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[.  Background and Introduction

The Global Commitment to Health is a Demonstration Waiver authorized pursuant to Section 1115(a) by the
Centers for Medicare and Medicaid Services (CMS), within the Department of Health and Human Services
(HHS).

Vermont is a national leader in making affordable health care coverage available to low-income children and
adults. Vermont was among the first states to expand coverage for children and pregnant women, through the
1989 implementation of the state-funded Dr. Dynasaur program. In 1992, Dr. Dynasaur became part of the
state-federal Medicaid program.

When the federal government introduced the state Children’s Health Insurance Program (CHIP) in 1997,
VVermont extended coverage to uninsured and under-insured children living in households with incomes
below 300 percent of the Federal Poverty Level (FPL).

In 1995, Vermont implemented an 1115(a) waiver program, the Vermont Health Access Plan (VHAP); the
primary goal was to expand access to comprehensive health care coverage for uninsured adults with
household incomes below 150 percent (later raised to 185 percent) of FPL, through enrollment in managed
care. VHAP also included a prescription drug benefit for low-income Medicare beneficiaries who did not
otherwise qualify for Medicaid. Both waiver populations pay a modest premium on a sliding scale based on
household income.

Implemented October 1, 2005, the Global Commitment converted the (then Office) Department of Vermont
Health Access (DVHA), the state’s Medicaid organization, to a public Managed Care Entity (MCE). The
Agency of Human Services (AHS) paid the MCE a lump-sum premium payment for the provision of all
Medicaid services in the state (with the exception of the Long-Term Care Waiver, managed separately).

The Global Commitment provides Vermont with the ability to be more flexible in the way it uses its
Medicaid resources. Examples of this flexibility include new payment mechanisms (e.g., case rates,
capitation, combined funding streams) rather than fee-for-service, to pay for services not traditionally
reimbursable through Medicaid (e.g., pediatric psychiatric consultation) and investments in programmatic
innovations (e.g., the Vermont Blueprint for Health). The managed care model also requires
interdepartmental collaboration and reinforces consistency across programs.

An extension effective January 1, 2011, was granted and included modifications based on the following
amendments: 2006 - inclusion of Catamount Health to fill gaps in coverage for Vermonters by providing a
health services delivery model for uninsured individuals; 2007 - a component of the Catamount program
was added enabling the State to provide a premium subsidy to Vermonters who had been without health
insurance coverage for a year or more, have income at or below 200 percent of the FPL, and who do not
have access to cost-effective employer-sponsored insurance, as determined by the State; 2009 - CMS
processed an amendment allowing the State to extend coverage to Vermonters at or below 300 percent of the
FPL; 2011 - inclusion of 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 2011, DAIL was awarded a five-year $17.9 million “Money Follows the Person” (MFP) grant from CMS
to help people living in nursing facilities overcome barriers to moving to their preferred community-based
setting.

In 2012, CMS processed a cost-sharing amendment providing the authority for the State to eliminate the
$75 inpatient co-pay and to implement nominal co-pays for the Vermont Health Access Plan (VHAP).

In 2013, CMS approved Vermont’s Waiver Renewal for the period from October 2, 2013-December 31,
2016. AHS and DVHA have been working closely with Vermont’s Medicaid Fiscal Agent to support all
ACA reporting requirements, including identification of those services reimbursed at a different Federal
match rate and in support of the revised MEG bucketing effective with the latest STC package.

In 2013, the State-based Exchange, Vermont Health Connect (VHC), went live. CMS approved Vermont’s
correspondence dated November 19, 2013, which requested authorization for expenditure authority for the
period from January 1, 2014-April 30, 2014, to ensure temporary coverage for individuals previously eligible
and enrolled as of December 31, 2013, in coverage through VHAP, Catamount Premium Assistance, and
pharmacy assistance under Medicaid demonstration project authority during the transition to VHC.

In 2015, Vermont consolidated the Choices for Care 1115 waiver with Vermont’s Global Commitment to
Health 1115 waiver. Choices for Care offers a broad system of long-term services and supports across all
settings for adult Vermonters with physical disabilities and needs related to aging.

On October 24™, 2016, Vermont received approval for a five-year extension of the Global Commitment to
Health 1115 waiver, 1/1/2017-12/31/2021.

On July 1, 2018, the Global Commitment to Health demonstration was amended to include authority for
Vermont to receive federal Medicaid funding for Substance Use Disorder treatment services provided to
Medicaid enrollees in Institutions for Mental Disease (IMDs).

Effective January 1, 2020, the demonstration was amended to allow for otherwise covered services furnished
to otherwise eligible individuals who are receiving short-term psychiatric treatment in facilities that meet the
definition of an IMD.

The Global Commitment to Health demonstration was amended May 22, 2020, to add an Emergency
Preparedness and Response Attachment K in order to respond to the COVID-19 pandemic. Additionally, the
demonstration was amended December 3, 2020, to modify the requirement, at 42 CFR 438.406(b)(4), to
allow beneficiaries to provide evidence and testimony “in person” to appeal an adverse benefit determination
during the COVID-19 public health emergency. The STCs were amended to grant flexibility during public
health emergencies where; the Department of Vermont Health Access (DVHA) must provide enrollees
reasonable opportunity, in writing, telephonically, and video or virtual communication, to present evidence
and testimony and make legal factual arguments.

One of the Terms and Conditions of the Global Commitment Waiver requires the State to submit an annual
report. This is the report for the fifteenth waiver year, demonstration year 2021, which ended on December
31, 2021. This report encompasses fourth-quarter updates for this demonstration year (10/1/21- 12/31/21).



II.  Highlights and Accomplishments

By the end of 2021, more than 222,999 Vermonters were enrolled in Vermont Health Connect (VHC) health
plans either through the marketplace or directly through an insurance carrier. This enrollment consisted of
152,875 in Medicaid for Children and Adults (MCA) and 70,124 in Qualified Health Plans (QHPSs), with
the latter divided between 24,072 enrolled with VHC, 6,068 direct enrolled with their insurance carrier as
individuals, and 39,984 enrolled with their small business employer.

DVHA received a compliance score of 95.8% during this year’s External Quality Review
Organization (EQRO)Review of Compliance with Medicaid Managed Care Standards
Audit.

DVHA met 100 percent of the requirements in the Design stage, Steps 1 through 6, for its
new Performance Improvement Project.

During CY 2021, VCCI continued to be a resource in the state’s response to the public health
crisis with both licensed and non-licensed staff available for COVID vaccination in the roles
of either vaccinator orintake/exit worker.

Most of Vermont’s primary care practices are now Blueprint-participating Patient-Centered
Medical Homes, as 135 of Vermont’s estimated 169 primary care practices are Blueprint-
participating practices (and an estimated 148 employ more than one provider).

Vermont continues to demonstrate increased access to medication-assisted treatment for
Vermonters with opioid-use disorder. As of 2021-Q4 the average monthly number of
Medicaid beneficiaries served by Office-Based Opioid Treatment (OBOT/Spoke) programs
increased to 3,930.

The Quality Team maintained a COVID-19 dashboard throughout the year to monitor the
response to the pandemic: both the impact it has had on operations and the activities staff have
engaged in.

DAIL implemented the CBA minimum wage increase, as well as a 3% rate increase for
HCBS services, impacting all consumer surrogate self-directed programs.

The Medicaid Program continues to support Vermont’s broader efforts to develop an integrated
health care delivery system under an All-Payer Model through future program planning and
implementation.

ADAP’s centralized intake and resource center, “VT Helplink: Alcohol and Drug Support
Center” has received over 1,900 calls and 60,000 website visits since its launch.

The 21st Century Cures Act required states to initiate Electronic Visit Verification (EVV)
Systems for Personal Care Services (PCS). Program Integrity (PI) supported the project, which
required a post-claim validation process. The EVV system successfully achieved CMS
Certification.



1. Project Status

. Enrollment Information and Member Month Reporting

The State of Vermont certifies the accuracy of the member month reporting. The enroliment report
is produced on the 15" of every month. The member months are subject to revision throughout
twelve months due to a beneficiary’s change in enrollment status.

The table below contains Member Month Reporting for CY2021 and includes the unduplicated
count of member months for SUD IMD and SMI IMD stays. CY2020 and CY 2019 member months
are also reported in the tables below.

Table 1. Member Month Reporting — Calendar Year 2021, subject to revision, with
CY2020 and CY20109.

Change in Percent | Changein Percent
Demonstration Total Total Total Members |Change from| Members [Change from
Population |Medicaid Eligibility Groups CY 2021 | CY 2020| CY 2019 |(2020-2021)| 2020-2021 |(2019-2021)| 2019-2021
1, 4%, 5| ABD - Non-Medicare - Adult 79,738 79,846 81,293 -108 -0.14%) -1,555 -1.91%)
SUD - IMD - ABD 71 106 149 -35) -33.02% -78 -52.35%
SMI-IMD - ABD 66 71 -5 -7.04%) 66|
1|ABD - Non-Medicare - Child 19,037| 20,060 23,855 -1,023 -5.10% -4,818 -20.20%
1, 4%, 5*|ABD - Dual 265,553 260,532| 257,866 5,021 1.93% 7,687 2.98%
SUD - IMD - ABD Dual 121 136 158 -15 -11.03% -37 -23.42%
SMI-IMD - ABD Dual 26 12 14 116.67%) 26
2|Non ABD - Non-Medicare - Adult 153,446| 112,654 104,150 40,792 36.21% 49,296 47.33%)
SUD - IMD - Non ABD 145 161 222 -16 -9.94%) 77| -34.68%
SMI - IMD - Non ABD 24 26 -2, -7.69% 24
2|Non ABD - Non-Medicare - Child 744,876 713,979 703,957 30,897 4.33% 40,919 5.81%
Medicaid Expansion 0 0
7|Global RX 77,560 78,064 77,498 -504 -0.65% 62, 0.08%
8|Global RX 40,123| 41,565 44,169 -1,442 -3.47%) -4,046 -9.16%
6{Moderate Needs 1,697 1,963 2,208 -266 -13.55% -511 -23.14%
New Adults 0
3|{New Adult without Child 545,896| 453,635 423,150 92,261 20.34% 122,746 29.01%
SUD - IMD New Adult w/o Child 971 1,157 1,352 -186 -16.08% -381 -28.18%
SMI - IMD New Adult w/o Child 203 211 -8 -3.79% 203
3|{New Adult with Child 310,660 267,004| 233,294 43,656 16.35% 77,366 33.16%
SUD - IMD New Adult with Child 220 209 259 11 5.26% -39 -15.06%
SMI-IMD New Adult with Child 53 44 9 20.45% 53
Total 2,240,486|2,031,435|1,953,580 209,051 10.29% 286,906 14.69%
Average Members 186,707 169,286 162,798 17,421 23,909

ii. Global Commitment to Health Post Award Forum

A post award forum for the latest Global Commitment to Health 1115 waiver renewal will be held on Monday,
April 25, 2022. This forum will be conducted following Special Terms & Condition 44 of the Global
Commitment to Health 1115 Demonstration waiver. Public comments will be solicited and accepted at this
forum and public notice of the forum was posted to the Global Commitment Register on March 25%, 2022. A
summary of any public comment received will be included in the next Global Commitment quarterly report.



http://dvha.vermont.gov/global-commitment-to-health/gcr-19-003-gcwaiver-postawardforum.pdf
http://dvha.vermont.gov/global-commitment-to-health/gcr-19-003-gcwaiver-postawardforum.pdf

iii. Vermont Health Connect

Key updates:

By the end of 2021, more than 222,999 Vermonters were enrolled in Vermont Health
Connect (VHC) health plans either through the marketplace or directly through an
insurance carrier. This enrollment consisted of 152,875 in Medicaid for Children and
Adults (MCA) and 70,124 in Qualified Health Plans (QHPs), with the latter divided
between 24,072 enrolled with VHC, 6,068 direct enrolled with their insurance carrier
as individuals, and 39,984 enrolled with their small business employer.

« Vermont Health Connects ninth open enroliment period launched successfully on
November 1, 2021. In October 2021, 99.5% of eligible QHP renewals were handled
through a single, clean, automated process.

« \Vermonters visited the online Plan Comparison Tool 77,019 times between January 1,
2021, and December 31, 2021. This accounts for 9% increase over the prior year.
Please note that the annual number of visits was previously reported as 47,574 in
2020. Reevaluation of this figure found that the tool was visited 70,707 times in
2020.

The State of Vermont launched Vermont Health Connect (VHC), a state-based health benefits exchange for
individuals and small businesses in Vermont, in October 2013. The data shows that the exchange has combined with
other efforts in the state to increase Vermont’s health coverage and improve health access.

The Vermont Household Health Insurance Survey (VHHIS), published in December 2018, reported that Vermont

cut its uninsured rate by more than half from 2012 to 2018, resulting in a 3.2% rate or fewer than 20,000 uninsured
Vermonters. This result marks the lowest rate and lowest number of uninsured Vermonters of any VHHIS since it

was first fielded in 2000.

By the end of 2021, more than 222,999 Vermonters were enrolled in Vermont Health Connect (VHC) health plans
either through the marketplace or directly through an insurance carrier. This enrollment consisted of 152,875 in
Medicaid for Children and Adults (MCA) and 70,124 in Qualified Health Plans (QHPs), with the latter divided
between 24,072 enrolled with VHC, 6,068 direct enrolled with their insurance carrier as individuals, and 39,984
enrolled with their small business employer.

Medicaid Renewals

MCA renewals remained substantially impacted by the Public Health Emergency (PHE) in 2021. MCA
redeterminations are processed only for cases that can be renewed ex parte. Cases that require a renewal application
have coverage extended. Those new renewal dates, and other details about restarting manual renewals, will be
finalized during planning for post-PHE activities.

A total of 41,034 households were successfully renewed via ex parte. Ex parte success rate for the calendar year of
2021 was 52%.

QHP Renewals

DVHA kicked off a series of meetings with its internal stakeholders and Maintenance and Operations vendor in
early summer 2021 to prepare for the coming Open Enrollment. These meetings focused on testing, notices,



business, and transactional planning activities. QHP renewals presented major challenges for the marketplace in its
early years. The last six years have gone increasingly well.

The first step in the renewal effort involves determining eligibility for the coming year’s state and federal subsidies
and enrolling beneficiaries in new comparable versions of their health and/or dental plans. In October 2021, this step
was operated with a single, clean, automated run that took care of 99.5% of eligible cases. The 0.5% failure rate
meant that only a small number of cases needed to be renewed by staff the following day, allowing all beneficiaries
to have updated accounts and 2022 information before the start of Open Enrollment. This meant that they could log
onto their online accounts on the first day of Open Enrollment, see their benefits and net premiums for the coming
year, and select a new plan if they wanted to do so. Beneficiaries also had the option to call the Customer Support
Center or meet with an In-Person Assister and go through the same steps if they did not want or were unable to use
the online option.

The second step involves sending these files to the insurance carriers to ensure appropriate billing and effectuation.
This is the first year in which QHP premiums are no longer being handled by our previous premium processor,
WEX Health. In November 2021, this initial integration run was completed with 99.9% accuracy for the insurance
carriers. DVHA and its partners collaborated to clean up and re-send the remaining cases well in advance of the new
year.

The third step consists of a year-end business process that allows changes to be made on cases if the beneficiary
reports changes in household or income information.

Altogether, performance on these three steps made the 2022 QHP renewal experience markedly different than the
early years of the marketplace and left DVHA staff both optimistic and well-positioned to tackle other challenges.

Applying Online

Five years ago, DVHA set a goal for a continual 10% year-over-year increase in the adoption of self-service
functionalities. Since that time, the actual growth in online applications has far exceeded the goal. The percentage of
Vermonters applying for coverage online has more than tripled over the last five years, increasing from 16% of
VHC applications in June 2016 to 65% in December 2021. The online option has the potential for improved
customer experience as Vermonters can log in at their convenience. The increased automation can also allow state
staff to spend less time processing applications and more time delivering on other priorities for Vermonters.

Change Reguests

During the first few years of Vermont’s health insurance marketplace, many beneficiary change requests took
several weeks or months to complete. For 2018, DVHA set a target to complete 95% of requests within ten days and
met this goal for beneficiaries managed in the Vermont Health Connect system. In the last quarter of 2021, 99% of
requests were completed within ten days — exceeding this goal.

Integration and Reconciliation

DVHA set a goal of integrating enrollment files across its insurance carrier partners’ systems with no more than a
1.0% error rate and achieved this goal for all months in 2021. DVHA and its partners also acted quickly to resolve
errors that did arise. DVHA’s goal was to ensure that no more than one-twentieth of one percent of cases sat in error
status for more than ten days. That equates to an inventory of 15 or fewer errors open for more than ten days.



DVHA also executed monthly reconciliation of the marketplace’s enrollment systems in 2021. Multiple enrollment
systems (Vermont Health Connect, payment processing vendor WEX, and the three insurance carriers) create the
risk of discrepancies for Medicaid and QHP members across systems. In 2019, DVHA set a target of addressing
100% of potential discrepancies each month. In 2021, DVHA met the goal every month with Blue Cross Blue
Shield of Vermont (BCBSVT) and Northeast Delta Dental (NEDD). As a caveat, Medicaid buckets were put on
hold, due to the public health emergency.

DVHA also honed its Medicaid reconciliation process in 2021. As previously mentioned, the public health
emergency limited certain actions.

Customer Support Center

Callers to VHC’s contracted Customer Support Center experienced prompt service throughout 2021 except in
December. During this month, the percentage of phone calls answered within 24 seconds was 10% less than the
75% goal. There was an increase in call volumes during that time due to questions about the public health
emergency and Open Enrollment. Typically, November and December have higher call volumes due to Open
Enrollment. However, during the other eleven months of 2021, the percentage of phone calls answered within 24
seconds was 75% or higher.

The overall inbound call volume in 2021 was lower (24%) than the corresponding months in 2020. Additionally,
there was a minimal increase in the percentage of calls that Maximus needed to escalate to DVHA in 2021. In 2021,
8.4% of all calls were transferred to DVHA compared to 8.2% being transferred in 2020.

DVHA'’s Tier 2 call center maintained prompt service on escalated calls through 2021. In 2017 DVHA set a goal of
answering 90% of calls within five minutes. In 2021 they met that goal by 8%. In 2021, 98% of all calls transferred
to DVHA were answered within five minutes.

In-person Assisters

DVHA is currently supported by 108 Assisters (98 Certified Application Counselors, 7 Navigators, and 3 Brokers),
with 18 Assisters in training, working in 53 organizations including hospitals, clinics, and community-based
organizations. Assister support is available in all of Vermont’s 14 counties to help Vermonters enroll in health
coverage through Vermont’s health insurance marketplace.

The program has continued to leverage state-based technology to significantly improve data management and online
education opportunities.

Many Vermont hospitals continued to provide ongoing in-person assistance throughout 2021.

Outreach & Education

DVHA uses advisory meetings, community and online events, media inquiries, social media, and other collaborative
engagements with partners and stakeholders to educate Vermonters about the opportunities to apply for health
benefits, how to compare plans, and how to get the most out of their health coverage. DVHA also values the input of
Vermonters in the process of building its eligibility and enrollment systems, soliciting input through formal
structures and informal interactions.



Throughout 2021, DVHA leveraged its stakeholder network to communicate important changes, events, and
opportunities for Vermonters.

DVHA hosted a series of live Virtual Town Hall Events for the public to learn about the increased financial help
offered by the American Rescue Plan Act (ARPA). DVHA paired this with an online toolkit making the
information accessible and shareable in multiple mediums including, social media, articles, flyers, and the recorded
town hall events.

DVHA'’s educational work in advance of and during open enrollment focused on health insurance literacy and
helping customers understand the total cost of insurance. VHC hosted several open enrollment events and partnered
with stakeholder organizations in events aimed at helping customers and potential customers better understand
health insurance terms, financial help, and how to interact with the VHC system.

The online Plan Comparison Tool continues to be a core piece of DVHA’s health insurance literacy effort. The tool
helps Vermonters better understand their subsidies and assess how various plan designs and out-of-pocket costs
could impact their total health care costs. The tool was created by the non-profit Consumers’ Checkbook and was
named the nation’s best plan selection tool by Robert Wood Johnson.

DVHA continued to heavily promote usage of the Plan Comparison Tool in addition to other resources. The Plan
Comparison Tool was visited over 6,300 more times in 2021 than in 2020. During the final quarter of 2021, which
included most of the annual open enrollment period, the tool was visited more than 31,000 times. On par with annual
results, the final quarter saw a 9% increase during this period.

Future Development

To make it easier for Vermonters to submit pay stubs and other personal documents to verify their eligibility for
marketplace benefits, along with other health care and economic services programs, the State’s Integrated Eligibility
& Enrollment (IE&E) Program designed a technical solution that utilizes mobile and online technology to submit
documents. This solution will improve the efficiency of the eligibility determination process and result in a better
customer experience for Vermonters. In 2019 the pilot version went live and within Q3 2020 authentication was
completed to allow this tool to be used by all Vermonters. Due to COVID-19, VHC has not been able to advertise
this tool for use as verifications are on hold due to the Public Health Emergency

IV. Findings

i External Quality Review

[Key updates:
e DVHA received a compliance score of 95.8% during this year’s EQRO Audit.

e DVHA received an overall PIP validation score of Met — with 100% of all
applicable evaluation elements receiving a score of Met.

e All DVHA performance measures reported to AHS were determined to be reliable
and valid.

Also, during this year, the state spent time preparing subject matter experts for the 2021 EQRO compliance audit. This
included an orientation to the audit standards and the audit timeline. In addition, the EQRO, HSAG, performed a fully
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remote version of their annual review of compliance with standards. Activities included a desk review of documents
and conducting virtual interviews with key staff members. These annual audits follow a three-year cycle of standards.
During this year’s review, HSAG evaluated the degree to which DVHA complied with federal Medicaid managed care
regulations and the associated AHS intergovernmental agreement (IGA) in three performance categories (i.e.,
standards). The three standards (i.e., Practice Guidelines, Quality Assessment and Performance Improvement Program,
and Health Information Systems) included requirements found at CFR §438.236, §438.242, and §438.330.

Subject matter experts and managers from several units and departments represented their programs and provided
answers and documents to the reviewers. During the review, the auditors discussed some strengths and potential
required corrective actions as well as some recommendations to make our programs stronger. During the exit interview,
we learned that there would be required actions for this audit. Upon completion of the audit, DVHA and AHS staff
discussed strategies for better document control and methods for following up on previously corrected items.

Also, during this year, the EQRO conducted the Performance Measure Validation (PMV) activities remotely. The
validation activities were conducted as outlined in the Centers for Medicare & Medicaid Services (CMS) publication,
EQR Protocol 2: Validation of Performance Measures Reported by the MCO: A Mandatory Protocol for External
Quality Review (EQR), Version 2.0, September 1, 2012. Information was collected using several methods, including
interviews, virtual system demonstration, review of data output files, primary source verification, virtual observation of
data processing, and review of data reports. The virtual activities are described as follows: opening session, claims and
encounter data system, membership and enrollment data system and processes, provider data, data
integration/reporting, primary source verification, closing summation conference, and next steps.

EQRO Performance Improvement Project Validation activities are described in the Quality Improvement Section of
this report.

EQRO Audit Results:

During Q4 2021, the state-supported their External Quality Review Organization (EQRO), HSAG,
as they prepared this year’s set of reports for each of the mandatory EQR activities listed below.

Validation of the PIP

HSAG validated DVHA’s PIP, Managing Hypertension. The PIP topic addresses the management and control of
hypertension and is based on the HEDIS 2021 Controlling High Blood Pressure (CBP) measure and technical
specifications. For this year, HSAG’s validation evaluated the technical methods of the PIP (i.e., the PIP design).
HSAG used CMS’ PIP validation protocol as the methodology to validate the PIP. HSAG’s validation assessed Steps I
through VI. Based on its technical review, HSAG determined the overall methodological validity of the PIP. The topic
selected by DVHA addressed CMS’ requirements related to quality outcomes—specifically, the timeliness, and
accessibility of care and services.

Overall, 100 percent of all applicable evaluation elements received a score of Met. The following
subsections highlight HSAG’s findings associated with the completed Design stage. DVHA met 100
percent of the requirements in the Design stage, Steps 1 through 6. DVHA selected a topic based on data
analysis showing an opportunity for improvement and it is a topic of priority for the MCE. The goal of the
project is to improve health outcomes for the targeted members served. DVHA’s Aim statement set the
focus of the PIP and the framework for data collection and analysis of results. DVHA clearly defined the
eligible population and set up a performance indicator that was methodologically sound and aligned with
the HEDIS specifications. DVHA’s sampling and data collection processes were also found to be
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methodologically sound. The PIP had not progressed to the Implementation or Outcomes stage during this
validation cycle.

Validation of Performance Measures

HSAG validated rates for a set of performance measures selected by AHS for 2021 reporting. The validation
also determined the extent to which the Medicaid-specific performance measures calculated by DVHA
followed the HEDIS 2021 specifications. AHS identified the measurement period for all measures as
calendar year (CY) 2020. AHS required that the measures be calculated according to the National Committee
for Quality Assurance’s (NCQA’s) Healthcare Effectiveness Data and Information Set (HEDIS®) 20, Volume
2, Technical Specifications for Health Plans. Although most measures were reported using administrative
data, DVHA was required to report three measures using both administrative and medical record data, known
as the hybrid methodology, to ensure that the rates more accurately reflected the services provided to
beneficiaries.

The validation findings confirmed that all rates were reportable. Excluding information-only measures,
DVHA demonstrated strength, with 10 measure rates meeting or exceeding the 90th percentile. Of the 53
reportable rates with comparable benchmarks, four rates met or exceeded the 95th percentile.

DVHA performed at or above the 75th percentile for 23 of 53 (43.4 percent) measure rates appropriate for comparison
to benchmarks, demonstrating strengths in sufficient follow-up care following ED visits for mental illness and AOD
abuse dependence, appropriate ambulatory care (ED utilization), and engagement of AOD abuse or dependence
treatment. Conversely, 24 of 53 rates (45.3 percent) fell below the 50th percentile, indicating efforts should be focused
on ensuring adults have access to preventive and ambulatory care services, ED ambulatory care, and prenatal care.
DVHA also should focus on educating members on the importance of preventive care screenings. Initiation of AOD
abuse or dependence treatment and controlling high blood pressure are additional areas of focus for DVHA.

Monitoring Compliance with Standards

AHS requested that HSAG continue to review one of the three sets of federal Medicaid managed care standards during
each EQR contract year. For EQR contract year 2021-2022, AHS requested that HSAG conduct a review of the federal
Medicaid managed care standards described at 42 CFR 8438.236 (Practice Guidelines), 8438.242 (Health Information
Systems), and 8438.330 (QAPI Program), and the related AHS/DVHA IGA (i.e., contract) requirements.

HSAG conducted the review consistent with CMS Protocol 3. Review of Compliance With Medicaid and CHIP
Managed Care Regulations: A Mandatory EQR-Related Activity, October 2019. HSAG reviewed DVHA’s

written operating policies and procedures, program plans, meeting minutes, numerous written reports, and other

data and documentation related to DVHA’s performance during the review period. Reviewers also conducted

staff interviews related to each of the eight standards to allow DVHA staff members to elaborate on the written
information HSAG reviewed, assess the consistency of staff responses given during the interviews against the

written documentation, and clarify any questions reviewers had following the document review.

The information included in HSAG’s report of its findings related to the extent to which DVHA’s
performance complied with the applicable federal Medicaid managed care regulations and AHS’ associated
IGA contract requirements for providing accessible, timely, and quality services to beneficiaries. The
primary objective of HSAG’s review was to identify and provide meaningful information to AHS and
DVHA about DVHA'’s performance strengths and any areas requiring corrective actions.

HSAG reviewed DVHA'’s performance related to 24 elements across the three standards. Of the 24 elements, DVHA
obtained a score of Met for 22 elements (91.6 percent) and a Partially Met score for two elements (8.3 percent). As a
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result, DVHA obtained a total percentage-of compliance score across the 24 elements of 95.8 percent
Preparation of the External Quality Review Annual Technical Report

During Q4, 2021, the state supported HSAG as they compiled and analyzed all data from its 2021 EQR
activities to develop the Annual Technical Report. This report summarizes findings on access to and quality
of care including a description of how the data from all activities conducted per the Medicaid Managed
Care regulations were aggregated and analyzed, and conclusions were drawn asto the quality and timeliness
of, and access to the care furnished to its Medicaid beneficiaries.

SUD Monitoring Protocol

The SUD Monitoring Protocol specifies the methods of data collection and timeframes for reporting on the state’s
progress on required measures as part of the general reporting requirements described in STC 49 of the demonstration.
These metrics consist of (1) established quality measures endorsed by NQF or included in other Medicaid Quality
Measures measure sets, (2) CMS-constructed implementation performance metrics, and (3) state-defined Health
Information Technology (HIT) metrics. For each performance measure, the SUD Monitoring Protocol identifies a
baseline, a target to be achieved by the end of the demonstration, and an annual goal for closing the gap between
baseline and target expressed as percentage points.

During this year, the state calculated the monitoring metrics identified in the monitoring protocol. In addition to

reviewing the technical specifications manual, the state considered which monitoring metrics may be useful to include
in the formal waiver evaluation.

SMI/SED Monitoring Protocol

The state’s special terms and conditions (STCs) for its current five-year demonstration period (July 1, 2017—June 30,
2021) were amended in December 2019 to include a Serious Mental Iliness (SMI) component. As per the new STCs,
the state is required to submit a SMI Monitoring Protocol to CMS within 150 calendar days after approval of SMI
implementation plan.

Components of the Monitoring Protocol must include the following: 1) an assurance of the state’s commitment and
ability to report information relevant to each of the program implementation areas listed in STC 103(c) and STC
104(c), reporting relevant information to the state’s SMI/SED financing plan described in Attachment C, and reporting
relevant information to the state’s Health IT plans described in STC 104(d); 2) a description of the methods of data
collection and timeframes for reporting on the state’s progress on required measures as part of the general reporting
requirements described in Section 1X of the demonstration, and 3) a description of baselines and targets to be achieved
by the end of the demonstration. Where possible, baselines will be informed by state data, and targets will be
benchmarked against performance in best practice settings.

The state received Monitoring Protocol Template approval from CMS this year.
During this year, the state also worked with CMS to identify a SMI Mid-Point Assessment due date. The original due
date per the STCs was December 31, 2020. After considering the short time during which the SMI component has

been authorized under the current demonstration and the desire to ensure several years of metrics from which to draw
an analysis of trends, the due date for SMI/SED Mid-Point Assessment was extended to June 30, 2024.

SMI/SED Mid-Point Assessment
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As mentioned above, the due date for SMI/SED Mid-Point Assessment was extended to June 30, 2024.

ii. Quality Assurance and Performance Improvement Activities

Key updates from QE122021/Annual:

e DVHA continued work on the formal PIP topic of managing hypertension and met
100% of the PIP protocol standards within its Annual Summary submission.

e The Quality Team maintained a COVID-19 dashboard throughout the year to
monitor the response to the pandemic: both the impact it has had on operations
and the activities staff have engaged in.

e Staff from DVHA’s Quality, Oversight & Monitoring and Compliance units
began developing a comprehensive risk assessment for Vermont’s Medicaid
program at the end of 2021.

The DVHA Clinical Services Team monitors, evaluates, and improves the quality of care to Vermont
Medicaid beneficiaries through the use of performance and utilization management frameworks. The
Team makes data-driven decisions about beneficiaries’ care and improvement projects through
measuring and monitoring efforts. Efforts are aligned across the Agency of Human Services (AHS) as
well as with community providers. The team is responsible for instilling the principles of quality
management throughout DVHA; helping everyone in the organization to achieve excellence. The
team’s goal is to develop a culture of continuous quality improvement throughout DVHA.

PIHP Quality Committee

The Quality Committee remained active throughout 2021 and consists of representatives from all
departments within AHS that serve the Medicaid population. The committee continues to structure its
work around the federal managed care quality program guidelines and the triple aims of health care:

improving the patient experience, improving the health of populations, and reducing the per capita cost
of health care. During this period, the Quality Committee reviewed our performance for the measures
within DVHA'’s Global Commitment to Health Core Measure Set. These measures are chosen to
represent the breadth of services provided to Vermont Medicaid members and to act as an indicator of
our overall Medicaid members' health. Most of these measures are validated each year by an external
quality review (EQR) organization. As a result of the Quality Committee’s review, a short list of
potential quality improvement topics is identified.

Additionally, the committee followed our work plan throughout the year and reviewed the annual Child and
Adult CAHPS surveys, a grievance and appeals summary and confidentiality procedures, including HIPAA
breach tracking.

Formal CMS Performance Improvement Project (PIP)

At the end of CY 2020 DVHA followed our standard operating procedure (SOP) for the selection of a newformal
CMS PIP topic. Through that process, managing hypertension was chosen as our recommended study topic.

The project team is assembled and has performed a root cause analysis exercise. Barriers were reviewed and
prioritized by the project team. Intervention activitieswere chosen, and sub-groups were created to work on
activities related to policy/reimbursement, provider and patient education and community resources. Sub-group
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intervention planning, and implementation continued throughout CY 2021. DVHA met 100% of the PIP protocol
standards within its Annual EQRO Summary submission.

Other Collaborative Quality Improvement Projects

DVHA'’s Clinical Services Team strives to realize efficiencies, align priorities and reduce redundancies. With
these overarching goals in mind, the Quality team continued to work with thefollowing groups on collaborative
QI projects during CY 2021:
DVHA'’s Clinical Operations unit to address a legislative directive. DVHA is exploring prior authorization
requirements with a lens toward recommending modifications to current practice.

- The Department of Mental Health on an Agency-wide alternative payment model (APM) for inpatient
services delivered by a regional inpatient psychiatric hospital. The purpose of the APM is to add
administrative simplicity in claims processing and a predictable cash flow for inpatient stays that are
primarily the responsibility of Vermont Medicaid. The Clinical Services Team lead the work group that
established quality of care measures to ensure that cost and quality incentivesare aligned in the APM.

Additionally, during CY 2021, a Vermont team was accepted into and began participating in the
CMS/Mathematica-sponsored learning collaborative focused on youth in foster care. DVHA’s Quality Unit is
partnering with colleagues from the Department of Children and Families (DCF), the Vermont Department of
Health (VDH), and the Vermont Child Health Improvement Program (VCHIP) on this effort.

Quality Measure Reporting

e CMS Medicaid Quality Core Measure Sets —
« The Quality Unit and the Data Unit prepared the Adult and ChildQuality Core
Set rates that we plan to submit when the new CMS reporting platform is unrolled.

e Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey - the DVHA Quality
Unit’s Director of Quality Management coordinated the 2021 Consumer Assessment of Healthcare
Providers and Systems (CAHPS) Children’s and Adults Medicaid 5.0H survey. Of note this year,
DVHA included the new AHRQ supplement questions regarding access to mental health care
services. The contracted vendor, DataStat, Inc., distributed and collated the surveys according to AHRQ
and NCQA protocols in the fall 0f2021. The results of the surveys were delivered to DVHA in February
2022 and will be presented by the Director of Quality Management to the PIHP Quality Committee and
DVHA'’s Management Team in March 2022.

e HEDIS measure production — In addition to producing administrative (claims-based) measures, the
Clinical Services Team produced four (4) HEDIS hybrid measures in 2021. DVHA performs internal
training and record abstraction for two of those hybrid measures, while our vendor produces the
remaining two. DVHA’s administrative and hybrid measure rates were validated by our EQRO.
Individual measure results were confirmed, and areas of strength were highlighted, as were
opportunities for improvement.

Quality Unit staff originally spearheaded conversations with staff from Vermont Information Technology
Leaders (VITL) in 2019 to explore using the data stored in the Vermont Health Information Exchange
(VHIE) for hybrid measure production in the future. Initial system testing was performed in CY 2020 and
indicated a need for further analysis. This work was slowed due to the COVID-19 pandemic but resumed
at the end of 2021.
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Results Based Accountability (RBA)/Process Improvement

Results Based Accountability (RBA) scorecards are developed at DVHA for both internal and external
performance management purposes. The use of this performance management framework and corresponding
presentation tool has been spearheaded by the Agency’s Central Office QI staff. The DVHA Quality Unit staff
received training and has used this tool to create a Global Commitment to Health Core Measure scorecard,
Experience of Care, and other performance budgeting scorecards. DVHA’s largest scorecard, named the
Performance Accountability Scorecard includes key performance measures for each unit within the
Department for use by the Management Team to evaluate programs and services. Scorecards that were newly
developed or actively maintained during 2021 include the following initiatives: Adult Core Set of Health Care
Quality Measures, Child Core Set of Health Care Quality Measures, and DVHA Dental Program.

The Clinical Services Team also maintained its Green Belt status during 2021 by attending
development courses and participating in regular Agency-level meetings. Green Belt is the highest level
of internal training offered through the State based on LEAN/RBA principles. The training is centered
around process improvement and contributes to the Governor’s initiative called PIVOT, or Program to
Improve Vermont Outcomes Together.

COVID-19 Dashboard

The Quality Team was tasked with creating and maintaining a COVID-19 dashboard at the end of
March 2020 to monitor the response to the pandemic: both the impact it has had on operations and the
activities staff have engaged in. Currently an internal evaluation tool, the dashboard is updated weekly
and made available to all DVHA staff via our intranet. DVHA’s Management Team highlights certain
metrics within the dashboard at its regular meetings. This work was maintained throughout 2020 and
2021. Additional measures are added to the dashboard as appropriate.

Vermont Next Generation Medicaid ACO

In 2021 DVHA’s Director of Quality Management received, reviewed and approved the quarterly
VMNG ACO quality management reports. Quality and Clinical staff from both organizations met
quarterly with a focus on quality measurement and ongoing QI efforts. A representative from the
VMNG ACO is a standing member of DVHA’s formal PIP, the topic ofwhich is managing
hypertension.

Comprehensive Risk Assessment

Staff from DVHA'’s Quality, Oversight & Monitoring and Compliance units began developing a comprehensive
risk assessment for Vermont’s Medicaid program at the end of 2021. The purposes of the project are to:
= identify, analyze, prioritize and correct compliance risks across all departments and programs responsible
for Medicaid service delivery;
= take advantage of opportunities to move beyond compliance and look for ways to improve the services we
deliver to Vermonters.
The assessment entails collaboration with other Agency departments. In 2022, this project will also inform the
DVHA Compliance Committee work plan and updates to DVHA’s Intra-Governmental Agreements (IGAS).
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AHS Performance Accountability Committee

The COVID-19 public health emergency continued to divert the AHS resources allocated to the Performance Accountability
Committee. AHS will continue to assess the needs associated with the pandemic and reallocate resources when appropriate. It
is hoped the committee can reconvene during the first quarter of next year.

Global Commitment (GC) Investment Review

AHS Departments are required to monitor and evaluate the performance of their investments on an ongoing basis and
subject them to formal review according to a periodic schedule. Performance monitoring is accomplished via a
quarterly and annual review of performance information contained in a web browser-based software application (Clear
Impact Scorecard). The scorecard includes the following data elements: investment description (i.e., the goal of the
investment, the activities being supported, and information on how they are provided), performance measures (i.e., the
data being collected and analyzed to determine if the investment is achieving its desired goal), results (performance
measure rates for the most recent reporting period), and an interpretation of the results (i.e., comparing actual to
expected rates using performance targets and/or benchmarks and to characterize trends or patterns in the data). During
this year, DMH, DVHA, DCF, DOC, VDH, and DAIL highlighted the performance of a subset of their investments
using the scorecard in one of the quarterly reports to CMS. During this most recent quarter, DVHA highlighted the
performance of a subset of its investments. The Clear Impact Scorecards for these investments are included in this
report as Attachment 7.

Payment Models & Performance Monitoring

AHS Departments are required to monitor and evaluate the performance of their payment models on an ongoing basis
and subject them to formal review according to a periodic schedule. Performance monitoring is accomplished via a
quarterly and annual review of performance information contained in a web browser-based software application (Clear
Impact Scorecard).

The scorecard includes the following data elements: payment model description (i.e., the goal of the payment model,
the activities being supported, and information on how they are provided), performance measures (i.e., the data being
collected and analyzed to determine if the payment model is achieving its desired goal), results (performance measure
rates for the most recent reporting period), and an interpretation of the results (i.e., comparing actual to expected rates
using performance targets and/or benchmarks and to characterize trends or patterns in the data). During this year,
scorecards for the following payment models were published in one of the quarterly reports to CMS: Dental
Incentive Program, Children’s Integrated Services, Vermont Medicaid Next Generation (VMNG) Accountable
Care Organization (ACO), DMH, and all three Blueprint for Health payment models: Patient-Centered Medical
Homes, Community Health Teams, and the Women’s Health Initiative. During this most recent quarter, DCF
highlighted the performance of its Children’s Integrated Services payment model. The Clear Impact Scorecard for
this payment model is included in this report as Attachment 8.

Comprehensive Quality Strategy (CQS)/State Transition Plan (STP)

During this past year, the state resubmitted the Statewide Transition Plan (STP) in response to CMS feedback. On
March 17, 2021, and June 4, 2021, CMS provided additional feedback. These changes did not necessitate another
public comment period. The state subsequently addressed all issues and resubmitted an updated version of the STP on
October 11, 2021. The technical changes made by the state were related to the following items: site-specific settings
assessment process, provider self-assessment surveys, individual, private homes, validation of HCBS settings,
remediation strategies, reverse integration strategies, non-disability specific settings, ongoing monitoring of settings,
and heightened scrutiny. The state is awaiting CMS review — with the hopes of receiving final approval of its STP
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during the next quarter.

Global Commitment (GC) Evaluation Activities (including SUD and SMI/SED)

During this year, the existing Global Commitment to Health demonstration evaluation contract with Pacific
Health Policy Group, PHPG, to perform the evaluation activities outlined in the CMS-approved evaluation
design. Activities included identifying additional data element requirements associated with performance
measures used to support evaluation-related research questions and hypotheses, developing a standardized
instrument to collect the required data elements, and supporting the calculation of the rates associated with the
measures submitted via the tool to the evaluator.

GC Final Evaluation Design

The GC Final Evaluation Design is the state’s plan for how it will accomplish the evaluation of their 1115 wavier.
Specifically, the design identifies the state’s hypotheses, evaluation questions, associated measures, and analytic
methods. During the year, the state continued to work with its independent evaluator to incorporate the Serious Mental
[lIness (SMI) amendment provisions into the existing Global Commitment to Health demonstration evaluation

design. Specifically, the document was revised to meet the requirements specified by the demonstration’s Special
Terms and Conditions (STCs), include CMS SMI monitoring and evaluation tools, and align with CMS SMI evaluation
design guidance. During this year, the state submitted and received CMS approval for the final version of the GC
Evaluation Design.

GC Interim Evaluation Report

The state’s GC Interim Evaluation Report (IER) was submitted to CMS during Q4 2020. The report was produced by
an independent evaluator using CMS tools and guidance to ensure alignment with the state’s special terms and
conditions and CMS expectations. Specifically, the draft interim evaluation report discusses evaluation progress and
presents findings to date using hypotheses, evaluation questions, and measures identified in the CMS-approved
evaluation design. During this year, the state worked with the independent evaluator to modify the IER to respond to
the CMS feedback. A final version of the report was submitted and approved by CMS during the year.

During the quarter, the state continued to work with its independent evaluator, PHPG, to collect the
necessary data to support the development of the Summative Evaluation Report. The report includes the
information in the CMS-approved Evaluation Design. The state will continue to regularly monitor the
availability of data to support the evaluation report and assess its ability to maintain the current
timeline. The state will reach out to those supplying data for the evaluation during the next quarter.

Intra-Governmental Agreement (IGA) between AHS and DVHA

During this year, the AHS QIM submitted the 2021 Agency of Human Services (AHS) and the Department of
Vermont Health Access (DVHA) IGA to CMS for approval. All requested changes to the 2020 agreement
were incorporated into the 2021 version.

iii. Member and Provider Services

Key updates from QE122021:
e 2021 Summary
e Quarter 4 Updates
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The Member and Provider Services (MPS) unit ensures Vermont Medicaid members have access to
appropriate health care for their physical health, mental health, and dental health needs. Member and
Provider Services also works to ensure Vermont Medicaid members are informed, member issues are
addressed promptly, and members are satisfied with the answers received. The Customer Support Center is
the point of initial contact for members’ questions and concerns. If questions or concerns exist after talking
with Customer Support, they come to Member and Provider Services staff for additional information/review.
In addition to these responsibilities, the Member and Provider Services unit monitors the adequacy of the
Vermont Medicaid network of providers and is responsible for the implementation of enrollment, screening,
and revalidation of providers following Federal requirements.! Al professionals providing services under
the State plan, or under a waiver of the State plan, must be enrolled as participating providers with Vermont
Medicaid.

2021 Summary

The Member and Provider Services (MPS) unit, like all units within the Department of Vermont Health
Access, faced many challenges throughout 2021 due to the ongoing COVID-19 pandemic; however, staff
and state partners effectively acted to ensure that standards were met, and services properly delivered.

COVID-19 Response

To support Vermont Medicaid-enrolled providers in providing health care services for Vermont Medicaid
members in a safe and timely way, and to ensure Vermonters have access to necessary care, Vermont
Medicaid instituted the following changes in 2021, and communicated the following in response to requests
from providers for additional guidance:

« Although the State of Emergency was lifted for Vermont, the federal COVID-19 public health
emergency and associated waivers are still in place. Prior authorizations that are currently waived
continue to be waived under the federal public health emergency.

« Inaddition, as of June 1, 2021, prior authorizations were no longer required for imaging services,
most durable medical equipment and supplies through the medical benefit and most dental services.

1 42 CFR §455.410 and § 455.450.

« Prior authorizations are still required for services with the potential to cause imminent harm, services found on
the Fee Schedule indicating a prior authorization is required, and for items not found on the Waived Prior
Authorization List (updated October 28, 2021).

« For pharmacy prior authorization requirements, refer to the Preferred Drug List and Clinical
Criteria.

o Beginning January 1, 2021, the Department ceased extending existing pharmacy prior
authorizations beyond their normal expiration date.

As of September 2021, Vermont Medicaid re-started provider enrollment and revalidation processes,
allowing providers the flexibility to continue to waive these requirements if a provider indicates they need the
flexibility to continue to offer timely access to care for Medicaid members per Vermont law. This approach
has been well-received by providers to date, with many understanding that Vermont Medicaid could
experience a significant backlog of provider enrollments once the public health emergency ends and the
impact could adversely affect the level of service providers are accustomed to receiving. As a result,

provider participation in enrollment and revalidation processes has been high.
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The Member and Provider Services unit dedicated a lot of staff time to answering questions from Vermont
Medicaid members and providers related to COVID-19 testing, obtaining test results, diagnosis, treatment, or
vaccination services. While Vermont Medicaid’s co-payment requirements before the public health
emergency were limited to outpatient hospital services, dental services, and prescription medications unless
Medicaid members were exempt, and Vermont Medicaid eliminated co-payments for outpatient hospital
services and certain prescription medications (i.e., used to treat the symptoms of COVID-19) to ensure co-
payments did not apply for those services, members and providers had a lot of questions, particularly during
periods of rising COVID-19 case counts, and when at-home COVID-19 antigen testing began to be
promoted as broadly available without any co-payment. Member and Provider Services provided frequently
updated guidance for providers related to billing for testing, diagnosis, treatment, and vaccination services
(including booster doses) to support providers in being reimbursed for these services when caring for
Vermont Medicaid members. Finally, Member and Provider Services dedicated a lot of time to the Non-
Emergency Medical Transportation program given the ongoing need for transportation to medical
appointments and constantly changing COVID-19 community conditions, as well transportation for COVID-
19 positive cases for isolation for Vermont’s homeless population.

Implementation of New Electronic Data Interchange (EDI) Translator and Resolving Provider Issues Post-
Implementation

The State of Vermont uses Electronic Data Interchange (EDI) standards to define the format of healthcare-
related information (e.g., claims, payments, eligibility) when it is transferred from healthcare providers to
their Trade Partners and the State of Vermont. The Sybase EDI Translator, a component of the Medicaid
Management Information System, was no longer supported and needed to be replaced. Implementing the
new Oxi EDI Translator was needed for adherence to the established EDI standards and to align with other
states and payers. The new Oxi EDI Translator launched on May 9, 2021, and technical development
continued throughout the summer of 2021 to stabilize the system and support providers who experienced
issues submitting the 837 professional, institutional, and dental transactions. Migration was completed for
Real-Time Eligibility and Claim status transactions in 2021.

Healthcare Effectiveness Data and Information Set (HEDIS): Supporting Participation in Medical Record
Review for Maximum Retrieval

The Healthcare Effectiveness Data and Information Set (HEDIS) is a tool used by more than 90 percent of
America’s health plans to measure performance on important dimensions of care and service. Altogether,
HEDIS consists of 90+ measures across 16 domains of care. Vermont Medicaid runs the full set of HEDIS
administrative measures and in 2022 is producing 4 hybrid measures. Hybrid measures combine
administrative claims data with data abstracted from member records during a medical record review. The
4 hybrid measures are:

« Controlling High Blood Pressure (CBP);
« Comprehensive Diabetes Care (CDC);
» Prenatal & Postpartum Care (PPC); and

« Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
(WCC).

Cotiviti is the medical record retrieval contractor for Vermont Medicaid and contacts providers to request
medical records to support the Medical Record Review. Member and Provider Services staff, in cooperation
with Quality Unit staff, worked with Vermont Medicaid providers to ensure participation and achieve
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maximum medical records retrieval in 2021.

Interoperability and Patient Access: Implementing Daily Exchange for Improved Access

Interoperability & Patient Access is a project to implement multiple policies required to improve patients’
access to their health information. Part of this project requires states to increase the exchange frequency of
enrollee data for individuals dually eligible for Medicare and Medicaid, by requiring MMA1 and Buy-In2
file exchanges daily. Increasing these file exchanges from monthly to daily is expected to improve the dual
eligible beneficiary experience by ensuring almost “real-time” access to appropriate programs and ensuring
services are billed appropriately the first time, eliminating waste and burden. States are required to
implement this daily exchange starting April 1, 2022. The requirement impacts current processes as the
State works to implement this daily exchange for April 1, 2022.

Impacts for Vermont Medicaid:
« Buy-in accretions, deletions, and changes will be sent to CMS daily;
» Buy-in accretions, deletions, and changes will be almost immediate;
* Notices that result from Buy-in will be generated daily;
» Decrease in Best Available Evidence requests to Medicare Part D Plans;
» Decrease in access to care, pharmacy interventions; and
» Decrease in retro-billing.

Payment Error Rate Measurement (PERM): Audit Support for Provider Participation in Reducing Improper
Payments

The Centers for Medicare and Medicaid Services (CMS) developed the Payment Error Rate Measurement
(PERM) program in response to the Improper Payment Information Act. This act requires federal agencies to
annually review programs they oversee that are susceptible to significant erroneous payments, estimate the
number of improper payments, report those estimates to Congress, and submit a report of the actions the
federal agency is taking to reduce erroneous expenditures. The Improper Payments Elimination and
Recovery Act further enhanced the Improper Payment Information Act and aims to further reduce improper
payments.

Member and Provider Services staff provided an update to providers on December 10. 2021, indicating that
the Payment Error Rate Measurement (PERM) audit had commenced and claims from July 1, 2021, through
June 30, 2022, will be sampled. Providers selected for the audit are required to submit all requested claim
medical records and documentation. Providers have 30 days from the date of receipt of notice to submit
required claims medical records and adjoining documentation to NCI Information Systems, Inc. If additional
information is needed, providers have 14 days from the date of receipt of notice to send in the information.
Member and Provider Services staff provide support for the Payment Error Rate Measurement audit.

Green Mountain Care Website Transition: Improving Website Experience for Members and the Public

To improve Vermont Medicaid members’ experience with web-based information and to ensure the delivery
of timely, accurate information for Medicaid members and the public, Member and Provider Services staff
successfully transitioned all Green Mountain Care website information to the Department of Vermont Health
Access website. As of December 6, 2021, all Member Resource information about Vermont Medicaid health
insurance programs can be found by visiting the Department of Vermont Health Access website:

https://dvha.vermont.gov/apply.
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The website transition allows for a “no wrong door”” approach to accessing Vermont Medicaid programmatic
information while also reducing the number of websites or clicks that a visitor may have experienced with
the previous multiple website approach.

V. Cost Containment Initiatives

i. Vermont Chronic Care Initiative (VCCI)

Key updates from QE122021:
e COVID-19 Response
e Report on Inpatient and Emergency Department utilization decreased post VCCI enrollment
for CY 2020
e Collaboration with Department of Corrections
e CMS certified Care Management System - contract extension approved

The VCCI provides holistic, intensive case management services to Vermonters enrolled in Medicaid, including dually
eligible beneficiaries. The VCCI team is comprised of licensed, field-based case managers who provide clinical case
management services to the complex beneficiaries within the communities they serve. Two non-licensed professional
staff complement the team, with their primary role as outreach to those members new to the health plan. VCCI works
with beneficiaries referred for complex case management by healthcare and human services providers, state colleagues
and partners, as well as through our care management predictive modeling methodology. VCCI case managers and
outreach coordinators are also welcoming members new to Medicaid (NTM), and screening members to identify and
prioritize needs. Our screening tool asks members questions about access to care (including primary and dental), the
presence and status of health conditions, and other needs that would assist them in maintaining +/or improving their
health such as housing, food, and safety. The VCCI team works to connect members with medical homes, community-
based self-management programs, local care management teams, and assists members in navigating the system of
health and health-related care.

During CY 2021, VCCI continued to be a resource in the state’s response to the public health crisis with
both licensed and non-licensed staff available for COVID vaccination in the roles of either vaccinator or
intake/exit worker. In the spring of 2021, as eligibility for the vaccine expanded to include those with at-risk
conditions, registered nurses helped with condition validation for unsure individuals, and strived toward the
bias of inclusion, vs exclusion. Development of the workstream included working with sister departments for
data about vaccine registration, with two medical providers for condition validation screening tools, and with
vaccination sites for scheduling appointments. Staff appreciated being part of these states’ efforts. The
pandemic has certainly highlighted telehealth services as an important tool for both patients and healthcare
providers, but lack of technology access can be a barrier for some. To increase beneficiary access to
telehealth services/providers, as well as to their VCCI case manager, VCCI procured technology through a
federal grant. VCCI received 2 distributions of technology and the team continued to distribute both iPads
and/or Wi-Fi extenders to beneficiaries with identified needs and with the ability to navigate the use of the
technology. At end of this CY 2021, VCCI has been able to distribute technology to 63 unique beneficiaries.

The start of CY 21 continued with the backdrop of the pandemic, and face-to-face visits with beneficiaries
remained suspended due to the then status of COVID-19, with virtual and phone as primary modes of
interaction. (Figure 1). In June, VCCI field-based case managers resumed face-to-face visits with a small
cohort of the population, following specific criteria as developed with our medical providers. Criteria
included those with recent discharge from hospital for medical/psychiatric; those with cognitive/intellectual
disabilities; those with barriers to phone/virtual; with AMS changes. Currently, in-person encounters remain
limited, and we remain hopeful to continue to expand who we see in person and will continue to follow
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public health guidance and work with our medical providers.

Figure 1. Beneficiary Face to Face Visits

S SFY22
Jan-21 Feb-21 Mar-21 Apr-2t May-21 | Jun21 | Jull | Augl | Oct2 | Nov-2 Dec-H
Measure 215201 AN 4152021 SMBI2021 | 6MAI2021 | THBI20M | 152021 | 92021 | 10MBI2021 | 1111812021 ) 121502021

% of VCCl enrolled members with a

face tofacevisit during the month 158% 0.00% 0.00% 0.34% 033% | 351% | 2096% | 2658% | 2318% | 2362% | 23.66%

The pandemic has certainly impacted the healthcare communities and the necessary prioritization of their
healthcare operations, responding to acute concerns of their healthcare communities. As the demands of the
stabilization response to the pandemic have decreased, communities feel the impact of healthcare
organizations being understaffed, burnt out +/or changes in staff roles. The medical home care coordinators
with whom the VCCI case managers closely collaborate have either left their positions or been redeployed to
other roles, by their organizations. Mental health, long-term care, and housing agencies have also not been
immune to staffing challenges. This has directly affected the opportunity to convene care team meetings for
beneficiaries with complex health and social needs, and VCCI looks forward to helping to support
Vermont’s efforts toward standardizing the delivery of the complex care model in the upcoming year.

VCCI aims to support appropriate transitions of care, recognizing that beneficiaries may be most vulnerable
at this time. These transitions of care (TOC) may be commonly thought of with discharges from either a
medical or psychiatric admission. In the Spring of this CY 21, VCCI cooperated with the Agency of Human
Services and its Department of Corrections, in looking at how systems support the population leaving
incarceration with reentry into their communities. Through TOC, beneficiaries identified receive an
assessment, medication reconciliation, ensure provider follow-up, develop a personalized plan of care, and
appropriate communication to providers involved in the care. Planning on workflow included staff from
Department of Corrections (DOC) healthcare and field operations, their Chief Medical Officer, DOC’s
contracted health vendor, regional probation, and parole offices. This work remains in its plan/do phase, and
yet some systems challenges have been identified: structured employment/training opportunities are lacking,
and procurement of housing may be even more challenging for the population affiliated with DOC. Looking
ahead to 2022, it is anticipated that as this work evolves, VCCI will be able to move through the study
phase.

Prevention of readmissions remains a priority of the VCCI; helping members manage their transition from
an inpatient stay, back to their communities. The VCCI receives referrals directly from inpatient/facility
case managers, as well as from utilization reviews within Vermont Medicaid. The VCCI team strives to
facilitate safe transitions of care including medication reconciliation and medical/behavioral health
appointment follow-up appointments. CY 2020 report demonstrated a continued reduction in both IP and ED
utilization in the VCCI intervened population. Beneficiaries enrolled in VCCI services had a 31% decrease
in hospitalizations and a 20% decrease in emergency room visits, while beneficiaries not enrolled in VCCI
services experiences increases in hospitalizations and emergency room visits. (Figure 2). VCCI intervention
contributes to reduced burdens on the already taxed healthcare systems and cost savings.
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Figure 2. Inpatient and ED Utilization
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Inpatient Hospitalization ED Visits

VCCI field-based case managers continued to serve beneficiaries throughout this past year and continued to
meet in person with those most at risk while using virtual and telephonic platforms for those with more
stable conditions and status. As seen below, VCCI provided care management services to 770 unique
individuals in CY2021. The length of time and regularity of visits is dependent on the complexity and
severity of the needs of the beneficiaries. VCCI case managers work with beneficiaries until the goals of
their care plans are met.
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VCCI continued work started in 2019, of telephonic outreach and screening to beneficiaries new to the
health plan. The new Medicaid screening tool poses questions related to access to health care and healthcare-
related issues including Primary Care, Dental, housing, transportation, and food, with direct facilitation to
those services desired by the beneficiary. The numbers new to the health plan began to ebb in the Spring of
2021, from what is thought to be higher numbers in mid-2020 due to pandemic-related changes in
circumstances for individuals. (Figure 3). Timely access to some services desired by beneficiaries,
continued to present as a challenge this past year - dental practices were closed to new patients, including
VT Medicaid; were experiencing long wait times.

24



Figure 3. Number of New Medicaid Beneficiaries Screened

Received from data unit 1M5/2011 | 21572021 | 31502021 | 411572021 | 51152021 | 6M5/2021 | TH52021 | 81512021 | 9157201
# of new to Medicaid members (Adults 18+) 764 543 367 n 525 473 453 607 472
# of new to Medicaid members reached 272 121 110 79 163 116 118 3n 156
# of new to Medicaid members screened 246 214 157 163 27 208 174 254 226
% of new to Medicaid members screened 3220% | 4092% | 4278% | 4301% | 4514% | 4397% | 3841% | 4185% | 4788%

Successful facilitation of access to PCP appointments to establish new patient care presented as a challenge
this past year, with barriers including long wait times for new patient appointments, the requirement for
former health records, and practices closed to new patients. These factors may have impacted the low data
point for successful care establishment (Figure 4). Wait times for new patient appointments varied
throughout the state; one practice was citing a 7-12 month wait time. Several practices require former health
records before even scheduling a new patient appointment. Work is anticipated with state colleagues and
VITL to provide reinforcement and training on Vermont’s information exchange as an initial mechanism to
obtain a health history and medication list while awaiting a more comprehensive health record set.

Figure 4. % Successful PCP Establishment

%2 of New to Medicaid members who accepted help with PCP establishment
and who successfully established care with practice/medical home
Measure 101552021
#H of "New to Medicaid™ members who already had a PCP they saw regularly
[of those screened) A6S
# who didn't hawve a PCP and declined help 27
# who didn't hawve a PCP and accepted help 135
#HF of members who successfully established care 11
%2 of mMmembers who successfully established care 8. 27%

The care management platform utilized by VCCI, eQ Health is CMS certified and DVHA has exercised the
option to extend the contract with the vendor for one year, with an option of 2 one-year extensions. eQ Health
provides evidenced-based surveys, personalized plans of care, clinical trackers, both member, and provider
correspondence, receives claims/data feeds from SOV, and provides the platform for case managers to
document their case notes. This past year, 3 clinical assessments were updated - Heart Failure, Asthma, and
Diabetes- all reviewed by eQ Health’s medical team, then tested and approved by VCCI. The system contains
clinical information via an interface with Vermont’s HIE vendor, VITL, and alerts the case manager to ED or
IP utilization, enhancing case managers’ ability to formulate and put into motion a truly patient-centered,
clinically focused plan of care. This CY 2021, a data use agreement was completed with the state’s ACO, and
VCCI assessments and screenings were shared with the goal of the ACO completing data analysis on ACO
attributed member responses to sdoh status questions. Although able to cite the benefit of the screening
answers being member-driven/responded, the ACO opted not to pursue any future agreements based on the
small cohort numbers.

This CY 2021, VCCI continued to adapt in response to the pandemic, while continuing to serve at-risk
beneficiaries and identified needs ranging from high ED utilization, hospital discharges without access to
outpatient community supports, the prevalence of destabilization of mental health conditions, prevalence of
substance use, housing insecure and transient. At the start of 2021, VCCI staffing was at 19 with 3 vacancies;
and ended with 18 staff and 4 vacancies, remaining relatively stable.

Goals CY 2022:
1. Increase in the resumption of face-to-face visits with beneficiaries enrolled in VCCI.
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2. Increase the number of members who successfully establish primary care with VCCI intervention.

3. Improve and clarify referrals processes throughout and within the 6 departments of the AHS, and
develop further clarified integration of the Agency of Human Services Field Services Division and
VCCI.

4. Work with our state systems to develop and provide training on evidence-based practices and the
complex care models to help create efficiencies and effectiveness in community-based care.

ii. Behavioral Health

Key updates from QE122021.:
e Inpatient psychiatric placements
e Applied Behavior Analysis

The Behavioral Health Team is responsible for concurrent review and authorization of inpatient psychiatric
and detoxification services for Medicaid primary members. Team members work closely with discharge
planners at inpatient facilities to ensure timely and appropriate discharge plans. DVHA collaborates with
Agency partners to support the coordination of care. The team refers members to VCCI services and helps
ensure continuity of care for members already enrolled with VCCI.

As of March 1, 2021, Vermont Medicaid modified the reimbursement methodology for inpatient
services delivered by the Brattleboro Retreat (the Retreat). Before implementation Department of
Vermont Health Access & Department of Mental Health reimbursed the Retreat for services using
different methodologies on a fee-for-service, per claim basis. The new model allows for a prospective
payment informed by several factors:

e Historical utilization incurred by DMH and DVHA at the Retreat

e Projected utilization in the coming year

e Recent cost per day values incurred by the Retreat for direct care, fixed and
administrative costs

e A negotiated allowance for changes in cost each year for direct care, fixed and
administrative costs

DVHA, DMH and the Retreat have agreed upon performance measures and a monitoring platform
for the model is being built by the Quality and Clinical Integrity team at DVHA.

The Behavioral Health Team also manages the Team Care program. Team Care can be a useful tool for
members who may need additional support getting the most appropriate healthcare available to meet their
needs. A clinical review of all available data supports the continued review of current enrollees’ need to remain
in the program. The unit conducts quarterly reviews of claims data, including pharmacy and emergency
department visits, to identify members who may benefit from the support of the Team Care program.
Clinicians review this data and determine the enrollment of potential new members. Team Care program
members are also referred to VCCI when appropriate. An outreach plan was created and has been implemented
which has included connecting with other AHS departments and posting advisories for providers. There have
been minimal external referrals to the program. The lack of referrals may demonstrate the success of the
Vermont Prescription Monitoring System (VPMS) and new opioid prescribing standards and practices
associated with VPMS.
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Team members participate in the State Interagency Team and the Youth Service System Enhancement Council
(a collaborative with ADAP, DMH, VCRIP, Vocation Rehabilitation, DCF, and more). Team members are
active in ensuring that members with multi-department involvement are getting appropriate services delivered
most efficiently. This is accomplished through participation in state interagency team meetings, the Mobile
Crisis Response Initiative, by participating in weekly case reviews, and the development of protocols for cross-
departmental service delivery. Our unit worked with other departments on developing a system to notify
DVHA regarding all children with Medicaid that are awaiting placement in Emergency Departments for
DVHA to assist with placements when needed.

In 2019, DVHA implemented an alternative payment model for Applied Behavior Analysis (ABA) services,
characterized by a tiered monthly case rate, with tier payments depending on the intensity of services. In 2021,
DVHA changed the timing of the tier submissions and payments from prospective submissions and payments
to post-service delivery submissions and payments after receiving feedback from providers regarding the
difficulty of prospectively determining treatment hours for the subsequent month. Providers received their first
post- service delivery ABA payment in August for services rendered in July. An important goal of this
program is to increase access to direct services for Medicaid members by giving providers the flexibility to
innovate and to use staff more efficiently. To assess progress toward this and other goals, DVHA has
established a monitoring framework that includes measures of access, utilization, service intensity, quality, and
cost. Early data for some of these measures shows promising results. For example, since the implementation
of the payment reform program, a higher proportion of services are in the form of direct services to members
rather than assessments and parent education. In addition, total hours of service have been increasing year over
year (despite the impacts of the COVID-19 public health emergency). The average monthly census has
increased since the implementation of the payment model and has held fairly steady during the past three years,
again despite the impacts of COVID-19. The intensity of service has also increased; there have been substantial
increases each year in the average service hours per member per month.

Before the COVID-19 pandemic, the DVHA ABA team was conducting in-person site visits/audits with
Vermont Medicaid enrolled ABA providers who were providing services to Vermont Medicaid members. The
purpose of these visits/audits is to assure that members are receiving quality care, that providers are accurately
reimbursed for provided services, assuring that required documentation is included in members' charts and that
clinical documentation aligns with ABA Policy and Clinical Practice Guideline standards. Site visits/audits
resumed in January 2021 are completed in a virtual format due to social distancing restrictions. This process
entails a virtual tour of the provider's Electronic Health Records system, and the provider electronically submits
clinical documentation to be reviewed independently by the DVHA ABA team. In 2021 the Autism Specialist

conducted site visits for seventeen ABA agencies/providers who are enrolled with VT Medicaid and provide
ABA services to Medicaid members.

iii. Mental Health System of Care

Key updates from QE122021.:

e Updates on the continued impact of the Covid-19 pandemic on the mental health
system of care

e Integrating Family Services Activity
e Update on Mental Health Integration Council
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System Overview

The Department of Mental Health is responsible for mental health services provided under state funding to
special-needs populations including children with serious emotional disturbances (SED) and adults with
severe mental illnesses (SMI). Funding is provided through the Vermont Agency of Human Services(AHS)
Provider Agreements (formerly termed Master Grants/Agreements) to ten Designated Agencies and two
Specialized Service Agencies. These agencies are located across the state of Vermont for the provision of:

e Community Rehabilitation and Treatment (CRT) services for adults with severe mental illness;
e Adult Outpatient for adults who are experiencing emotional or behavioral distress
severe enough to disrupt their lives but who do not have long-term disabling
conditions;
e Emergency Services for anyone, regardless of age, in a mental-health crisis; and
e Children, Youth, and Family Services, including children who have a serious emotional
disturbance and their families.

The Department also contracts with several peer- and family-run organizations to provide additional support
and education for peers and family members who are seeking supplemental or alternative supports outside of
the Designated Agencies in their catchment area. Peer- and family-run organizations also help educate
individuals and families to advocate for their needs within the Designated Agencies and across multiple
service provider organizations.

Vermonters in need of psychiatric hospitalization are provided treatment at either the state-run inpatient
facility, the Vermont Psychiatric Care Hospital (VPCH), or one of six Designated Hospitals throughout the
state. The capacity is founded upon the balance between hospital admissions and discharges for people with
acute mental health conditions. When this balance is unequal, which is to say, when more admissions than
discharges occur, hospitalization capacity is reduced over time.

Community services support hospital diversion through expanded crisis services and increased residential
treatment using the least restrictive setting that is appropriate for the level of care required. In many cases,
treatment can be provided closer to individuals’ homes.

With the onset of the Coronavirus Disease 2019 (Covid-19) pandemic in early 2020, Vermont’s health care
system has adapted to shifts in public health guidelines and workforce capacity fluctuation to ensure a safe
response for all Vermonters following the Governor’s executive orders put in place March 2020. Providers
managed staffing shortages as the workforce juggled caring for children unexpectedly home from school,
managing shifting domestic responsibilities or financial stressors all while adapting to new workplace
environments. The result has been reduced capacity across the system of care. Capacity continues to shift in
response to workforce challenges and any changes in COVID-19 guidelines.

Enhancements of the Mental Health System of Care:_

Hospital Services

Level one care is for individuals who require the most intensive level of clinical support and services within
the system. General inpatient units are for individuals facing significant mental health challenges and
struggling to manage the symptoms to a degree that requires consistent, intensive clinical care and support to
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ensure their safety and wellbeing in daily living. Currently, there are 57 Level 1 beds and a total of 177 adult
psychiatric inpatient beds across the system of care. During the Covid-19 pandemic, several beds closed due
to low staffing, converting double occupancy rooms to single occupancy, the need for quarantine spaces, and
an initial decrease in individuals presenting with a need for a higher level of care.

In addition to this temporary loss of adult beds, the Covid-19 pandemic had a ripple effect across the adult
psychiatric system of care during this same period. In the below table, a bar illustrating Average Available
Beds reflects a system-wide impact across inpatient and community-based crisis beds and residential
programs.

Figure 3. Vermont DMH Psychiatric Beds in Adult System of Care

Vermont Department of Mental Health
Psychiatric Beds in Adult System of Care
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DMH compares the utilization of its system of care to national benchmarks. The following two charts provide
information on Vermont utilization as compared to national benchmarks. Data from these two charts are
calculated by the Substance Abuse and Mental Health Services Administration’s (SAMSHA) Uniform
Reporting System (URS), which generates the National Outcomes Measures (NOMs). FY 2020 is the most
recent data available.

Figure 4. State Hospital Utilization per 1,000 people (in Vermont and the United States)

State Hospital Utilization per 1,000 People
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The national rate of state hospital utilization continues to decline year over year. Vermont Psychiatric Care
Hospital opened in FY 2015 with 25 beds and Vermont’s rate of inpatient utilization continues to be lower
than the national average in the United States. The significant decrease from FY 2011 to FY 2012 represents
the closure of Vermont State Hospital due to flooding from Tropical Storm Irene in August 2011. The
Vermont hospital utilization data is showing a slowly progressing upward trend since 2012.

Vermont is one of a handful of states that only has one state hospital. Nationally, the number of state hospital
beds and residents at the end of the year has been steadily decreasing. DMH will be paying close attention to
these rates as there is anticipation and evidence already that this pandemic and the social isolation that has
occurred because of it will increase the need for mental health treatment and support.

Other involuntary psychiatric hospital unit admissions, such as those at Designated Hospitals, are included in
the Other Psychiatric Hospital Utilization chart. The national rate of psychiatric hospital utilization since
2008 has generally declined year-over-year through 2016 while Vermont’s rate of utilization has increased.
However, in both 2017 and 2018, there have been substantial increases in national utilization of psychiatric
hospital beds. Vermont experienced a slight decline in 2017. Inpatient utilization is still below the national
average while rates of community services utilization in Vermont continue to be markedly higher than
national averages (Community Utilization per 1,000 Populations).
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Figure 5. Other Psychiatric Hospital Utilization per 1,000 people (in Vermont and the United States)
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Figure 6. Adult Inpatient Utilization and Bed Closures
Adult Inpatient Bed Utilization
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The Adult Inpatient Utilization and Bed Closures chart depicts the total bed day capacity across the Vermont
Designated Hospital system through FY 2021. The total bed day availability across the system had remained
relatively constant in 2018 and 2019 with bed day utilization decreasing 14% from 2019 to 2020. The impact of
the Covid-19 pandemic has contributed to the 6% increase in bed vacancies and a 24% increase in beds closed
through FY 2021. Over these nine years, 2021 has seen the lowest level of adult inpatient bed utilization.
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Community Services

e Extensive provider stabilization packages are continuing to be developed and provided to community
service providers to assist with the stabilization of their programming in response to the Covid-19
pandemic and ensuing staffing crisis

e Established 24/7 in-state coverage for the National Suicide Prevention Lifeline. Continued
planning for the shift to a 3-digit 988 suicide prevention number to access the Lifeline for the
July 2022 nationwide start date

e Established Community Outreach Team in Washington County (Collaboration with Public
Safety)

e The Mobile Crisis Response team pilot began in Rutland County
e Expansion of peer-supported warmline hours to 24/7

e Increased capacity within CRT and peer programs to provide community support, outreach, and
crisis response continues to develop

e Broad utilization of non-categorical case management services for Adult Outpatient and
Emergency Services programs

e Increased capacity to provide mobile crisis responses to those needing screening and intervention
in the community

e Increased and additional training for Team Two collaboration between law enforcement and
mental health responders

e Additional availability of soft restraints for law enforcement transports for involuntary mental
health hospitalizations

e Resources to assist individuals in finding and keeping stable housing

Enhanced community services funding provided by the legislature through increased appropriations to key
mental health programs in the community over the last several years has helped, but staff recruitment and
retention necessary to meet and expand these service capacities continues to be a struggle. The payment
reform initiative beginning 1/1/2019 has also been an effort to reduce barriers to access and promote more
“needs” driven service delivery that can be more responsive to individuals seeking mental health services.
The new payment reform methodology, more flexible service delivery, and value-based incentive payment
framework focused on quality and outcomes support a more streamlined approach to adult program access
and the service capacity available in each DA catchment area.



Figure 7. Designated Agency Volume by Program

Use of Services by Primary Program
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The highest number of persons served by programs offered by the Designated Agencies (DAS) continues to
be in services for children, youth, and families. The 6% decrease noted in 2019 appears to have self-
corrected and closely approximates the previous average utilization. Emergency Services programs
continued an upward trend overall in 2021 which may reflect the increased support needs associated with the
impacts of Covid-19. In FY 2021, Adult Outpatient programs saw a slight increase in utilization while the
CRT programs continued a decline that started in FY 2016. FY 2021 has shown a more reflective impact of
the Covid-19 pandemic on the system of care, specifically the impacts on the use of services by programs.
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Figure 8. Community Utilization per 1,000 Populations

Community Services Utilization per 1,000 Population
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The Vermont community mental health system serves nearly 40 out of every 1,000 Vermonters, which is
higher than the national utilization rate. The most recent national data available through FY 2020 shows that
Vermont has a strong and consistent record of service delivery in community-based programs. The system of
care is established on the principle that the intensity of services an individual requires will change over time.
Individuals receive community-based treatment appropriate to their needs and move to higher or lower levels
of care as necessary to support them. For many who have a chronic illness, this is more challenging, as they
continuously require a higher level of service needs within the system. Others enter and exit intermittently
depending on their individual needs. The case rate payment reforms provide the ongoing flexibility to meet
the needs of the individuals and provide the necessary services.
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Figure 9. Service Delivery: Planning and Coordination
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The support of non-categorical case management led to a steady increase in the number of services provided
to adult outpatient clients allowing additional support to those in need but ineligible for case management
through CRT services through FY 2015. Levels remain elevated for this population from FY 2016 through
FY 2018, but the data shows a decline in recent years. It is worth noting that the expansion of services
provided for service planning and coordination has met a population need for this level of case management
services for adults. The Department’s payment reform continues to support flexible service delivery
including case management services when needed.
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Residential and Transitional Services

Figure 10. Intensive Residential Bed Utilization
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The Intensive Residential Recovery Programs (IRRs) continue to meet a key need for a significant number of
individuals who are ready to leave higher levels of care, but who still require intensive supervision and
support before taking steps toward independent living. The chart above illustrates the utilization of beds in
these programs. FY 2018 and FY 2019 reflect a plateauing of utilization at 91% with a seven-year utilization
history averaging between 86-93%. The IRR programs provide both transitional and longer-term supports,
averaging residential program lengths of stay within a 12- to an 18-month time frame for residents.

2021 saw the greatest decrease in utilization over the nine years to 76%. The influence of the Covid-19
pandemic and the changing capacities of programs to safely transfer and introduce new residents into
programs likely contributed to this drop. Effects of the virus on 2021 data appear evident throughout this
reporting period.

Performance and Reporting

e Along with AHS, DMH has adopted the Results-Based Accountability (RBA) framework for assessing the
performance of providers via grants and contracts

e DMH utilizes performance scorecards to assess the performance of value-based payment measures focusing on

access to and quality of care

e DMH created a payment reform service utilization scorecard that can be accessed by the DAs to
ensure transparent accounting of service reporting

e Exploration of visualization tools to create more responsive reporting

e Participation in the development of the AHS Community profiles

e DMH has several public RBA scorecards containing data and performance measures related to the system of
care

Requlation and Guidance

To align with federal policy shifts brought on by the Covid-19 pandemic, DMH issued new guidance to
providers this past year on:

Covid-19 Hospital Discharge Guidance General Guidance to Designated Agencies

Critical Incident Reporting Requirements Medical Clearance Guidance

The use of telehealth and HIPAA requirements

Recommended Precautions for Caregivers
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Payment Reform

DMH continues to work on payment reform, building off the Medicaid Pathways work and aligning
necessary changes in the provider system with the All-Payer Model. The Department has created a case rate
for children/youth mental health services, and a case rate for adult mental health services. The goal of this
work is to move toward a simple, accountable system that reduces the complexities of payment and shifts the
focus of the providers and the Department on outcomes and quality. DMH is committed to reforming the
system to better serve Vermont’s population and continue to move toward full integration.

Integrating Family Services (IFS)

The initial IFS implementation site in Addison County began on July 1, 2012, and the second pilot region in
Franklin/Grand Isle counties began on April 1, 2014. These pilots included the consolidation of over 30 state
and federal funding streams into one unified whole funding stream through one AHS Provider Grant
agreement. The State created an annual aggregate spending cap for two providers in Addison County (the
Designated Agency and the Parent Child Center) and one in Franklin/Grand Isle (this provider is both the
Designated Agency and Parent Child Center). This implementation has created a seamless system of care to
ensure no duplication of services for children and families.

On January 1, 2019, the IFS sites became aligned with larger payment reform efforts occurring across AHS
including having incentives tied to them in alignment with statewide implementation. At the same time, IFS
regions have additional requirements for performance measurement per the broader scope of funding and
services included in those regions. Vermont submitted a multi-year payment model for consideration to
CMS in September 2018 and received approval in December 2018.

Both IFS regions continue to utilize the Child and Adolescent Needs and Strengths (CANS) to look at the
needs and strengths of the children they are serving. The agencies are using this progress monitoring tool to
track progress over time. They are showing that in the majority of situations children and youth are
increasing in their strengths and decreasing needs.

During the Covid-19 pandemic, as has been true with all mental health agencies, there has been additional stress on
providers and a strong commitment to providing services and support in new and creative ways. Both IFS regions, have
significantly increased their offering of telehealth, treatment, and interventions in outdoor spaces and providing services
to students whether they are doing online or in-school learning.

Vision 2030

Through summer, fall, and early winter 2019, DMH engaged in a public planning and development
process, soliciting stakeholder involvement and feedback as an integral part of planning. The Plan,
“Vision 2030: A 10-Year Plan for An Integrated and Holistic System of Care,” was delivered to the
Vermont State Legislature in January 2020.

This plan identifies eight specific Action Areas to guide mental health stakeholders toward the Quadruple
Aim, with short-, mid-, and long-term strategies recommended for each action. These recommendations
reflect the expertise and input gathered during statewide listening sessions and numerous planning activities
with Think Tank members and advisory committees (including persons with lived experience, legislators,
care providers, state agency representatives, and community members).
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Vision 2030 leverages the system’s current strengths to shape an integrated system of whole health
with holistic mental health promotion, prevention, recovery, and care in all areas of healthcare
across every Vermont community. This requires improved coordination across sectors between
providers, community organizations, and designated agencies. The workforce must use the best
technologies, evidence-based tools, and practices for making data-informed decisions, supporting
systems learning, and producing measurable outcomes. Links to materials generated throughout this
process are posted at this link: https://mentalhealth.vermont.gov/about-us/department- initiatives/10-
year-planning-process- mental- health-think-tank

Mental Health Integration Council

Following the plan submission to the legislature in January 2020, DMH was anticipating convening a
Mental Health Integration Council in the fall of 2020, however, the demands of the Covid-19
pandemic on Vermont's health systems delayed this work until July 2021. Since that time the council
has successfully met monthly, and their work has focused on identifying areas of opportunity to
integrate mental health into a holistic health care system. National and state experts have engaged in
panel discussions and presentations with the council to explore holistic models of care and identify
actions the state can take to meet the intended goal.

Additionally, four subcommittees have been established to take action on the following targeted
subspecialties:

e Integration of Primary Care

e Integration of Pediatric Care

e Integration of Funding & Alignment of Performance Measures
e Integration of Workforce Development

iv. Blueprint for Health

Key updates from QE 12/2021:

e The majority of Vermont’s primary care practices are now Blueprint-participating
Patient-Centered Medical Homes, as 135 of Vermont’s estimated 169 primary care
practices are Blueprint-participating practices (and an estimated 148 employ more than
one provider).

e Vermont continues to demonstrate increased access to medication-assisted treatment for
Vermonters with opioid-use disorder. As of 2021-Q4 the average monthly number of
Medicaid beneficiaries served by Office-Based Opioid Treatment (OBOT/Spoke)
programs increased to 3,930.

e Vermont Continues to increase access to enhanced preventative health, psychosocial
screening, and comprehensive family planning services, as evidenced by the commitment
of 46 practices and all 12 Planned Parenthood sites to participate in the Women’s Health
Initiative as of October 2021.

Patient-Centered Medical Home Program

The Blueprint uses national standards to drive improvements in primary care delivery
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and payment. The program helps primary care providers transform their practices into
National Committee for Quality Assurance (NCQA)-certified Patient-Centered Medical
Homes. Vermont’s Patient-centered Medical Home (PCMH) model supports care for
all patients that is patient-centered, team-based, comprehensive, coordinated,
accessible, and focused on quality and safety, regardless of insurance type. The model
is based on the National Committee for Quality Assurance (NCQA) criteria, which are
required for Blueprint participation and have been met by almost all of Vermont’s
primary care practices. The model also promotes care that is provided when and where
the patient needs it, and in a way that the patient understands. Patient-Centered Medical
Homes in Vermont are supported by multi-disciplinary teams of dedicated health
professionals in each of the state’s health service areas. These teams provide
supplemental services that allow Blueprint- participating primary care practices to
focus on promoting prevention, wellness, and coordinated care.

PCMHs in Vermont are supported by Community Health Teams (CHTSs), which are
multi-disciplinary teams of dedicated health professionals in each of the state’s HSAs.
The CHTSs support primary care providers and their patients with case management,
care coordination, and screening for mental health needs, substance use, and social
determinants of health (SDOH). They discuss and support patient-centered goals while
addressing whole-person health with effective interventions that support mental and
physical wellbeing. They also provide additional opportunities to support improving
chronic conditions.

Blueprint Program Managers provide leadership in each community to coordinate healthcare
delivery system improvement efforts. While they are employed by the hospital or FQHC in
the HSA, they help organize, lead, and staff collaborative initiatives with the ACO, local
human service agencies, health departments, specialty care providers, mental health
providers, and primary care providers to facilitate the integration of services. They are
responsible for contacting all primary care practices within their HSA to encourage, engage,
and support practice participation in the Blueprint and other health system reform activities.
Additionally, Program Managers are responsible for administering funds and staffing plans
for the local CHTs on behalf of all participating payers, including core CHT, Spoke staff,
and WHI staff. Program Managers set up the systems through which integrated services can
be delivered in the community.

In addition to Program Managers, the Blueprint supports participating practices with a quality
improvement coach, called a Quality Improvement (QI) Facilitator. QI Facilitators support
practices with Blueprint-generated all-payer data on practice performance and their own
training and expertise in process improvement methodologies (such as Clinical Microsystems,
Model for Improvement, and Lean process improvement). Quality Improvement Facilitators
initially help primary care practices to secure National Committee for Quality Assurance
(NCQA) PCMH recognition. After the recognition is achieved, the facilitators regularly return
to help with quality improvement efforts related to panel management and outreach, care
coordination, promotion of individual health and wellness, chronic condition management,
and ongoing practice transformation in alignment with State-led health care reform priorities.
These priorities include:

focusing quality improvement activities on All-Payer ACO Model and ACO quality measures

promoting team-based care
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implementation of Blueprint and other health care reform initiatives (e.g., Spoke program,
Women’s Health Initiative, improving opioid prescribing patterns)

prevention and management of chronic conditions (e.g., for diabetes and hypertension through
connections with learning collaboratives, self-management programs, health coaches, registered
dieticians, and care management).

Q4 Highlights

Community Health teams members and QI facilitators within the Patient-Centered Medical
Homes, specialty practices, and Spokes continue to be flexible in our ever-changing health
care landscape to quickly provide continuity of care during our ongoing pandemic response.
The network utilizes its electronic health records to run various reports based on a few
factors of risk: age greater than 60 with chronic conditions, John Hopkins ACG scale, the
potential for fragmented care, mental health and substance use diagnosis, and high healthcare
resource usage. They also cross-referenced patients who missed appointments and who
needed follow-up as soon as possible. The Community Health Teams reached out to the
patients who met these criteria. On these calls, they would also inquire about other social
determinants of health, such as access to food, medication, and other factors that could impact
health and well-being. While in-person visits have increased substantially telehealth continues
to be an option for primary care appointments and screenings. The network continues to work
diligently to ensure excellent patient care and care coordination for the best health outcomes
while screening for social determinants of health and supporting whole-person health. Our QI
facilitators also continued to ensure our PCMH was meeting all the criteria to continue to
meet the standards for certification.

Q4 Covid

The quarter has been a year of lessons about gratefulness, adaptability, resilience, patience,
and continued persistence. Blueprint staff and partners have used the lessons learned to
further meet the needs of their communities in what has become our ‘new normal’.
Incorporating telehealth as appropriate, routinely keeping patients and staff physically and
emotionally safe with new protocols, facilitating vaccine distribution, and attending to
Vermonters’ growing mental health needs were commonplace across the state in 2021.
Additionally, Blueprint central office personnel contributed staff hours of support to the
Agency of Human Services in planning, management, coordination, and provider surveys
related to COVID-19 vaccine distribution and clinic planning throughout the state. As
always, Vermonters come together when there is a need.

Blueprint-participating Patient-Centered Medical Homes currently serve 305,854 insurer-
attributed patients, of which 106,541 are Medicaid enrollees. Attribution to a practice is
determined by the practice at which the patient has received the majority of their primary care
within the 24 months before the date the attribution process is conducted. These practices and
patients are supported by 147full- time equivalents of Community Health Team staff.

In Quarter 4 (October- December 2021), 135 Vermont practices were operating as Patient-
Centered Medical Homes, thanks to the commitment of providers and staff, the support of
Program Managers, and the technical assistance of Quality Improvement Facilitators. The
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number of practices participating in the Blueprint for Health program is a key performance
measure; the Blueprint estimates that there are about 169 total primary care practices
operating in the state.

Figure 2. Patient-Centered Medical Homes and Community Health Teams

Blueprint PCMHs and CHTs
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Community Health Profiles

Since 2013, the Blueprint for Health has supported data-driven population health
improvement by producing profiles that describe the health status, health care utilization,
expenditures, and outcomes of populations in each hospital service area and, until 2019,
patients in each Patient-Centered Medical Home. Unfortunately, due to budget constraints,
practice-level profiles have been suspended since 2019

Hospital Service Area (HSA) community profiles are posted at
http://blueprintforhealth.vermont.gov/community-health-profiles.

The Blueprint Annual Report to the Vermont Legislature reviews more in-depth how
the Program Managers, Quality Improvement Facilitators, Patient Centered Medical
Homes, Community Health Teams interact to provide services, coordinate care

across communities, and work with the state’s accountable care organization. The
latest report is available at:
https://blueprintforhealth.vermont.gov/annual-reports
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Hub & Spoke Program

Medication-assisted treatment for opioid use disorder is the use of FDA-approved medications,
in combination with counseling and behavioral therapies, to provide a “whole patient” approach
to the treatment of opioid use disorder. The Hub and Spoke system of care in VVermont provides
medication-assisted treatment for opioid use disorder in two settings — regional, specialty Opioid
Treatment Programs (OTPs, Hubs), which provide higher intensity treatment, and office-based
opioid treatment (OBOT, Spokes) in community-based medical practice settings. The Blueprint
administers the Spoke part of the Hub & Spoke system of care. Peer-reviewed literature has
established medication-assisted treatment as an evidence-based, effective approach to the
treatment of opioid use disorder, based upon notable, published outcomes such as decreased
opioid use, decreased opioid-related overdose deaths, decreased criminal activity, and decreased
infectious disease transmission, and increased social functioning and retention in treatment.

The State Plan Amendment for the Vermont Medicaid Program, approved by the Centers for
Medicare and Medicaid Services, established a Health Home for Vermonters with opioid use
disorder. As of July 1, 2013, Medicaid beneficiaries receiving medication-assisted treatment for
opioid use disorder in a Hub or Spoke setting were eligible to receive enhanced services, such as
comprehensive care management, care coordination, comprehensive transitional care, health
promotion, individual and family support, and referral to community and social support
services. The Health Home functions to enhance Hub programming and embeds essential
support staff (1 registered nurse and 1 licensed mental health clinician per every 100 Medicaid
patients receiving medication-assisted treatment) into Spoke practices for a patient-centered,
team- and evidenced-based approach to the treatment of opioid use disorder and the provision of
Health Home services. Based upon the “significant impact” demonstrated by the Hub and
Spoke system, Vermont is working towards gaining All Payer participation in the Opioid Use
Disorder Health Home model.

Q4 Highlights

The Blueprint, in partnership with the Division of Alcohol and Drug Abuse Programs (Department of
Health), in conjunction with a contract with Dartmouth college allows us to continue to offer learning
sessions with expert-led, and peer-supported, training in best practices for providing team-and
evidence-based medication-assisted treatment for opioid use disorder The curriculum calendar for
these events ran from January 2021 through October 2021. Sessions alternated between didactic
webinars related to medication management and virtual workshops related to comprehensive care
management. Four webinars were paired with four workshops on thematically related content. Topics
addressed management of alcohol use disorder and other substance use disorders, long-term MAT
management, mental illness, and MAT continuing OUD symptoms in MAT. A fifth webinar was
held in September on developing consensus within MAT care teams. A two-day October conference
consisted of presentations and panel discussions on improving engagement among people with OUD
in MAT and developing awareness of and responsiveness to MAT health care inequities.

The average participant attendance at these ten event dates was 85 professionals. These nine events
on average were rated as being very relevant to their work by 86% of the respondents, and an average
of 87% of respondents rated presenters as demonstrating topic understanding very well. Video
recordings and slides for these events are or will be made available for viewing on the Vermont
Health Learn website. For many physicians, nurse practitioners, and physician assistants, access to
specialized staffing and ongoing training opportunities provide the support and confidence the
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providers need to accept the challenge of treating opioid use disorder in community-based medical
practice settings (Spokes). For patients, the Spoke staff becomes a critical part of their care team,
working together towards long-term recovery and improved health and well-being.

At the end of the 4th quarter of 2021, Vermont continues to demonstrate substantial access

to medication-assisted treatment for Vermonters with opioid use disorder. Medication- assisted
treatment is being offered across the State of Vermont by more than 75 different Spoke settings (as of
December 2021). The capacity to serve Vermonters continued to increase, as evidenced by a monthly
average of 3930 Medicaid beneficiaries served by Office-Based Opioid Treatment (OBOT/Spoke)
programs. There are 305 medical doctors, nurse practitioners, and physician assistants who work with
75.57 FTE licensed, registered nurses, and licensed, Master’s-prepared, mental health/substance use
disorder clinicians as a team to offer evidence-based treatment and provide Health Home services for
Vermonters with opioid use disorder (as of full-time equivalent Spoke staff working as teams.

! Number of Spoke settings is defined as the number of unique practices where Spoke providers are located.

Figure 2. MAT-SPOKE Implementation Jan 2013 — December 2021
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Women’s Health Initiative

The Women’s Health Initiative (WHI) began as a state initiative to support pregnancy
intention.

The Women’s Health Initiative (WHI) strives to support any persons who can become
pregnant in their efforts to experience healthy pregnancies, avoid unintended pregnancies, and
build thriving families. The WHI provides increased mental health and social service staffing
at specialty practices and utilizes the existing CHT at Blueprint PCMH practices. If a patient
identifies as at-risk, they have immediate access to a WHI mental health clinician for brief
interventions, counseling, and navigation to community-based services and treatment as
needed.

The Blueprint partners with participating women’s specialty providers and PCMH primary
care practices to support patients of child-bearing age WHI providers engage with patients at a
new patient and annual visits to screen for mental health needs, substance use, and SDOH.
They ask about pregnancy intention for the coming year using the One Key Question®, which
asks if, when, and under what circumstances a woman would like to become pregnant.
Women with a desire to become pregnant receive services to support a healthy pregnancy. If
the woman would like to prevent pregnancy, providers conduct comprehensive family
planning counseling and provide patients with options for most and moderately effective
contraception, which could include access to same-day long-acting reversible contraceptives
(LARC) if clinically indicated.

Comprehensive screening includes questions about SDOH needs of food/housing insecurity,
interpersonal violence, depression, anxiety, and harm to self or others, in addition to screening
for mental health needs and substance use. Positive screens are addressed with referrals to
services, and brief interventions and treatment may be provided by the WHI-supported mental
health clinician if indicated. WHI clinicians develop mutual referral agreements with
community partners to help establish meaningful relationships to support patients.

Q4 2021 Highlights

WHI practices can access the program’s central WHI Quality Improvement (QI) Facilitator
to ensure the goals of the program are being met. In 2021, the QI Facilitator and WHI
Program Lead met regularly with representatives from all WHI practices to identify process
improvement opportunities, ensure the program elements are in place and support improved
patient experience of care.

In 2021 we brought new practices into the WHI program. We also spent time with practices
that are considering becoming a part of this initiative to discuss the benefits of the program

The Blueprint provided several pieces of training for practices that included best practices for
comprehensive family planning counseling by Planned Parenthood of New England and
learning sessions regarding same-day LARC insertion by Dr. Lauren MacAfee.

We have collected new attestation forms from each WHI practice. Practices are
working hard to engage community partners in referral agreements. These
agreements enhance relationships and pathways to care. We have presented a WHI
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data dashboard to the field in our monthly call. We received feedback on what would
be useful data for the field from claims and will continue to support the field with
this information.

Middlebury Health Service was the hiring entity for PPNNE staff and when their staff
member left, they decided to transition their position to the PPNNE team as the hiring
entity and this position has been filled.

Figure 3 below shows WHI enrollment and staffing over time. In 2021, the number of
PCMHs enrolled is 46. 24 women'’s specialty health care sites and 22 PCMH to participate in
the Women’s Health Initiative as of October 2021.

Figure 3. Women’s Health Initiative: Practices, Patients, and Community Health Team (CHT)
Staffing

Participating Practices and CHT Staff FTEs

Women's Health Iniative (WHI):
Specialty Practices, Patient Centered Medical Homes, Community Health Team Staff, and Patients

30 _ _ 18000
Patients Attributed to

Specialists
13474~ 24 | 16000
25
Women's Health Specialty 14000
Practices
11323
20 22 12000

Patient Centered Medical 10000
15 Homes
4 .
1 Community Health Team Staff FTEs 15.90( gopo0
12
10 6000
4000
5 4.80
2000
0 0
Y v > > L % > D %7 Y > > g 4% > > 4 4% >
EOIF I S S S g S SGX: S M. S S SN St S i i o
S SO A A U S T T U, U M U A S A LA U S

Attributed Patients

47



Table 4. Women’s Health Implementation by Region

*The Windsor Health Service Area does not have women’s health specialty practices.

**Quarterly attributed patient counts at the HSA level have a small amount of overlap due to patients moving across HSAS in

different months. The statewide quarterly total is deduplicated.

***PPNNE practices in Rutland and Middlebury are included in both the WHI Specialist field for those HSA’s and the PPNNE
statewide field. Patients are allocated to the Rutland and Middlebury HSA’s. Total WHI Specialist practice count is

deduplicated.

Barre 1 1 15 636 204
Bennington 1 2 0.50 933 268
Brattleboro 1 0 .6 899

Burlington 2 9 2 2580 4864
Middlebury 1 0 0.75 646

Morrisville 1 3 0.50 325 1401
Newport 1 0 1 903

Randolph 2 0 0.50 484

Rutland 2 0 3 1395 0
Springfield 0 5 0 0 1744

St. Albans 0 0 0.00

St. 1 2 0.75 873 829
Johnsbury

Windsor* 0 0 0.00 0

Planned 12 i

il
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V. Pharmacy Program

Key updates from CY2021

e Operational Activities
» Prior Authorization (PA) Data
+ Paid Claims and Drug Spend
*  Provider Communications

e Clinical Activities
»  Pharmacist enrollment
» Pharmacy Cost Management (PCM) Program

Pharmacy Benefit Management Program

The DVHA’s Pharmacy Unit manages the pharmacy benefits for all of Vermont’s publicly funded pharmacy
benefit programs. The Pharmacy Unit’s goal is to provide the highest quality prescription drug benefits in the
most cost-effective manner possible. This is accomplished by providing broad coverage of prescription and
over-the-counter pharmaceuticals while controlling pharmacy expenditures through both utilization and cost
management strategies. The DVHA utilizes the pharmacy benefit management company, Change Healthcare
(CHC), to provide a full complement of operational, clinical, and programmatic support in addition to
managing a call center in South Burlington for pharmacies and prescribers. The Pharmacy Unit is also
responsible for overseeing the contract with CHC. The Pharmacy Unit manages approximately $231 million
in gross drug spending and routinely analyzes national and DVHA drug trends reviews drug utilization and
seeks innovative solutions to delivering high-quality customer service, assuring optimal drug therapy for
DVHA members while managing drug utilization and cost.

Pharmacy Operations

o Pharmacy claims processing — Assuring that members have access to medically-necessary
medications within the coverage rules for DVHA’s various pharmacy benefits.

o Pharmacy provider assistance — Assisting pharmacies and prescribers with various issues related
to claims processing, prior authorizations, and other operational and clinical issues.

o Pharmacy Interface to Coordination of Benefits Unit/Part D Plan Team/Eligibility/Member Call
Center to coordinate benefits and resolve member issues.

o Liaison to Vermont Department of Health (VDH) in multiple clinical areas-Vaccines including
COVID vaccines, Alcohol& Drug Abuse Programs (ADAP), Asthma, Smoking Cessation, and
the Department of Mental Health (DMH) related to the management of psychotherapeutic
drug use in children. The Pharmacy Team also works with Vermont Medication Assistance
Program (VMAP) and Children with Special Health Needs (CSHN) to assist in the drug and
rebate management of the programs.

o Clinical Activities include managing drug utilization and cost.

o Federal, State, Supplemental rebate programs
o Preferred Drug list management
o Prior authorization and utilization management programs
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o Drug Utilization Review Board activities-therapeutic class reviews, new drug reviews,

prior authorization criteria review, and step-therapy protocols.
Specialty pharmacy management
o Physician-administered drug management

0o Manages exception requests, EPSDT requests, appeals, and fair hearings with Policy Unit.

o Works with Program Integrity Unit on drug utilization issues related to fraud, waste, and abuse.

Operational Activity Reports

Prior Authorization Data (PA)-This report outlines quarterly claims prior authorization activity.

No PA  Automated Edits I
Claim Sl Claims
Claims . s Paid . Claims Paid Claims Paid Total
. . s Paid . Paid .
Period Paid WAt with wionlin w/Emergency due to Clai
w/o PA Auto PA Grandfatherin m
0PA Edit € Coun
Overrid g i
e
Quarter 4 459,630 90 44,928 322 73 6,676 18,494 530,213
87% <1% 8% <1% <1% 1% 3% 100%
Quarter 3 460,502 123 45,924 422 84 7,922 19,381 534,358
86% <1% 9% <1% <1% 1% 4% 100%
Quarter 2 471,000 108 42,925 388 110 8,529 19,152 545,312
86% <1% 8% <1% <1% 2% 4% 100%
Quarter 1 438,915 92 46,264 249 104 9,093 19,441 514,158
85% <1% 9% <1% <1% 2% 4% 100%
Total claim count does not include compounded drugs.
Paid Claims and Drug Spend
MEDICAID
Period t # Of Members State Paid
erio Claims Amounts
4Q2021 470,094 81,064 $63,595,590
3Q2021 469,012 80,502 $63,165,489
2Q2021 444,037 74,168 $58,138,668
102021 476,386 81,314 $62,102,891
VPHARM
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Period H _ # Of Members State Paid
Claims L Amounts
4Q2021 62,800 6,972 $1,047,459.90
30Q2021 67,294 7,201 $1,209,326.22
202021 70,811 7,339 $1,337,018.07
1Q2021 72,027 7,834 $1,873,161.14
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COVID-19 Communications

Pharmacy COVID-

/As of December 1, 2021, Vermont enrolled pharmacies may now bill

19 for select over-the-counter (OTC) COVID-19 tests for use by
Antigen Test Medicaid members in a home setting when prescribed by a Vermont
Coverage enrolled provider.

Updated Billing
Information for

Effective 10/14/21 pharmacies may submit claims for the
administration of a booster dose of the Pfizer-BioNTech

COVID- 19 COVID-19 vaccine for dates of services on or after September
\accines 10, 2021.

COVID-19 Effective 9/09/2021, pharmacies can submit claims for

\Vaccine Booster reimbursement for the administration of the 3" dose (“Booster”) of the
Billing Moderna or Pfizer-BioNTech COVID-19 vaccine retroactive to dates

of service on or after August 12, 2021.

Provider Communications

Preferred  Drug
List (PDL)
Changes

Changes to the Preferred Drug List (PDL) for 2022

Clozapine REMS
Requirements Change

Clozapine Risk Evaluation and Mitigation Strategy (REMS)
requirements change that all prescribers and pharmacies must re-
certify by 11/15/21 or no longer be able to prescribe/dispense
clozapine and re-enroll patients who will continue clozapine by
11/15/21 or they will no longer be able to receive clozapine.

PrEP Effective 10/1/21 no copay is applied to Pre-Exposure Prophylaxis
Medication Copay (PrEP) drug therapy.
waiver
/A pharmacy newsletter went out in October 2021 giving updates on
the 2021/2022 Influenza and COVID-19 Booster vaccines, coverage
changes for continuous Glucose Monitoring (CGM) systems and
Pharmacy supplies, Team Care program, DUR Board meeting, and website
Newsletter updates.

Changes to Coverage
for Continuous
Glucose Monitoring
(CGM)

Systems and
Supplies

As of 10/1/2021, continuous Glucose Monitoring (CGM) systems
and supplies will be available ONLY through pharmacy channels and
will no longer be accepted via DME provider channels. Prior
authorization requirements that had been waived temporally because
of the COIVD-19 Public Health Emergency will be reinstated.
Prescribers may send prescriptions electronically to the pharmacy or
write prescriptions for patients. Claims will adjudicate in “real-time”
through the Pharmacy Point of Sale (POS).
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Influenza (Flu)
2021/2022
Season

Communication around the Influenza (Flu) vaccines 2021/2022
season for enrolled Medicaid providers on guidance and
reimbursement.

Synagis Atypical 2021
Summer Season

RSV is on the rise and in response to this atypical inter-seasonal
change in RSV activity, the American Academy of Pediatrics (AAP)
issued “Interim Guidance” supporting the use of Synagis® in
patients who qualify for coverage per current clinical guidelines
during periods when RSV incidence is epidemic in the area. DVHA
will continue to monitor RSV activity and may end the atypical
Synagis® “season” when the percent positives on antigen tests are <
10% for 2 weeks or the percent positives on PCR tests is < 3% for 2
consecutive weeks

Updated Age Edits
for Codeine Pain and
Cough Medication

The DUR Board reviewed pharmacy dispensing data from 2019-to
2020 and identified that codeine pain and cough mediations continue
to be prescribed in a small but significant percentage of patients 12
and under. As a result of the analysis, the Board recommended
additional edits be placed on the use of codeine in children 12 and
under. Effective July 30", 2021, the prior authorizations requirement
of the use of codeine in anyone 12 and under was implemented.

Team Care
Program

The Team Care Program is a federally mandated prescription lock-in
program to prevent misuse, abuse, and diversion of medications on
the FDA Controlled Substance Schedule. The program is intended to
identify and help address unmet healthcare and/or addiction treatment
needs. A communication was sent to pharmacies and pharmacists that
included links to the Team Care new brochure, referral form, and
additional links for more information regarding the Team Care
Program.

Pharmacist- Provided
Tobacco Cessation
Services

Effective July 1, 2021, the Vermont Medicaid program allows
reimbursement for pharmacists providing tobacco cessation
counseling. The change was made to support the provisions of Act
178 of the 2020 legislative session.

Cumulative MME
Limits

In 2017, The Department of Vermont Health Access implemented
prescription limits on initial short-acting opiate prescriptions.
Patients 18 years and older are limited to 50 MME per day and a
maximum of 7 days’ supply. Patients 17 years of age and younger are
limited to 24 MME per day and a maximum of 3 days’ supply. These
limits remain unchanged. Effective May 1, 2021, additional edits
apply that include any combination of short and long-acting opioids
and members on chronic therapy for non-cancer pain. Members new
to opioid therapy (no opioid in claims history after February 1, 2021)
with a daily MME > 90 per day will require the new completion of
an opioid safety checklist as prior authorization. Members with
existing claims history in the past 90 days for opioids will require a

safety checklist if the daily MME > 120 per day.
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New Coverage of
Omnipod® DASH
Insulin Pump

Effective 4/1/21, the Department of Vermont Health Access (DVHA)
added coverage of Omnipod® DASH products to the pharmacy
benefit. The manufacturer is only making it available through the
retail pharmacy channel, and not through DME. This allows claims
to adjudicate in “real” time through the Pharmacy Point of Sale
(POS) System which will allow for faster and easier access for
patients.

VVermont Medicaid members will now be able to receive their
Omnipod®Dash supplies through the pharmacy where they receive
their insulin, diabetes supplies, and other medications.
Omnipod®Dash will not require a Prior Authorization.
Omnipod®Eros will continue to be available from DME providers
until the manufacturer phase-out.

Pharmacy Benefit
Provider Satisfaction
Survey for
Prescribers and
Pharmacies

On May 10, 2021, a Pharmacy Benefit Provider Satisfaction Survey
was distributed to Vermont Medicaid enrolled Prescribers and
Pharmacies. The Department of Vermont Health Access (DVHA)
contracts with Change Healthcare to support Vermont’s publicly
funded pharmacy benefit programs. The Change Healthcare Help
Desk supports all pharmacies and prescribers enrolled in Vermont’s
pharmacy benefit programs such as Medicaid and Dr. Dynasaur and
is the first point of contact for pharmacy and medical providers for
drug prior authorization requests, drug claims processing issues, and
other drug-related questions, concerns, and complaints. This survey is
required annually by DVHA to assure that enrolled providers are
receiving the highest quality of service possible from their contracted
\vendors.

Pharmacy
Newsletter

/A pharmacy newsletter went out in May 2021 giving updates on the
Pharmacy Benefit Provider Satisfactory Survey for Prescribers and
Pharmacies, Information on Cumulative MME Edits, New Coverage
of Omnipod® DASH Insulin Pump, Specialty Pharmacy List, and
DURB meeting on April 6, and May 11, 2021.

Hepatitis C Direct
Acting Antivirals
(DDAs)

To further improve access to Direct Acting Antivirals (DAA)
therapies, effective 07/09/2021, DVHA will no longer require
dispensing by an accredited specialty pharmacy.

Prescriptions for Epclusa®, Harvoni®, Ledipasvir/Sofosbuvir,
Mavyret®, Sofosbuvir/Velpatasvir), Solvaldi®, Viekira PAK®,
\Vosevi®, and Zepatier® can be filled at any VT Medicaid enrolled
pharmacy. Additionally, the Hepatitis C Treatment Prior
IAuthorization (PA) form has been updated.

Point of Sale (POS)
Blackout Period

The Department of Vermont Health Access Point of Sale (POS)
system will be unavailable for approximately 8 hours starting at 8:00
PM on Wednesday, June 23, 2021, for system maintenance.
Pharmacy claims will not be adjudicated during this time
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Reminder: Vermont
Medicaid Billing
with Closed

Federal Statute requires pharmacies to bill a member’s primary
commercial insurance before billing Vermont Medicaid as the
secondary payer. Pharmacy claims are rejected by a member’s
primary insurer if the member has been terminated from the policy or

the policy has been
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Primary terminated. Occasionally, the TPL information has not been updated
Commercial and the member’s primary insurance policy is still active in the
Insurance Medicaid system. If a pharmacy determines (e.g., Either through the
receipt of an "Other Payer Reject Code” or by validating the policy
closure with the member) that the primary insurance is no longer
active, the pharmacy can submit the claim to Medicaid as the primary

payer.

Important Update on ) ) . .
Eafly Refill P Effective 2/19/2021, DVHA will no longer be the automatic on- line

override of the 90-day maintenance rule, and pharmacies must call
the Help Desk for an override. Prior authorization must be submitted
to continue dispensing less than a 90-day supply of maintenance

Overrides with
Submission
Clarification Code

(SCC)=13 for medications. This is the most drug shortages related to the PHE have
90-Day been resolved.
Maintenance
Medications
No further orders of Synagis® for Respiratory Syncytial Virus
(RSV) prophylaxis will be authorized after 3/4/2021 since the
Update on Synagis positivity rate on PCR and Antigen tests for RSV remain below 2%
(palivizumab) for over 2 consecutive weeks. This is most likely due to social
Dispensing distancing and emergency guidelines put into place related to the
PHE.
New Coverage of Coverage of Omnipod® DASH products has been added to the
Omnipod DASH pharmacy benefit effective 4/1/21. The manufacturer is making it
Insulin Pump available through the pharmacy channel, not through DME. This will
not require prior authorization.
/A pharmacy newsletter went out in January 2021 giving updates on
Pharmacist Enrollment for billing and reimbursement of COVID-19
m?/\r/g:gt?ér vaccine administration, how to bill for COVID-19 vaccine

administration, Prior Authorizations Extensions related to the PHE,
Changes to Preferred Albuterol Inhalers, Coverage changes for Taltz,
Preferred Drug List (PDL) 2021 Changes, and Drug Utilization
Review Board (DURB) 2021 Meeting Schedules

Clinical Activities

Pharmacist Enrollment

Effective September 1, 2020, Vermont Medicaid allowed pharmacists to enroll in the Medicaid program as
licensed providers to provide Medicaid services following their scope of practice, and state and federal law.
This includes ordering and administering COVID-19 diagnostic tests and COVID-19 vaccines during the
public health emergency.

Pharmacists who plan on administering or supervising the administration of a COVID-19 vaccine must be
enrolled with Vermont Medicaid for the pharmacy to be eligible for reimbursement for such vaccinations.

Provisions of Act 178 of the 2020 legislative session authorizes pharmacists to prescribe tobacco cessation
products. Effective July 1, 2021, the Vermont Medicaid program allows reimbursement for pharmacists
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providing tobacco cessation counseling. Pharmacists will be paid according to the Resource-Based Relative
Value Scale (RBRVS) fee schedule. Tobacco Cessation CPT codes 99406 and 99407 will be open for
pharmacists to bill with no PA required. Pharmacists must enroll with Vermont Medicaid as providers to
prescribe smoking cessation products and to be reimbursed for counseling Medicaid members.
https://vermont.hppcloud.com/Home/Index/. DVHA has over 300 actively enrolled pharmacists.

Pharmacy Cost Management (PCM) Program

In late SFY 2017, DVHA, in collaboration with Change Healthcare, implemented the Pharmacy Cost
Management (PCM) Program. The goal of the program is to mitigate the impact of high-cost specialty drugs
on pharmaceutical expenditures while ensuring that the full value of these medications in improving patient
outcomes and reducing medical expenditures can be realized. Achieving this goal requires focused and
attentive oversight and management of both the drugs and the patients receiving them to ensure that patients
are not only prescribed the optimal drug for their specific condition but that they are taking the drug as
prescribed and are receiving the appropriate monitoring, testing, and follow-up care.

The PCM pharmacist provides direct outreach to prescribers and pharmacies to discuss the goals of therapy
as well as the appropriateness of drug, dose, and duration of therapy and follow-up. The pharmacist works
directly with prescribers to choose the most cost-effective treatment regimens for each patient with
consideration of age, gender, co-morbidities, and when pertinent, biological, and genetic markers. In
addition, they communicate directly with pharmacies to ensure that the medications are dispensed to the
patients at the correct times and are billed appropriately. Prescribers are notified when a patient demonstrates
poor adherence.

The Vermont Medicaid Pharmacy Cost Management (PCM) program continued throughout the calendar
year 2021. The entire year was during the COVID-19 pandemic and social distancing protocols, and the
PCM program adapted to these changes. The clinical pharmacist continued outreach to members and
providers although making a connection has been more challenging during the Public Health Emergency. We
are now seeing a gradual transition from telehealth appointments b