Expansion).

Capitated spending for Catamount Health with Premium Assistance (CHAP) ramped up to $59
million in the first four years after implementation (2008 to 2011) before leveling off in 2012.

Global Commitment Expenditures: With and Without Demonstration Relative to ABNL

CMS guidelines state that Section 1115 waivers are required to be budget neutral, i.e., do not increase

federal funding over what would have been spent without the waiver. To evaluate budget neutrality,

actual expenditures are measured against projections on what otherwise would have spent, based on

the State’s historical experience for the years prior to implementation of the waiver (e.g., enroliment,

benefits, utilization, and cost of care). The cumulative spending projections are referred to as the

aggregate budget neutrality limit, or ABNL. Table 3-2 on the following page summarizes actual (“with

Demonstration”) and projected (“without Demonstration”) expenditures through December 2013,

including the federal share of any surpluses or deficits.
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Table 3-2: Total Global Commitment Expenditures including Premium Offsets and Administrative Costs, with and without Demonstration 2006-2012

Federal Fiscal Year

Subtotal:
2006-2008

2009

2010

2011

2012

Estimated:
Oct’12-Dec ‘13

TOTAL:
2006-Dec ‘13

Total Capitated Spending
Premium Offsets
Administrative Costs

Total GC Expenditures

ABNL

Surplus (Deficit)

Surplus (Deficit), % of ABNL

Federal Share of Surplus (Deficit)

$2,490,295,359
(823,753,603)
$17,542,637

$2,484,084,392

$2,604,109,308

$120,024,916
4.6%

$70,522,235

$945,716,909

$1,028,806,133

$1,063,137,188

$1,121,692,114

(510,603,732) ($15,815,296) ($17,794,216) (17,971,216)
$5,495,618 $5,949,605 $6,071,553 $5,751,066
$940,608,795 | $1,018,940,442 | $1,051,414,525 | $1,109,471,964

$1,002,321,263

$61,712,468
6.2%

$43,174,043

$1,093,591,603

$74,651,161
6.8%

$52,225,952

$1,165,191,563

$113,777,038
9.8%

$66,798,499

$1,248,077,166

$138,605,202
11.1%

$79,808,875

$1,469,171,414
($22,732,605)
$7,511,394

$8,118,819,116
(5108,670,668)
$48,321,873

$1,453,950,203

$1,842,595,895

$388,645,692
21.1%

$217,797,046

$8,058,470,320

$8,955,886,798

$897,416,477
10.0%

$530,326,650

Actual expenditures for Oct “12 — Dec '13 are estimated.

Federal Share of Surplus/(Deficit) based on predominant FMAP.

The totals presented in Table 3-2 are summarized as follows:

AN NI NI NN

During the first three years of the waiver surpluses averaged 4.6%, for a total of $120 million.

Between 2009 and 2012, surpluses increased to an average of 8.6%, for a four-year aggregate of $389 million.
An additional surplus of $389 million is estimated for the period October 2012 to December 2013, or 21.1% of the ABNL.

Annual surpluses have been steadily increasing; most recently in 2012 with a surplus of $139 million, of over 11% of the ABNL.
By the end of December 2013, GC is estimated to have achieved aggregate surplus through 2012 of $897 million, or 10% of the ABNL.
The aggregate federal share of the surplus through December 2013 is estimated at $530 million.
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Garage Sales

ESSEX JUNCTION SAT 2/16 15 C Maple

Street 9:00 AM to 4:00 PM We have
combined 2 Stowe Estates, and a South
Burlington waterfront condo to form a
very interesting estate sale. Visit
www.vermontestateservices.com

Legal Notices

NOTICE OF PUBLICATION

NOTICE OF DISSOLUTION OF
NORTHGROUP SPONSORED
CAPTIVE INSURANCE, INC.

Pursuant to Title 11A, Section 14.07
of the laws of the State of Vermont,
notice is hereby given that the Arti-
cles of Dissolution of Northgroup
Sponsored Captive Insurance, Inc.
(the “Company‘) have been filed
with the office of the Secretary of
State for the State of Vermont.
Notice is hereby given that all un-
known creditors of and claimants
against the Company are required to
present their claims within five (5)
years of publication of this notice.
The claim will be barred unless a
proceeding to enforce the claim is
commenced within five (5) years of
publication of this notice.
Notice is further given that all claim-
ants with contingent claims or
claims contingent upon the occur-
rence or nonoccurrence of a future
event or otherwise conditional or un-
matured, against the Company are
required to present their respective
claims in writing to the address be-
low within five (5) years of this no-
tice.  Any such claim will be barred
unless a proceeding to enforce the
claim is commenced within five (5)
years of this notice.
Notice is further given that all claims
must be in wriing and sent to the
dissolved Company’s principal of-
fice:
Northgroup Sponsored Captive In-
surance, Inc.
¢/o Downs Rachlin Martin PLLC
199 Main Street, 6th Floor
P.0. Box 190
Burlington, VT 05402-0190

Published February 14, 2013
STATE OF VERMONT

SUPERIOR COURT CIVIL
DIVISION

CHITTENDEN UNITDOCKET NO:
$0329-12CnC

BANK OF AMERICA, N.A.,, AS
SUCCESSOR BY

MERGER TO BAC HOME LOAN
SERVICING, LP

F/K/A COUNTRYWIDE HOME
LOANS SERVICING, LP

Plaintiff

=

ORRIN W. LONGBOTHUM;
MILLYARD CONDOMINIUM AS-
SOCIATION;

SELLING
STUFF?

Two publications
and online for $20.

Defendants
NOTICE OF SALE

By virtue and in execution of the
Power of Sale contained in a cer-
tain mortgage given by Orrin W.
Longbothum to Mortgage
Electronic Registration Sy

BURLINGTONFREEPRESS.COM » THURSDAY, FEBRUARY 14, 2013 » 11B

place

Place your ad online! freepressclassified.com

802.658.3321 | 800.427.3125

ment (GC) to Health. The GC Demon-
stration was designed to test the hy-
pothesis that greater program flexibility
in the use of Medicaid resources and
the lessening of federal restrictions on
Medicaid services would permit the
State to better meet the needs of Ver-
mont’s uninsured, underinsured and

s
Inc., as nominee for Countrywide
Home Loans, Inc. dated May 25,
2006 and recorded in Book 174 at
Page 187 of the City/Town of Wi-
nooski Land Records, of which
mortgage the undersigned is the
present holder by Assignment of
Mortgage recorded on July 30,
2009 in Book 201 at Page 136, for
breach of the conditions of said
mortgage and for the purpose of
foreclosing the same will be sold
at Public Auction at 10:00 a.m. on
March 5, 2013 at 100 West Canal
Street, designated as Apt. 2H of
the Millyard Condominuim, Wi-
nooski, VT 05404 all and singular
the premises described in said
mortgage,

To Wit:

Being Apartment No. 2H of the
Millyard Condominium as num-
bered and further described and
depicted in the Declaration dated

p 1, 1984, in
Volume 58, Pages 366-379, to-
gether with an undivided interest
in the Common Areas and Facili-
ties as set forth in the Declara-
tion.

Being the same premises con-
veyed to the herein named mort-
gagor(s) by deed recorded with
the Winooski Town Office-Land
Records in Book 168, Page 126.

Plaintiff may adjourn this Public
Auction one or more times for a
total time not exceeding 30 days,
without further court order, and
without publication or service of a
new notice of sale, by announce-
ment of the new sale date to
those present at each adjourn-
ment. Terms of Sale: $10,000.00
to be paid in cash or by certified
check by the purchaser at the
time of sale, with the balance due
at closing. Proof of financing for
the balance of the purchase to be
provided at the time of sale. The
sale is subject to taxes due and
owing to the Town of Winooski.

The Mortgagor is entitled to re-
deem the premises at any time
prior to the sale by paying the full
amount due under the mortgage,
including the costs and expenses
of the sale.

Other terms to be announced at
the sale.

Bank of America, N.A., as succes-
sor by merger to BAC Home Loan
Servicing, LP f/k/a Countrywide
Home Loans Servicing, LP, Rich-
ard J. Volpe, Esq., Shechtman,
Halperin, Savage, LLP, 1080 Main
Street, Pawtucket, Rl 02860, 877-
575-1400, Attorney for Plaintiff

(5502844)(Longbothum)(02-07-13,
02-14-13, 02-21-13)(295746)

February 7th, 14th & 21st, 2013.

The State of Vermont, Agency of Human
Services (AHS), plans to submit an ex-
tension request for the period from
1/1/2014 to 12/31/2018, to the
Centers for Medicare and Medicaid
Services (CMS) for its Section 1115(a)
Demonstration Waiver: Global Commit-

Medicaid iciaries for the same or
lower cost. Specifically, the GC Demon-
stration aims to: 1) promote access to
affordable health coverage, 2) develop

public health approaches for meeting
the needs of individuals and families, 3)
develop innovative, outcome- and quali-
ty-focused payment approaches, 4) en-
hance coordination of care across
health care providers and service deliv-
ery systems, and 5) control program
cost growth.

Summary of Extension Proposal for
effective date of January 1, 2014
@ Continuation of the current public
Medicaid managed care model and all
current payment and service system
flexibilities;
@ Consolidation of the Choices for Care
and GC waivers and the Children’s
Health Insurance Program (CHIP) (a-
uthorized under Title XXI of the Social
Security Act) into one 1115 Demonstra-
tion Waiver;
@ Inclusion of any necessary authorities
for the Dual Eligible integrated Medi-
care and Medicaid model, once approv-
ed;
@ Revisions to eligibility groups due to
the Affordable Care Act;
@ Use of Modified Adjusted Gross In-
come methodologies for income deter-
mination;
® Premium subsidies for individuals
with incomes up to and including 300%
of FPL who purchase insurance through
the Health Benefit Exchange;
@ Continue coverage of existing home
and community-based programs;
@ Continue coverage of specialized
mental health services through contin-
uation and expansion of the Community
Rehabilitation and Treatment Program
benefit;
@ Expand service options for persons in
the 'moderate needs group’;
@ Add an enhanced hospice benefit for
persons with terminal illness; and
@ Continue authorities and preserve
choice for Long Term Support and Serv-
ice beneficiaries.

The complete description of changes
and draft extension request, including
financial data (preliminary budget
neutrality data from 2014 through 2018
and potential Medicaid impacts as they
align with the Governor’s single payer
financial plan), can be found at:
http://dvha.vermont.g inistratio

Children and Families (DCF) offices or
from DVHA at (802) 879-5603.

If you need special jons to

FIREWOOD, MIXED HARDWOOD:
Dried, split, and stacked. $80 per run.
You pick up. Call (802) 849-6266

participate in the public hearing,
please notify Ashley Berliner at
(802) 879-5603.

February 14th, 2013.

Personals

I FY6286748J- I hear you Call me! I

PRAYER T0 ST JUDE
May the Sacred Heart of Jesus be
adored, glorified loved and preserved
throughout the world now and forever.
sacred heart of Jesus pray for us.
St. Jude worker of miracles pray for us.
St. Jude help for the hopeless pray for
us.

Say this prayer 9 times a day for 9 days
and prayers will be answered.

Publication and Thank you for prayers
answered.

M.H.C.

SAINT ALBANS Are you a female look-
ing for room & board in exchange for
help taking care of an independent eld-
erly lady? Are you willing to provide

light housekeeping, preparing meals
and companionship? Great! 802-309-
0036

stuff

Antiques/Collectibles

FOREIGN COIN COLLECTION
10 plus countries $249, 802-878-8892.

TOPPS BB CARDS .99PK
84 unopened (802) 497-0498.

Cameras/Video Equipment

NEW PANASONIC DIGITAL CAMERA
$229. (retail price $299.) 802 660 9536

www.burlingtonfree press.com

n/2013-global-commitment.

Public Hearings will be held on 2/19/13
from 3:30pm-5:30pm at Vermont Inter-
active Television (VIT) sites in Benning-
ton, Brattleboro, Johnson, Lyndonville,
Middlebury, Newport, Randolph Center,
Rutland, Springfield, St. Albans, White
River Junction, Montpelier, originating
in Williston, and on 3/11/13 from
11:00am-1:00pm at the VSAC Building,
1st floor Community Conference Room,
10 East Allen Street, Winooski (call in
number: 213-289-0155, Conference
room #4238242). Written comments
on the draft are due 3/22/13 by
4:30pm. Written comments should be
sent via email to ashley.berliner@s-
tate.vt.us or mailed to Ashley Berliner,
DVHA, 289 Hurricane Lane, Williston,
VT 05495. Comments received will be
posted to the DVHA website for viewing
by 4:30pm on 3/27/13. Copies of the
draft extension request are available at:
http://dvha.vermont.gov/administratio
n/2013-global-commitment, or can be
requested from local Department for

Computers/Printers

COMPUTER PRINTER
Cannon Pixma MP170 printer/copie-
r/scanner. Asking $40.00, /best offer.
Call (802) 338-9113.

SONY 43“ Trinitron, color TV, XBR,
excellent condition new $2,600. asking
$300. OBO call 802-928-3048

Fuel/Coal/0il/Wood

DRY FIREWOOD: All hardwood split and
stored inside out of rain and snow, dried
for full year, any size load, easy access
$250 per cord, Call (802) 524-3224.

FIREWOOD Dry hardwood $225. per
cord 16" width you pick up 802-782-

BEDROOM SET
Still in factory sealed hoxes.
Headboard can fit either full or queen
$290. phone (802) 557-0675
if interested. Looking to sell ASAP

BRAND NEW MATTRESS SET - QUEEN
size. Comes with matching foundation.
Still in plastic, never been slept on. Can
help with delivery $150. Please phone
(802) 557-0675. if interested

COUCH Sleeper sofa with 2 matching

side pieces. Asking $100.00, /best offer.

Call (802) 338-9113.

DINING ROOM SET
Broyhill Maison Lenoir dining room set
in dark cherry finish includes double
pedestal table, 4 side chairs, 2 arm
chairs, lighted china buffet, and server.
Asking $1900, negotiable. Call (802)
318-5292. E-mail vtdiningroom@gmai-
l.com.

LIVING ROOM SET Sofa, love seat,

chair, VG condition, sm blue & white
strip, $425. 802-527-6336

MATTRESSES/ KITCHEN CABINETS
Wholesale Direct Pricing- All new
www.bnbfurniture.com
Locally and operated for 15 yrs
Beth 802-735-3431

Furs/Clothing/Footwear

CARHARTT JACKET men'’s jacket, 3XL-
tall, new never worn. Offered at $50.
Call Andrew at (802) 434-2578, eve-
nings. E-mail cabessette@juno.com.
FUR COAT

For sale black Mink coat size 12 perfect-
condition $5,500.00 518-297-6248.

Lawn & Garden

CRAFTSMEN SNOWBLOWER 8.5 hp, 26*
auger, electric start VG condition $200.
CRAFTSMEN SNOWBLOWER 10 HP 28"
auger headlight, electric or manual
start, VG condition. $275. 802-893-
7003 or 802-782-1003

Merchandise Misc.

SPORTSCARDS NEW .99 PACK
102 unopened (802) 497-0498.

Wanted to Buy

WANTED TO BUY OLD BB GUNS AND OR
WINCHESTER MODEL 94 30/30 RIFLES,
OR 32 SPECIAL 802-393-2131

=),

AKC BRITISH LABRADOR RETRIEVERS
10 weeks old, 1 femal, & 1 Black female.
Parents are OFA; & EYE certified, cham-
pionship breeding. 802-684-3465 , my-
labs@myfairpoint.net

www.burlingtonfree press.com

AKC REG GERMAN SHORTHAIRED
POINTER PUPS $750-$1200. Advanced-
gundogs.com. Call (603) 922-3455.

BOXER PUPPIES: AKC. Fawns, shots &
wormed. Ready now! Call (802) 673-
8050

BRITTANY PUPPIES: AKC registered,
orange/white, Males $550. females
$650. Parents on site, home raised,
ready on 3/01. Taking deposit 802 948-
2675 or 802 236-9135

CHIHUAHUA  PUPS 2 males, 1st. shots,
de wormed. $350. 802-879-1923.
CHOCOLATE & BLACK LAB PUPPYS -
$300. first shoots and dewormed (802)
895-2784. www.goldensandsuch.com
DACHSHUND PUPPIES long & short hair
many colors, 1st shots, de wormed,
$300 Call 802-249-4909

ENGLISH SETTER OR
BRITISH LAB PUPPIES
Champion and hall of fame pedigrees.
Both great with kids.
Call (802) 454-7198.
wWww.| com
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State of Vermont

Agency of Human Services Douglas A. Racine,
Secretary

Office of the Secretary

208 Hurricane Lane, Suite 103 [phone] 802-871-3009

Williston, VT 05495 [fax] 802-871-3001

www.humanservices.vermont.gov
May 14, 2012

Cindy Mann, Director Center for Medicaid and State Operations
Centers for Medicare and Medicaid Services

U.S. Department of Health and Human Services

7500 Security Boulevard

Baltimore, MD 21244

Re: 11-W-0019411
Dear Ms. Mann:

As you are aware, Vermont's Global Commitment to Health Section 1115 Demonstration has
proven to be an integral component to Vermont's health reform initiative, providing Vermont
with the flexibility to enhance access to care, improve quality and control program costs.

As part of the Act authorizing State Fiscal Year 2013 Appropriations, the Vermont Legislature
made modest modifications to cost sharing obligations for individuals participating in the Global
Commitment Demonstration under the Medicaid and VHAP populations. The intent of these
changes is to ensure that individuals continue to have affordable access to coverage and bring
copayment obligations into alignment across eligibility groups.

Vermont proposes to eliminate the current copayment requirement 0f$75.00 per inpatient
hospital admission. In an effort to offset the program costs associated with elimination of the
inpatient hospital copayment requirement and contain overall program costs, Vermont intends to
introduce nominal copayment for a limited number of services. (The proposed co-payment
structure is expected to reduce expenditures by approximately $337,000 [State and Federal]
during the period from July 1, 2012 to June 30, 2013.)

Modifications to Vermont's current cost sharing requirements include the following:

e Eliminate the Medicaid $75.00 inpatient admission co-pay;

e Implement a $3.00 co-pay for the VHAP waiver expansion population for outpatient.
hospital services (thus aligning copayment requirements with copayment requirements
for individuals enrolled in traditional Medicaid eligibility groups);

e Implement a $3.00 co-pay for the VHAP waiver expansion population for prescriptions
costing $50.00 or more (thus aligning copayment requirements with copayment
requirements for individuals enrolled in traditional Medicaid eligibility groups); and

e Implement nominal co-pay requirements for Durable Medical Equipment (DME) and
medical supplies for both traditional Medicaid and VHAP.



The current Special Terms and Conditions (STCs) include a waiver of federal, statutory cost
sharing requirements, and Vermont is seeking federal approval to amend the Demonstration,
effective July 1,2012. Vermont seeks to modify and move the table contained in Paragraph 22
of the STCs to reflect the proposed changes. Attached, please find a copy of the current cost
sharing table contained in the STCs, with the proposed changes highlighted. Vermont proposes
to incorporate the modified table as Attachment C to the STCs. Removing the table from its
current location in Paragraph 22 of the STCs will enable Vermont to update cost sharing
obligations when necessary and facilitate this process more expeditiously.

The current STCs require public notice and consultation of interested parties as set forth in
Paragraph 13 of the STCs. Vermont provides for a public process that includes participation in
the legislative process, consultation with the State Medicaid Advisory Board and Vermonters.
Vermont's Administrative Procedures Act governs the process by which administrative rules are
to be adopted by State agencies, including the Vermont Agency of Human Services, and
provides for notification in newspapers of record and online notice publication with opportunities
for public commentary. When Vermont develops its rules there will be a public hearing process.

Thank you for your consideration of Vermont's proposed amendment. Suzanne Santarcangelo,
Director of AHS Health Care Operations, Compliance and Improvement will serve as the point
of contact for this amendment request. Please let us know if you require additional information
or if you would like to arrange a conference call to discuss this material.

Sincerely,
/Douglas A. Racine/

Douglas A. Racine, Secretary
Vermont Agency of Human Services

Cc: Mark Larson, Commissioner, DVHA
Suzanne Santarcangelo, AHS
Stephanie Beck, DVHA
Richard McGreal, CMS
Annie Chang, CMS



Proposed Modifications to Cost Sharing Table in Paragraph 22 of the STCs

ATTACHMENT C: Premiums and Co-payments for the Waiver Expansien Populations

Population Premiums Deductibles Co-Payments*
Underinsured children not $0 $0
otherwise eligible for
Medicaid $15/month/family
186-225% FPL -
226-300% FPL $20/month/family
payments
Pregnant Women 186-200% $15/month/family $0 $0

Prescriptions*, Durable

Medical Equipment and

Medical Supplies:*

e $1.00: forprescriptions-
$29.99- o1 less less than
$30.00

o $2.00: forpreseriptions-
between-$30.00-t0-$49-99
$30.00 or more but less
than $50.00

o $3.00: forprescriptions
$50.00 or more

$3.00 per dental visit**

$3.00 per day per hospital for

Adults $0 outpatient services
VHAP 50-75% FPL $7/month $7—5—per—mpatlen{—hesp{{al-
VHAP 76-100% FPL $25/month admission
VHAP 101-150% FPL $33/month
VHAP 150-185% FPL $49/month VHAP population: s
$25/emergency room visit; no
charge if admitted

ARt oboue LOOUL of

=2l
$29.99 or less
oheg20-00

*not applicable for VHAP

below 100 percent of FPL

**dental is not a VHAP

covered service

HCBS
(TBI, Ml under 22, and $0 $0 $0
MR/DD)




Population Premiums Deductibles Co-Payments*
Medicare beneficiaries income at or below $0
150 percent of the FPL, not otherwise Prescriptions,
categorically eligible and non-Medicare $15/month $0 e $1.00: less than $30.00
individuals who are 65 years or older or e $2.00: $30.00 or more
have a disability
Medicare beneficiaries with income above $0
150 percent and at or below 17 5% of the Prescriptions,
FPL not otherwise categorically eligible $20/month $0 e $1.00: less than $30.00
and non-Medicare individuals who are 65 e $2.00: $30.00 or more
years or older or have a disability
Medicare beneficiaries with income above $0
175 percent and at or below 225 percent Prescriptions,
of the FPL not otherwise categorically $50/month $0 o  $1.00: less than $30.00
eligible and non-Medicare individuals e $2.00: $30.00 or more
who are 65 years or older or have a
disability
Individuals with persistent mental illness $0 $0 $0

with income up to 150 percent of FPL

Co-payments do not apply to excluded populations (e.g., children under age 21, pregnant women or
individuals in long-term care facilities) or excluded services/supplies (e.g., family planning).

For the most current listing of cost sharing obligations, please refer to the Vermont approved title X1X

State plan and Vermont rules and policies.
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