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DVHA CoMMISSIONER’S MESSAGE

substantial increase in the numbe

| am pleased to present the Department of Vermont Health
Access (DVHA) 2017 Budget Document. Within this year’s
broadened content are comparisons between Vermont
Medicaid spending and other New England states as well as a
demonstration of the interconnectivity of the Departments
within the Agency of Human Services who jointly deliver
Medicaid and Children’s Health Insurance Plan (CHIP) services to
roughly one-third of the Vermont population. This document
focuses on the fiscal pressures, projects, and initiatives aimed at
increasing efficiencies and decreasing cost of healthcare delivery
such as the expanded eligibility guidelines accounting for a
r of Vermonters served, Vermont’s Blueprint and Chronic Care

Initiatives, as well as those introduced for 2017.

In State Fiscal Year (SFY) 2015, Vermont Medicaid’s expenditures of $1.65 billion accounted for 30%
of the total State spend. The average monthly eligible persons under Medicaid rose 18% in SFY 2015
to 212,255, a continuation of the increase in eligible persons driven by Medicaid Expansion. These

pressures fuel Vermont’s commitm

ent to control Medicaid costs and emphasize the importance on

Medicaid delivery reform as captured in the Mission Statement.

/ In addition to the \

current and proposed

The Budget Document highlights a number of new initiatives:

e Implementation of a nationally recognized best practice
policy for Vermonters experiencing involuntary inpatient
mental health services that prioritizes the health and well-
being of the patient.

e |Initiation of a special enrollment period for pregnant
individuals and their families into any Qualified Health Plan.

e Federal Poverty Limit eligibility alignment, specifically for
the expanded pregnant individuals’ population.

e Expanded provider assessment to include Primary Care
Doctors and Dentists.

e Increased reimbursement rates for both dentists and
doctors.

e Data exchange with private insurers for confirmation of
enrollees’ current coverage status.
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initiatives discussed at
length within, | would
personally like to note
DVHA’s excitement at
the opportunity to
participate in the
transition of Vermont’s
current healthcare
model to a quality based
All Payer Model. This
will shift the focus from
individual services
rendered (fee for
service) to improving
patient health.
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FAST FACTS

Category

Coverage

Providers

Claims

Customer
Support

Description

Number of covered lives in Vermont’s public health
insurance coverage programs (SFY2016 BAA)

Number of children included in the above (SFY2016 BAA)

Percent of Vermont children covered by Green Mountain
Care (July 2015)

Percent of Vermonters enrolled in a public health insurance
coverage program (July 2015)

Average number of covered lives in Vermont Health Connect
Qualified Health Plans (SFY 2015)

Number of providers enrolled in Green Mountain Care
(January 2015)

Number of Vermont Medicaid Electronic Health Record
Incentive Program eligible providers that have received
payment for using Certified EHR systems (CY 2011-2015)

Number of Blueprint Patient Centered Medical Home
practices (SFY 2015)

Number of claims processed annually (SFY2015)
Percent of claims received electronically (SFY2015)
Percent of claims processed within 30 days (SFY2015)

Average number of days from claim receipt to adjudication
(SFY2015)

Average number of VHC calls to Member Services per month
(SFY2015)

Average number of GMC calls to Member Services per
month (SFY2015)

Average number of seconds to speak with a live person
about VHC (SFY2015)

Average number of seconds to speak with a live person
about GMC (SFY2015)

Average percent of calls answered by a live person within 2
minutes about VHC (SFY2015)

Average percent of calls answered by a live person within 2
minutes about GMC (SFY2015)
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Data Point
224,750

71,479
55%

35%
31,826

13,657

950

126
5,178,566
91.80%
99.17%
2.04
27,804
8,629
36.37
48.15

93.39%

92.53%
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CHAPTER ONE: ALL STATE

The State of Vermont is comprised of myriad agencies and departments. The following is a
high-level depiction of such, along with associated mission statements:

Agency of Administration

*Mission: To provide responsive and centralized support services to the employees of all agencies
and departments of state government so they may deliver services to Vermonters in an efficient,
effective and fiscally prudent manner.

Agency of Human Services (AHS)

eMission: To holistically address Vermonters’ needs by creating a person-centric system that
streamlines management and access to health and human services.

Agency of Agriculture, Food & Market

*Mission: To facilitate, support and encourage the growth and viability of agriculture in Vermont
while protecting the working landscape, human health, animal health, plant health, consumers
and the environment.

Agency of Commerce & Community Development (ACCD)

eMission: The Agency of Commerce and Community Development (ACCD) helps Vermonters
improve their quality of life and build strong communities.

Agency of Education

*Mission: The State Board of Education and Agency of Education provide leadership, support, and
oversight to ensure that the Vermont public education system enables all students to be
successful.

Agency of Natural Resources (ANR)

eMission: to protect, sustain, and enhance Vermont’s natural resources, for the benefit of this and
future generations.

Agency of Transportation (AOT)

eMission: to provide for the safe and efficient movement of people and goods.

Department of Labor

*Mission: To promote Vermont’s economic strength by assisting employers with job creation,
retention and recruitment; coordinating the education and training of our workforce for
Vermont’s current and future job opportunities; ensuring that Vermont workers have well-paying
jobs in safe work environments; administering economic support and reemployment assistance to
workers who suffer a job loss or workplace injury; and providing labor market information and
analysis to the enable effective planning and decision-making relating to economic, education,
labor and employment policies and direction.

Department of Public Safety

eMission: To promote the detection and prevention of crime, to participate in searches for lost
and missing persons, and to assist in cases of statewide or local disasters or emergencies.
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One of the Governor’s top priorities is to support Vermonters’ health through prevention and
universal, affordable, and quality healthcare for all, in a manner that supports employers and
overall economic growth, and that offers better care. The first chart below depicts the AHS total
expenses as a percentage of the total State expenditures. The next chart shows the State fund
portion of those expenditures. While AHS is the Agency with the largest expenses, it uses a
smaller fraction of state funds than Education.

Expenses - Primary Government Fiscal Year 2015

Debt Service Interest _ Business-Type General Government
T rtati 0.30% 4.07% 2.34%
ransportation
766%  T— Protection to

Persons & Property
6.14%

Commerce &
Community

Development
0.67% Natural Resources Labor

1.84% 0.55%

Governmental Fund Expenditures
(net of federal reimbursements)

Transportation Fiscal Year 2015
6.37%
Debt Service Interest
2.06% \

Protection to
Persons & Property —

8.40%
Commerce &
Community . = =
Development _"' _ __Natural Resources
0.63% /] 2.06%
Labor_~
0.19%

General Government —:————____Capital Outlay
3.62% 2.61%
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CHAPTER TwoO: ALL AHS

To holistically address Vermonters’ needs by creating a person-
centric system that streamlines management and access to
health and human services.

Agency of Human Services

Secretary

Deputy Secretary

AHS Commissioners

Department of
Corrections
Commissioner

Crepartment For
Children & Families
Commissioner

Departrment of
Disabilities, Aging &
Independent Living

Commissioner

Department of WT
Health Access
Commissioner

Wermont
Departmernt of
Health

Commissioner

Departrmernt of
Mental Health
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DEPARTMENTAL APPROACHES TO MEDICAID

The Agency of Human Services, (AHS), its Departments and the Agency of Education (AoE)
oversee and operate numerous programs designed to address the health and wellness needs of
Vermont. The AHS’ Department of Vermont Health Access manages the State’s Medicaid
program designed to provide traditional mandatory and optional healthcare services for low-
income Vermonters. The remaining AHS Departments and the AoE are responsible for the
oversight of specialized healthcare programs within Medicaid. Additional clinical determination
may need to be met in order to access other Departments’ specialized healthcare programs.

A partial list of Medicaid programs managed by other Departments is below.

Department Division/Programs
Department of Vermont Health Access Blueprint for Health
(DVHA) Coordination of Benefits (COB)

Mental Health and Substance Abuse
Program Integrity (PI)
Vermont Chronic Care Initiative (VCCI)
Quality Reporting
Vermont Health Connect (VHC)

Agency of Education (AoE) School-based Health Services (IEP) Program
Department of Disabilities, Aging and Adult Services Division (ASD)
Independent Living (DAIL) Developmental Disabilities Services (DDS) Program

Traumatic Brain Injury Services (TBI) Program

Department for Children and Families Child Development Division (CDD)—Children’s
(DCF) Integrated Services (CIS) Program
Family Services Division (FSD)—Contracted Treatment
Service Programs

Department of Mental health (DMH) Adult Mental health Division (AMH)
Children’s Mental Health Division (CMH)

Vermont Department of Health (VDH) Alcohol and Drug Abuse Program (ADAP)

Ladies First Program
HIV/AIDS Program
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DEPARTMENTAL APPROACHES TO MEDICAID CONTINUED

The Departments manage services and programs that are similar, as seen below, but are
targeted to unique age groups, disability types, and/or program goals. For example, case
management services or service coordination is offered in all programs and almost always
involves an assessment, gaining access to and coordination of necessary services across medical,
social, educational, or labor domains. The Departments’ programs require highly skilled
specialized support staff who are capable of providing interventions specifically geared to the
target group. Thus, while the services are similar in scope and, in some case, target the same
population, these programs have very different coverage policies and reimbursement
methodologies.

X X X
X X
X X
X X X
X X
X X X
X X X
X X
X X X X
X X
X X X
X X X X
X X X
X X
X X X

SECRETARY’S (CENTRAL) OFFICE

The Agency of Human Services (AHS) has the widest reach in state government and a critical
mission: “To improve the conditions and well-being of Vermonters and protect those who
cannot protect themselves.” Whether helping a family access healthcare or child care,
protecting a young child from abuse, supporting youth and adults through addiction and
recovery, providing essential health promotion and disease prevention services, reaching out to
elder Vermonters in need of at-home or nursing home assistance, enabling individuals with
disabilities to have greater independence, or supporting victims and rehabilitating offenders,
AHS serves Vermonters with compassion, dedication and professionalism. For the Medicaid
population, AHS manages the development, implementation and monitoring of the Agency's
budget to ensure that departmental programs reflect the Governor's priorities and are in
compliance with legislative requirements.
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SECRETARY’S (CENTRAL) OFFICE CONTINUED

Specifically, AHS develops financial status reports and monitors key program performance
indicators for each Agency department and:

e Coordinates all federal block grant and statewide single audit functions;
e Develops the AHS indirect rate;

e Updates federal cost allocation plans; and

e Updates the State plan.

The Rate Setting Unit audits and establishes Medicaid payment rates for nursing facilities for
the Department of Vermont Health Access (DVHA), intermediate care facilities for people with
developmental disabilities for the Department of Disabilities, Aging and Independent Living
(DDAIL) and private non-medical institutions for the Department of Children and Family (DCF).

The AHS Healthcare Operations, Compliance, and Improvement Unit manages activities
pertaining to Medicaid and associated healthcare operations. It is responsible for integrated
planning, policy development, regulatory compliance and funding. These initiatives require
cross-departmental (and intra-governmental) operations for successful implementation and
outcomes. Activities include but are not limited to: federal negotiations relative to changes in
the AHS Medicaid structure; oversight of the DVHA and AHS operations of the Vermont Global
Commitment to Health Medicaid Waiver; quality assurance, improvement and performance
measurements of program activities; providing technical assistance to departments; overseeing
AHS Consumer Information and Privacy Standards; and federal Health Information Portability
and Accountability Act (HIPAA) requirements.

The following table depicts the average Medicaid caseload for all of AHS as a percentage of the
total estimated State of Vermont population.

VT Population Green Mountain Percent of

Estimate’ Care Enrollment Population
Enrolled
SFY2015 626,562 212,255 33.88%
SFY2014 626,855 184,372 29.41%
SFY2013 626,138 180,265 28.79%
SFY2012 626,450 178,192 28.44%
SFY2011 625,792 175,211 28.00%

1. Annual estimates of the Resident Population: April 1, 2010 to July 1, 2014, U.S. Census Bureau, Population
Division, Release Date: December 2014
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DEPARTMENT FOR CHILDREN AND FAMILIES (DCF)

Mission Statement: To foster the healthy development, safety, well-being, and self-sufficiency
of Vermonters. We are passionate about prevention and will:

e Reduce poverty and homelessness;

¢ Improve the safety and well-being of children and families;

e Create permanent connections for children and youth; and

e Provide timely and accurate financial supports for children, individuals, and families.

Vision: Vermont is a place where people prosper; children and families are safe and have
strong, loving connections; and individuals have the opportunity to fully develop their potential.

The Department of Children and Families, (DCF) has six programmatic divisions that administer
the department’s major programs.

Child Development Division
Economic Services Division

Family Support Division

Office of Child Support

Office of Disability Determinations
Office of Economic Opportunity

ok wNE

Healthcare Eligibility Determination Services: Economic Services Division determines and
maintains eligibility for Vermonters who are eligible for healthcare coverage. The division
processes applications from applicants seeking coverage. The complexity of eligibility
determinations results from the combination of Vermont’s broad range of healthcare programs
and the use of an antiquated computer system. DCF has proposed to move this unit to the
Department of Vermont Health Access in SFY17.

SFY 2015 DCF Medicaid & CHIP Spend

$51,125,521
DUALELIGIBLES Ji $520,148
UNDERINSURED CHILD + SCHIP || $333,451
BD CHILD $7,159,732

GENERAL CHILD ,881,190

NEW ADULTS $1,434,315
GENERAL ADULT $3,106,349
ABD ADULT $1,690,336
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DePARTMENT OF CORRECTIONS (DOC)

Mission Statement: In partnership with the community, we support safe communities by
providing leadership in crime prevention, repairing the harm done, addressing the needs of
crime victims, ensuring offender accountability for criminal acts and managing the risk posed by
offenders. This is accomplished through a commitment to quality services and continuous
improvement while respecting diversity, legal rights, human dignity and productivity.

Vision: To be valued by the citizens of Vermont as a partner in prevention, research, control
and treatment of criminal behavior.

Generally Medicaid is unavailable for incarcerated individuals; however individuals admitted to
a hospital, nursing facility, juvenile psychiatric facility, or intermediate care facility may be
covered through DVHA, as long as they remain otherwise Medicaid eligible.

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING (DDAIL)

Mission Statement: The mission of the Department of Disabilities, Aging, and Independent
Living is to make Vermont the best state in which to grow old or to live with a disability with
dignity, respect, and independence.

DDAIL provides a variety of services to Vermonters who are over the age of 60 or who have a
disability. Services are delivered by regional area Agencies on Aging, traumatic brain injury
providers, home health agencies, residential care facilities, adult day programs, personal
emergency response and self-directed care providers. Within the Department, there are four
divisions, each responsible for different areas of service:

e Division for the Blind and Visually e Division of Disability and Aging
Impaired, Services,
e Division of Licensing and Protection, e Division of Vocational Rehabilitation.

SFY 2015 DDAIL Medicaid & CHIP Spend

$176,160,018

DUAL ELIGIBLES — $111,155,874

UNDERINSURED CHILD + SCHIP $22,939
BD CHILD @ $5,781,565
GENERAL CHILD Ji $1,381,814
NEW ADULTS $615,993

GENERAL ADULT $491,809

ABD ADULT — $56,710,025
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DePARTMENT OF MENTAL HEALTH (DMH)

Mission Statement: It is the mission of the Vermont Department of Mental Health to promote
and improve the mental health of Vermonters.

Vision: Mental health will be a cornerstone of health in Vermont. People will live in caring
communities with compassion for, and a determination to respond effectively and respectfully
to the mental health needs of all citizens. Vermonters will have access to effective prevention,
early intervention and mental health treatment and supports as needed to live, work, learn and
participate fully in their communities.

The Department of Mental Health (DMH) consists of two programmatic divisions: Adult and
Child, Adolescent, and Family Mental Health Units.

Direct services are provided by private, non-profit service providers called Designated Agencies
(DAs), and Specialized Service Agencies (SSAs) located throughout the state. The Department of
Mental Health designates one Designated Agency (DA) in each geographic region of the state as
responsible for ensuring needed services are available through local planning, service
coordination, and monitoring outcomes within their region.

SFY 2015 DMH Medicaid & CHIP Spend

$164,706,391

DUAL ELIGIBLES $47,550,945

UNDERINSURED CHILD + SCHIP $2,399,035

BD CHILD $26,702,881

GENERAL CHILD $58,786,901

NEW ADULTS $7,840,761

GENERAL ADULT $1,731,016

ABD ADULT $19,694,779

Budget Document—State Fiscal Year 2017 Page 15




DEPARTMENT OF HEALTH (VDH)

Mission Statement: To protect and promote optimal health for all Vermonters.
Vision: Healthy Vermonters living in healthy communities.

VDH is divided into individual divisions, each with the goal of promoting safety and health
throughout the state. Those divisions are as follows: the Environmental Health Division, Health
Promotion and Disease Prevention Division, Health Surveillance Division, The Office of Local
Health, Maternal and Child Health Division, Office of Public Health Preparedness and
Emergency Medical Services, The Board of Medical Practice, and the Alcohol and Drug Abuse
Programs Division (ADAP).

ADAP helps Vermonters prevent, reduce, and/or eliminate alcohol and other drug related
problems. ADAP manages and evaluates a comprehensive system of substance abuse
treatment, prevention, and recovery services throughout Vermont. The substance abuse Care
Alliance (termed “Hub and Spoke”) is a joint effort administered by both VDH and the DVHA’s
Blueprint for Health program. The Ladies First program is administered by VDH and provides
women with breast, cervical, and heart health screenings. VDH also provides several specific
programs for persons living with AIDS. These care programs are federally funded through the
HRSA Ryan White Act and the CDC HIV Surveillance System.

SFY 2015 VDH Medicaid & CHIP Spend

$27,563,398
DUAL ELIGIBLES $2,329,944
UNDERINSURED CHILD + SCHIP | $103,243
BD CHILD $962,792
GENERAL CHILD $1,913,041

NEW ADULTS $13,539,465
GENERAL ADULT $5,358,891
ABD ADULT $3,356,021
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AGENCY OF EDUCATION (AOE)

Mission Statement: The State Board of Education and Agency of Education provide leadership,
support, and oversight to ensure that the Vermont public education system enables all students
to be successful.

Vision: Every learner completes his or her public education with the knowledge and skills
necessary for success in college, continuing education, careers, and citizenship. The public
education system provides flexible learning environments rich with 21st century tools that
promote self-development, academic achievement, and active engagement in learning. It
operates within a framework of high expectations for every learner with support from
educators, families and the community.

The Agency of Education works with the Department of Vermont Health Access on the School-
based Health Services Program which allows schools to generate Medicaid reimbursement for
the health-related services provided to special education students who are enrolled in Medicaid
and receive eligible services in accordance with their individualized education plans (IEPs).

SFY 2015 AOE Medicaid & CHIP Spend

$43,558,603

DUAL ELIGIBLES $293,626

UNDERINSURED CHILD + SCHIP $1,612,918

BD CHILD

$15,238,600
GENERAL CHILD $24,866,706

NEW ADULTS $56,366

GENERAL ADULT $127,619

ABD ADULT F $1,362,768

Please note: the dollars depicted above are the federal fund only. General fund is in the Agency of Education’s
direct appropriation.
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DePARTMENT OF VERMONT HEALTH Access (DVHA)

The Department of Vermont Health Access (DVHA) is responsible for the oversight,
implementation, and management of Vermont’s publicly-funded health coverage programs.
These programs include Medicaid and the Children’s Health Insurance Program, collectively
branded Green Mountain Care (GMC); as well as the State’s health insurance marketplace,
Vermont Health Connect (VHC). DVHA also oversees many of Vermont's expansive Healthcare
Reform initiatives, designed to increase access, improve quality, and contain the cost of
healthcare for all Vermonters, including the federally funded Vermont Healthcare Innovation
Project (VHCIP), Vermont’s Blueprint for Health, and health information technology strategic
planning, coordination and oversight. DVHA acts as a Managed Care Organization under the
Global Commitment to Healthcare waiver.

DVHA’s Commissioner is a member of the Governor’s healthcare leadership team. He is
responsible for all of DVHA’s operations as well as leading state and federal healthcare reform
implementations. DVHA has a total of 316 budgeted classified staff positions. This includes 208
direct DVHA staff and a proposed 108 Health Access Eligibility Unit staff who currently report to
DCF.

The Commissioner’s Senior Management Team consists of division directors overseeing
operations and projects as well as key support services. Their core divisions are: Medicaid
Health Services and Managed Care; Medicaid Policy, Fiscal and Support Services; Payment
Reform and Reimbursement; Vermont Health Connect; and the Blueprint for Health. Additional
members of the Senior Leadership Team are the Chief Medical Officer General Counsel,
Financial Director, Principal Assistant, and Health Reform Deputy Commissioner.

DVHA’s work serves the State of Vermont’s high level health reform goals:

The Department’s diverse and complementary health reform activities have the following
objectives:
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DEPARTMENT OF VERMONT HEALTH AccEess (DVHA) CONTINUED

In support of the objectives outlined above, DVHA’s successful Blueprint for Health and the
Vermont Chronic Care Initiative (VCCI) have been working hand-in-hand with the federally-
funded State Innovation Model (SIM) project, labeled the Vermont Healthcare Innovation
Project (VHCIP). The Blueprint for Health team oversees the statewide multi-insurer program
designed to coordinate a system of healthcare for patients, improve the health of the overall
population, and improve control over healthcare costs by promoting health maintenance,
prevention, care coordination, and management at the provider level. In support of these
delivery system reforms, the team leads the coordination of health reform activities across
multiple state stakeholders and has primary responsibility for statewide health information
technology (HIT) strategic planning and implementation. The Blueprint team provides HIT
coordination and oversight including contract and grant management with external HIT
partners such as the Vermont Information Technology Leaders (VITL).

The specific goals for the Vermont Healthcare Innovation Project (VHCIP) are: to increase the
level of accountability for cost and quality outcomes among provider organizations; to create a
health information network that supports the best possible care management and assessment
of cost and quality outcomes and informs opportunities to improve care; to establish payment
methodologies across all payers that encourage the best cost and quality outcomes; to ensure
accountability for outcomes from both the public and private sectors; and to create
commitment to change and synergy between public and private cultures, policies and
behaviors. To address the project aims and goals described above, the VHCIP has three main
focus areas: payment models—implementing provider payments that move away from straight
fee-for-service and incorporate value measurement, care models—creating a more integrated
system of care management and care coordination for Vermonters, and health information
technology/health information exchange (HIT/HIE)—building an interoperable system that
allows for sharing of health information to support optimal care delivery and population health
management.

The Vermont Chronic Care Initiative continues to partner with the pilot Medicaid Accountable
Care Organization (ACO) delivery model to assure integrated, non-duplicative service delivery
for VCCl-eligible, high risk members. VCCI is a healthcare reform strategy which supports
Medicaid members with chronic health conditions and/or high utilization of medical services in
accessing clinically appropriate healthcare information and services; coordinates the efficient
delivery of healthcare to these members by addressing barriers to care, gaps in evidence-based
treatment, and reducing duplication of services; and educates and empowers members to
eventually self-manage their conditions. VCCI case managers/care coordinators are field based
and embedded in AHS district offices and high volume hospital and provider practice sites to
support communication, referrals, and transitions in care. They partner with providers and ACO
clinical teams, are members of the Blueprint for Health community health teams (CHT), and

work with partners across AHS to facilitate a holistic approach for addressing the
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DEPARTMENT OF VERMONT HEALTH Access (DVHA) CONTINUED

socioeconomic barriers to health for at risk members. The VCCI also operates at a population
level by identifying panels of patients with gaps in evidence-based care and associated
utilization to share with treating providers and ACO partners. Eligible members are identified
via predictive modeling and risk stratification, supplemented by referrals from providers and
local care teams. VCCI receives census reports from several hospitals and has staff who act as
liaisons with partner hospitals to support early case identification and transitions of care.

Vermont and DHVA have long been leaders in healthcare coverage expansion and maintenance.
Two of DVHA's most successful coverage expansion programs —the Vermont Health Access Plan
(VHAP) and Catamount — came to an end in 2014, and eligible individuals were moved into the
expanded Medicaid program or onto a new qualified health plans (QHPs) in Vermont Health
Connect. DVHA serves approximately 212,255 Vermonters clinically and/or financially, and an
additional 14,711 Vermonters (individuals and families) are enrolled in Vermont Health Connect
qualified health plans with no financial subsidy. DVHA’s divisions work closely and
collaboratively with the Economic Services Division of the Department for Children and
Families.

SFY 2015 DVHA Program Spend

$975,823,404

VPHARM + GLOBAL PHARM
CHOICES FOR CARE

PR ASSISTANCE + COST SHARING
DUAL ELIGIBLES
UNDERINSURED CHILD +SCHIP

$6,193,762

$208,149,276

$6,750,240
$76,147,728

$8,725,014

BD CHILD $30,889,676
GENERAL CHILD $144,338,098
NEW ADULTS 24,311,542
GENERAL ADULT $88,447,803
ABD ADULT $102,508,327
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Departmental Medicaid Spend

ALL AHS MEDICAID SPEND BY ELIGIBILITY GROUP

VPharm + Global
Pharm, $6,980,787

VPA+ Cost Sharing,

$6,750,240
General Adult,

$99,085,559

Underinsured Child +
SCHIP, $2,999,558

BD Child, $86,915,791
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CROSS-DEPARTMENTAL MEDICAID COMPARISON CONTINUED

SFY 2015 Medicaid Spend - Global Commitment, CHIP, & CFC - BY CATEGORY OF SERVICE
Category of Service DVHA DMH VDH DCF DAIL AOE Total AHS

Inpatient § 138,984,965 | S 1,947,087 | § $ $ $ $ 140,932,052
Outpatient § 1288124846 $ $ $ $ $ 128,812,484
Physician $ 98,448,617 | § $ $ S $ 241342 | $ 98,689,959
Pharmacy $ 185,563,094 | $ $ $ $ - |$ $ 185,563,094
Nursing Home $ 122245567 $ $ S $ (7,291) § $ 122,038,276
ICF/MR Private $ $ $ $ $ 1347733 | § $ 1,347,733
Mental Health Facility $ 890,779 | § (460,125) $ $ S $ $ 430,654
Dental $ 27,087323 | § $ $ S $ $ 27,087,323
MH Clinic $ 140474 | § 99,909,520 | § $ $ 553332 | $ $ 100,603,327
Independent Lab/Xray $ 14,408,861 | § $ $ S $ $ 14,408,861
Home Health $ 6,724,784 | § $ $ S $ $ 6,724,784
Hospice $ 3,880,096 | $ $ $ S $ $ 3,880,096
FQHC & RHC $ 31,443,105 | § $ $ S $ $ 31,443,105
Chiropractor $ 1,226,933 | § $ $ S $ $ 1,226,933
Nurse Practitioner $ 960,950 | § $ $ $ $ $ 960,950
Skilled Nursing $ 2,814,854 | § $ $ $ $ $ 2,814,854
Podiatrist $ 319363 | § $ $ $ $ $ 319,363
Psychologist $ 2459132816 $ $ $ $ $ 24,591,328
Optometrist/Optician $ 2,254,446 | § $ $ $ $ $ 2,254 446
Transportation $ 12,491,480 | § $ $ $ $ $ 12,491,480
Therapy Services $ 4964124 | S $ $ $ $ $ 4,964,124
Prosthetic/Ortho S 3,137,112 | § S S S S S 3,137,112
Medical Supplies & DME $ 10,328,593 | $ $ $ $ $ $ 10,328,593
H&CB Services $ 55,893,564 | $ $ $ $ $ $ 55,893,564
H&CB Services Mental Service $ 669,119 | § 1,465,296 | $ $ $ $ $ 2,134,415
H&CB Services Development

Services $ 849 [ § $ $ $ 164,871,253 | $ $ 164,872,102
TBI Services $ $ 329,962 | $ $ $ 4744613 | S $ 5,074,575
Enhanced Resident Care $ 8,135,081 | § $ $ S $ $ 8,135,081
Personal Care Services $ 16727437 § $ $ $ 14772138 $ 1804650
Targeted Case Management (Drug) | § 67433 | $ 4,662,669 | S $ $ 1,782,614 | § $ 6,512,716
Assistive Community Care $ 14,140,393 [ § 4471282 S § 12,066,037 |8 $ $ 30,777,672
Day Treatment MHS $ $ 51,865,566 | S $ S 2,213,144 | § $ 54,078,710
OADAP Families in Recovery $ 2,685,214 | § § 25546957 | $ $ $ $ 28,232,170
Rehabilitation $ 598,985 | $ $ $ $ $ $ 598,985
D & P Dept of Health $ 224,794 | § 587,520 | § 2,030,686 [ § 36,190,488 | § $ 43398926 | S 82,432,413
PcPlus Case Mgmt and Special

Program Payments $ 3,537,462 | S $ $ $ $ $ 3,537,462
Blue Print & CHT Payments S 8,683,861 | S S S $ S S 8,683,861
PDP Premiums $ 1,138,775 | § $ $ $ $ $ 1,138,775
VPA Premiums $ 5,757,910 | § $ $ $ $ $ 5,757,910
Ambulance $ 4329354 | § $ $ $ $ $ 4,329,354
Dialysis $ 1,567,530 | § $ $ $ $ $ 1,567,530
ASC $ 66,585 | - 1S - IS § - 1§ - 18 66,585
Total Other Expenditures $ 122,162,149 | $ (66,557)| § (8,728)[ S 2,768,996 | $ (792,064)| § (81,664)| § 123,982,133
Total Offsets $  (92,282,406)] (5,789)| (5,516)| $ $ (30,529)| § $ (92,324,61)
Total All Program Expenditures | S 975823404 | § 164,706,391 |$ 27563398 |$ 51125521 (S 176,160,018 | § 43,558,603 | $  1438,937,334
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CROSS-DEPARTMENTAL MEDICAID COMPARISON CONTINUED

Mental Health and Substance Abuse

Vermont Medicaid is the chief source of coverage for low-income Vermonters with mental
health and substance abuse treatment needs. Given the prevalence of these concerns within
our population, the high level of Medicaid spending, and the impact to the overall physical
health of the population, DVHA is highly focused on steps toward the integration of mental
health delivery and the coordination of care within the Departments. Medicaid mental health
services across AHS programs amounted to over $342 million in SFY 2015. Focus is on both
setting expectations for better outcomes and reducing costs for those with comorbid
conditions. An important step in this process is in the identification of all of a patient’s
healthcare needs regardless of which program within the Agency the member entered the

system; a person-centric care coordination approach is critical.

The Departments of Mental Health and Vermont Health Access have developed a plan for
unified service and financial allocation for publicly funded mental health services as part of an
integrated healthcare system. Details on this plan can be found in Appendix C of this document.

Today, mental health services are managed throughout the Agency, each focusing on the
individual goals of their respective programs.

DA/SSA Disability Specific Mental Health

Services

Independent Practices, Clinics and

Hospital Inpatient
Medication Management

Hospital Inpatient Agency of Education IEP related

Mental Health Claims
Vermont Chronic Care Initiative Children's Services

Mental Health Expenditures by Department

$200,000,000

$180,000,000

$160,000,000

$140,000,000

$120,000,000

$100,000,000

$80,000,000

$60,000,000
$40,000,000

$20,000,000

S-

DMH

DVHA

il

DCF

i '8

DAIL

I

AofE

VDH

= SFY '13 Total: $298,907,797

$150,228,129

$95,434,266

$11,018,190

$29,189,421

$12,189,963

$847,828

B SFY '14 Total: $318,549,372

$163,716,075

$98,989,830

$13,748,631

$28,950,880

$12,138,651

$1,005,305

= SFY '15 Total: $342,268,957

$174,489,013

$105,782,560

$16,803,496

$30,217,158

$13,523,240

$1,453,490
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CROSS-DEPARTMENTAL MEDICAID COMPARISON CONTINUED

Integration of Substance Abuse Prevention & Treatment Delivery

Care Coordination through Community, School-based Services,
Community Health Teams/Blueprint  High Risk populations targeting DCF — Reach Up
& VCCl prevention

Medication Assisted Treatment
(MAT) within HUB & Spoke and
Outpatient Physician Services

Utilization Review — Residential . DOC - Screening & Therapeutic
Recovery Services, Peer Support

Methadone Treatment in HUB

. AHS — Integrated Family Services
setting

Services Communities
Labqratory & Transportation Prefen"ed Prowdgr Outpa’Flent, DMH  Elder Care Clinicians
Services Intensive Outpatient Services

Outpatient Therapy & Hosp.

Detoxification Halfway/Transitional Housing DDAIL - Screening

Substance Abuse Expenditures by Department

$40,000,000

$35,000,000

$30,000,000

$25,000,000

$20,000,000

$15,000,000

$10,000,000

$5,000,000

e ——
VDH DVHA DMH DCF DAIL AofE

H SFY '13 Total: $41,683,304  $15,926,375 | $24,445,718 | $560,133 $560,133 $190,910 $34
B SFY '14 Total: $47,650,925  $18,911,753 | $27,350,088  $845,975 $355,087 $187,088 $34
m SFY '15 Total: $65,081,309  $25,190,912 | $37,972,375  $934,385 $847,899 $135,704 $34

S-

Substance Abuse Provider Network

ADAP manages a Preferred Provider Network in which Medicaid members can obtain
preventative, intervention, treatment, and recovery services.

DVHA in accordance with the Medicaid State Plan manages the Medicaid Provider Network.
Providers within this network can provide crisis, preventative, intervention, treatment, &
recovery services to eligible members in accordance with the Provider’s licensure.
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CROSS-DEPARTMENTAL MEDICAID COMPARISON CONTINUED

MCO Investments

Vermont uses Managed Care invested funds as authorized in the Global Commitment to Health
waiver to pay for a number of optional programs and services that vary widely between the
departments. Each department is summarized below to show their total MCO Investment
spend by year. To see the individual programs, populations served, and the related
expenditures, please see Appendix A.

Dept. A%s SFY10 Actuals SFY11 Actuals SFY12 Actuals SFY13 Actuals SFY14 Actuals SFY15 Prelim.
AHSCO | S 415000 | $ 415,000 | $ 2,925099 | S 5816,947 | S 6,647,517 | $ 7,683,876 | S 7,393,872
AOA S 68,879 | $ 179,284 | S - S - $ - S - S 639,239
DCF $16,130,085 | $ 13,411,513 | § 13,384,076 | S 16,238819 | $ 16,962,997 | S 17,885475 | $ 16,876,280
DDAIL | $ 2,263,260 | § 1,919,895 | S 2,209,416 | § 3,748423 | § 5,221,080 | $ 6,832,417 | S 4,028,224
DFR $ 1871651 | § 1,713959 | § 1,898,342 | S 1,897,997 | $ 659,544 | $ 165,946 | S -

DIl $ 339,500 | S - $ - $ - $ - S - S -

DMH $ 9,493,811 | § 7,052,728 | S 8,614,224 | S 25054581 | § 40,521,446 | $ 39,043,497 | $ 42,080,184
DOC $ 3,004,144 | S 3,064,215 | S 3,096,450 | $ 3,613,324 | $ 5,726,775 | $ 5,308,263 | $ 5,117,606
DOE $ 8956247 | S 8,956,247 | S 4,478,124 | $ 11,027,579 | $ 9,741,252 | $ 10,454,116 | $ 10,029,809
DVHA | $ 1,132,993 | § 1,418,044 | S 4,387,408 | $ 4,616,757 | S 14,922,410 | S 15,879,646 | S 15,999,879
GMCB | $ - S - S - S 789,437 | S 1,450,717 | $ 2,360,462 | S 2,517,516
UVM S 4,006,156 | S 4,006,152 | $§ 4,006,156 | S 4,006,156 | $ 4,006,156 | S 4,006,156 | S 4,046,217
VAAFM | S - S - S - S 90,278 | S 90,278 | S 90,278 | S 90,278
VDH $13,361,812 | $ 12,174,645 | $ 9,460,219 | $ 11,119,809 | $ 15,903,347 | $ 16,576,934 | $ 19,285,337
VSC $ 405,407 | S 405,407 | $ 405,407 | $ 405,407 | $ 405,407 | $ 405,407 | S 409,461
VVH $ 81,043 | S 837,225 | $ 1,410,956 | $ 1,410,956 | $ 1,410,956 | $ 410,986 | $ 410,986
Total $ 2,419,988 $§ 55554314 | S 56,275877 | S 89,836,470 | S 123,669,882 | S 127,103,459 | $128,924,888
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON

Through review of analyses completed by federal agencies, academia, and organizations such as
Kaiser Family Foundation and a comprehensive look at the trends in Vermont spending, DVHA finds
that State Medicaid spending trends can be influenced by a number of causes such as: State and/or
Federal policy changes, demographic shifts such as an aging population, and other economic drivers
within the overall healthcare system. This section provides insight to drivers as well as a comparison
between Vermont Medicaid and the nation with a focus on our region.

The United States has been experiencing decades of rising healthcare costs. These increases are
partly a result of recognized inefficiencies in the overall healthcare system, and partly the result of
the development of treatments which can vastly improve health outcomes but may be costly. In
recent years, the national rate of growth has decreased. Examination of the per member per month
(PMPM) trends seen in Medicaid (see the Caseload, Utilization, & Expenditures section of this report
for further information) illustrates that this trend has generally held true in Vermont as well. A
number of different explanations for this have been theorized including the recession and
subsequent sluggish recovery; drops in some prescription drug costs brought about by the
expiration of patents on several costly medications which are now available in low-cost generic
versions; and the Affordable Care Act (ACA) changes to Medicare reimbursement policies. Vermont
has also focused on quality of care and curbing healthcare costs through initiatives such as VCCI and
Blueprint. This has curtailed the rate of growth in the PMPM, however other factors contribute to
the rise in overall Vermont Medicaid expenditures as described below.

Medicaid Expansion

The ACA has driven significant increases to States’ Medicaid enrollment and overall Medicaid
spending including allowing for the inclusion of most adults up to a poverty level of 138% (FPL).
Additionally, the ACA required all states to implement new streamlined and coordinated
application, enrollment, and renewal processes, including transitioning to a new income standard
(Modified Adjusted Gross Income or MAGI) to determine Medicaid financial eligibility for non-
elderly, non-disabled populations.

Some of the changes in eligibility guidelines are:

e No longer requiring a 12 month uninsured period for those Vermonters who lost previous
insurance voluntarily;

e No requirement for students to take school insurance;

e No premiums;

e Eligibility granted retroactively to the first of the application month;

e No resource test;

e Expanded income considerations such as depreciation, worker’s compensation payments,
child support, and expanded tax deductions.
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

In the Federal Fiscal Year (FFY) 2015, enrollment and total spend in the 29 states that implemented
the Medicaid expansion provisions of the ACA exceeded the rate of growth in the States that opted
to not. For those 29 states, enrollment increased faster than anticipated; however, the PMPM cost
for those individuals came in under projections. For states that are newly expanding Medicaid, the
federal government paid 100 percent of Medicaid costs of those newly eligible for calendar years
2014-2016. The federal share will phase down to 95 percent in 2017, 94 percent in 2018, 93 percent
in 2019 and 90 percent in 2020 and thereafter; well above traditional Federal Medical Assistance
Percentage (FMAP) rates in every state. For the states that expanded Medicaid prior to the ACA
effectuation, such as Vermont, federal reimbursement will increase to 90% for the same cohort by
2018. Thus, while the enrollment and total costs for the expansion states far exceeded non-
expansion, the state share of spending growth was lower. The chart below depicts the FFY 2015
Medicaid enrollment and spending growth, as well as the state share.

FFY 2015 Medicaid Enrollment & Spending Growth

Source: http://kff.org/medicaid/issue-brief/medicaid-enrollment-spending-growth-fy-2015-2016/

Vermont had provided expanded coverage through the VHAP, CHAP, and ESIA programs when the
ACA was implemented. As a result, Vermont benefits from a Special Match rate of up to
approximately 90% by 2018. The population growth and overall state spend is comparable to other
expansion states.

SFY 2015 Vermont Medicaid Enrollment & Spending Growth
/\/ermont experienced an\

18% enrollee growth rate
in SFY 2015. Like most
_ expansion States, this led
to a comparatively slower

N | rate of vermont spending

growth - less than 4% -

Growth Rate

due to the increase in

3% a3 &% 23 10% 12% 145 16% 18% \ federal match. /
W State Spending Total Medicaid Spending m Medicaid Enrollment
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

Prescription Services

In Vermont, DVHA saw an 18.35% increase in drug spend (before rebates) between SFY 2014 and
2015. This increase is due to a 9.5% increase in unit cost while utilization was marginally negative.

/ \ The increase in unit cost can be traced back mainly to increases
Some studies have found that in specialty drugs. The pricing power of manufacturers continues

up to 50% of all spending on to be immediate concern to DVHA; specifically the relatively high
prescription medication by price the US market — and Medicaid as the largest purchaser of
2018 will be for specialty drugs — incurs as compared to other nations. Prices remain high
drugs, which are complex even as the products are widely used and thus broadly diffusing

pharmaceuticals that require the initial efforts in research and development.

special handling,
administration, and

National spending on specialty medications increased in 2015,
monitoring by healthcare . . . . .
due almost entirely to increases in unit cost. Although generic

availability in some of these classes exist, changes to drug

formulation are needed to address mutations in virus strains that cause resistance to drugs.
Additionally, some medications which have generic versions available, older HIV drugs for example,
must be used in combination with other, newer and more costly, medications.

United States Spending Projections for Specialty Drugs
2012 - 2020

361% Projected Increase
2012 - 2020

> 401.7 Billio

587 Billion

2010 2012 2014 2016 2018 2020 2022

Source: http://content.healthaffairs.org/content/33/10/1736.full.pdf+html
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

Regional Comparisons

This section will illustrate the variations in spend in New England states and attempt to provide
insight into the differences. States design and administer their own Medicaid programs within federal
requirements. States and the federal government finance these programs jointly. Each state is
required by federal law to cover specified “mandatory” services in Medicaid. They can also elect to

|U

cover many services designated as “optional” (see table below). These benefits apply to adults

eligible for Medicaid under pre-ACA eligibility rules. The Medicaid benefit package for children,
and Treatment), is uniquely

known as EPSDT (Early and Periodic Screening, Diagnosis,

comprehensive, addressing children’s developmental as well as healthcare needs, and includes many

services that are critical for children with special healthcare needs.

Mandatory Benefits

Inpatient hospital services
Outpatient hospital services
EPSDT: Early and Periodic
Screening, Diagnostic, and
Treatment Services

Optional Benefits

Prescription Drugs

Clinic Services

Physical therapy

Occupational therapy

Speech, hearing and language disorder services

* Nursing Facility Services Respiratory care services
* Home Health Services Other diagnostic, screening, preventative and rehabilitative services
e Physician Services Podiatry services
e Rural health ch‘nllc services Optometry service’s
o Federally qualified health center Dental services

services Dentures
e Laboratory and X-ray services i

. . . Prosthetics

e Family Planning Services Evee]
e Nurse Midwife services ng asses. i
o C(ertified Pediatric and Family Clnl ef G ErEes

nurse Practitioner services

Other practitioner services

e Freestanding Birth Center Private duty nursing services
Services (when licensed or Personal care
otherwise recognized by the Hospice

state)

Transportation to medical care
Tobacco cessation counseling for
pregnant women
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Case Management

Service for Individuals Age 65 or Older in an Institute for Mental
Disease (IMD)

Services in an intermediate care facility for individuals with
intellectual Disability

State Plan Home and Community Based Services-1915(i)
Self-Directed Personal Assistance Services-1915 (j)

Community First Choice Option-1915 (k)

TB Related Services

Inpatient psychiatric services for individuals under age 21

Other services approved by the Secretary

Health home for Enrollees with Chronic Conditions-Section 1945
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

Medicaid policy decisions including eligibility levels, adoption of optional benefits, payment and

delivery system choices as well as demand for public services will contribute to Medicaid spending

variations from state to state. Providing optional services is thought to reduce the overall cost of

mandatory services.

Connecticut 753,927 $4,194,040,934|  $5,563| $2,888,126,680 $3,831|  $149,024,544| $7,231,192,158 $9,591.37
Maine 280,241 $1,590,280,368|  $5,675|  $827,567,260 $2,953 $39,328,950|  $2,457,176,578 $8,768.08
Massachusetts 1,639,259 $10,333,520,762 $6,304| $4,269,201,576 $2,604 $0| $14,602,722,338 $8,908.12
New Hampshire 181,182 $555,436,277|  $3,066]  $678,967,270 $3,747|  $109,314,773]  $1,343,718,320 $7,416.40
New York 6,452,876 $35,605,322,810]  $5,518| $15,232,267,682 $2,361| $3,366,485,105| $54,204,075,597 $8,399.99
Rhode Island 276,028 $2,069,517,652|  $7,497|  $240,416,400 $871|  $138,322,435| $2,448,256,487 $8,869.59
Vermont 185,242 $1,369,634,401|  $7,394|  $127,690,959 $689 $37,448,781|  $1,534,774,141 $8,285.24

Sources: MACStats: Medicaid and CHIP Data Book, December 2015 &

In addition to the State’s decisions concerning services available to Medicaid enrollees, Medicaid
reimbursement rates have an obvious impact to the spending level. The table below illustrates how
Vermont compares to the region based on the Medicaid rate as a percentage of Medicare.

vermont [ 0%
Rhode Island [ :
New York [ -5
Massachusetts [, 7 7
maine [ co 0
New Hampshire [ -
Connecticut |, <70

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

m Medicaid as Percent of Medicare Fee (Avg of All Services)

Source:
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Under EPSDT, children up to age 21 are entitled to all medically necessary Medicaid services,
including optional services, even if the state does not cover them for adults. Please see Glossary for
benefits definitions.

The following table depicts the differences across states on providing optional services to their
Medicaid populations.

Physical Therapy Yes Yes Yes Yes Yes Yes
Occupational Therapy Yes - Yes Yes Yes Yes
Speech, hearing and language disorder
services Yes Yes Yes Yes Yes Yes
Podiatry services Yes Yes Yes Yes Yes Yes
Dentures Yes Yes Yes Yes Yes
Eyeglasses ves Yes Yes Yes Yes Yes
Chiropractic Services Yes | Y& | ves | YeS

. . . Yes Yes
Private duty nursing services Yes Yes Yes
Personal Care Yes Yes Yes Yes Yes Yes
Hospice Yes Yes
Self-Directed Personal Assistance . Data not
Services- 1915(j) available

. . D
Tuberculosis (TB) Related Services et | ves
Health Homes for Enrollees with Chronic
Conditions — Nursing services, home
) & . Yes Yes Yes Yes

health aides and medical
supplies/equipment

Source: http://kff.org/health-reform/issue-brief/medicaid-moving-forward/
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

Beyond the ability for each State to design and administer their Medicaid programs, States also
have the flexibility to set limitations on the number and duration of services, as well as
requiring prior authorization for services. One specific area of remarkable variation is in Mental
Health and Substance Abuse treatment services. This is especially relevant as one in six low
income adults are estimated to have a severe mental health disorder with many more having
less severe mental health needs. Medicaid members with mental health disorders are likely to
need access to prescription services, therapy services, inpatient hospital, and other residential
treatment programs. Access to assistive community supports and care management are usually
also needed for those with persistent, severe mental health and/or substance abuse issues.
Vermont’s Blueprint efforts to improve integration of mental health and substance abuse
disorders are designed to improve outcomes given the high rates of comorbidity between
mental health and physical health. The primary-care based health home is recognized as having
great potential for the early identification and treatment of mental health and substance abuse
disorders such as depression.

Location Service Limitation

10 days/occurrence in approved Alcohol Abuse Treatment
Connecticut Center for acute and evaluation phase of treatment

Maine Substance abuse services limited to 30 weeks

Substance abuse counseling limited to 24 sessions per
recipient per calendar year. MassHealth does not reimburse
for nonmedical MH services such as community outreach
Massachusetts services and voc rehab.

Community mental health care limited to $1,800/year unless
specified criteria met, low service utilizer with severe or
persistent mental illness limited to $4,000/year; ambulatory

New Hampshire detox services for substance abuse are not covered
Beneficiary Specific Utilization Thresholds apply to mental
New York health services

MH/SA limits of 30 outpatient counseling sessions, 60 days
treatment, and 60 consecutive days of residential treatment
Rhode Island per calendar year. Beyond this requires prior authorization.
1 group psychotherapy per day and three per week;

Limit of 12 family psychotherapy sessions per year without
patient;
Vermont No psychiatric inpatient limitation
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

It has proven difficult to obtain a full picture of current mental health and substance abuse
spending information for individual states due to various delivery mechanisms within states.
For example, some states utilize behavioral health managed care organizations and others put
waivers in place to provide community based services. The following table provides a
comparison of spending for State Mental Health Agencies only for FFY 2013. This is only part of
the overall Medicaid mental health delivery system. However, it does illustrate the per person

spend.
. SMHA Expenditures|Number of PMPY
Locaton )
FFY 2013 Enrollees July 2014 (Estimate
United States 5 38,000,000,000 |67,147,446 5 L66
Connecticut S 777,700,000 (753,927 5 1,032
Maineg 5 458,270,000 280,241 5 1,635
Massachusetts 5 737,800,000 |1,639,259 5 450
MNew Hampshire 5 182,970,000 (181,182 5 1,010
New York S 5,100,000,000 |6,452,876 5 790
Rhode Island 5 111,130,000 |276,028 5 403
Vermont S 182,600,000 |185,242 5 086

Source:

State Medicaid plans typically cover the following mental health services: psychiatric hospital
visits, case management, day treatment, psycho-social rehabilitation, psychiatric evaluation and
testing, medication management, individual/group and family therapy, inpatient detoxification,
methadone maintenance, smoking and tobacco cessation services.

Nationally, the spending for all Medicaid enrollees with mental health diagnoses in 2011 was
$131.18 billion. The 20% of enrollees with mental health diagnoses accounted for 48% of
Medicaid costs. The PMPY cost for an enrollee with a mental health diagnosis was $13,303 as
compared to $3,564 without. Vermont, in comparison, spent $342 million in SFY 2015 on
71,854 unique Medicaid/CHIP enrollees. In other words, 30% of the total population comprised
49% of the total cost.

Demographic Comparison

Certain national, regional, demographic, and economic factors will have an impact on the cost
drivers for any State. In aggregate as a population ages, the health needs become more
complex and the health spending increases. States with more of their population living in
poverty are going to experience an increase in Medicaid enrollment.
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VERMONT MEDICAID TRENDS - A NATIONAL & REGIONAL COMPARISON CONTINUED

Below are two tables offering insight into the demographic data of each state. The first expands
on the population information by breaking it into age distribution, the second by relationship to
the Federal Poverty Level (FPL).

Location Children 0-18 | Adults 19-25 | Adults 26-34 | Adults 35-44 | Adults 45-54 | Adults 55-64 65+
Connecticut 24% 9% 12% 12% 16% 15% 14%
Maine 21% 7% 4% 13% 16% 15% 19%
Massachusetts 23% 10% 13% 12% 13% 14% 16%
Mew Hampshire 21% 10% 10% 12% 16% 15% 16%
New York 23% 10% 13% 12% 14% 13% 15%
Rhode Island 22% 11% 11% 12% 15% 15% 15%
Vermont 20% 8% 13% 12% 14% 16% 16%
Source:

It is worth noting, as seen below; roughly 24% of the Vermont population is below 200% of the
FPL, and 56% is under the ACA threshold for subsidies of 400%.

Location Under 100% 100-199% 200-399% 400%+
Connecticut 9% 13% 26% 52%
Maine 15% 16% 32% 37%
Massachusetts 13% 15% 21% 51%
New Hampshire 8% 13% 26% 53%
New York 14% 20% 26% 40%
Rhode Island 12% 16% 29% 43%
Vermont 10% 14% 32% 44%

Source:

In conclusion, variation in State spending has many causes, including state discretion in policy
and program benefits. New technologies and pharmacological advancements have proven both
necessary for better health outcomes and are expensive. Social problems within a state such as
opiate dependency will impact states’ Medicaid budgets. Differences in reimbursement rates,
methodologies, and amounts of services used direct Medicaid spend. Demographic and
economic indicators of each State will determine the need of the population to access Medicaid
and healthcare services.
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CHAPTER THREE: DVHA INTERNAL

Provide leadership for
Vermont stakeholders to
improve access, quality and
cost-effectiveness of
healthcare.

Assist Medicaid
beneficiaries in accessing
clinically appropriate health
services.

Collaborate with other
Administer Vermont's public healthcare system entities
health insurance system in bringing evidence-based
efficiently and effectively. practices to Vermont

Medicaid beneficiaries.
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DVHA is comprised of the following Divisions:

= Medicaid Health Services and Managed Care

= Medicaid Policy, Fiscal, and Support Services

» Medicaid Payment Reform and
Reimbursement

= Blueprint for Health

= Vermont Health Connect
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The Medicaid Health Services and Managed Care Division is responsible for health services
provided to members, medical management planning, and the oversight of all activities related
to quality, access to services, measurement and improvement standards, and utilization review.
The following units comprise this division:

= (linical Operations

=  Pharmacy

® Quality Improvement and Clinical
Integrity

= Vermont Chronic Care Initiative

= Managed Care Compliance

= Provider and Member Relations
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CLINICAL OPERATIONS

The Clinical Operations unit (COU) monitors the quality, appropriateness, and effectiveness of
healthcare services requested by providers for members. The unit ensures that requests for
services are reviewed and processed efficiently and within timeframes outlined in Medicaid
Rule; identifies over- and under-utilization of healthcare services through the prior
authorization (PA) review process and case tracking; develops and/or adopts clinical criteria for
certain established clinical services, new technologies and medical treatments; assures correct
coding for medical benefits; reviews provider appeals; offers provider education related to
specific Medicaid policies and procedures; and performs quality improvement activities to
enhance medical benefits for members.

The unit also manages the Clinical Utilization Review Board (CURB), an advisory board
comprised of ten (10) members with diverse medical experience appointed by the Governor
upon recommendation of the Commissioner of DVHA. The CURB examines existing medical
services, emerging technologies and relevant evidence-based clinical practice guidelines, and
makes recommendations to DVHA regarding coverage, unit limitations, place of service, and
appropriate medical necessity of services in Vermont’s Medicaid programs. The CURB bases its
recommendations on medical treatments and devices that are the safest and most effective for
members. DVHA retains final authority to evaluate and implement the CURB’s
recommendations.

The COU has been involved in the ICD-9 to ICD-10 (International Classification of Diseases)
implementation project, a national change mandated by the federal Department of Health and
Human Services (HHS) which was successfully completed on October 1, 2015. ICD-10 is a more
robust classification system which provides more detailed information on diagnoses and
procedures; and is expected to improve healthcare management as well as reporting and
analytics.

Because this is a major transition, both DVHA and Hewlett Packard Enterprise, as DVHA’s fiscal
agent:

e Monitored provider claims closely in real time from October 1, 2015 until December
2015;

e Conducted system monitoring and tracking via Early Warning Indicators to identify
system issues;

e Address any issues that arose with efficiency, and provided claims processing guidance
and support to providers.
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PHARMACY

The pharmacy benefit for members enrolled in Vermont’s publicly funded healthcare programs
is managed by the Pharmacy unit. Responsibilities include ensuring members receive medically
necessary medications in the most timely, cost-effective manner.

Pharmacy unit staff and DVHA’s contracted pharmacy benefit manager (PBM) work with
pharmacies, prescribers, and members to resolve benefit and claims processing issues, and to
facilitate appeals related to prescription drug coverage within the pharmacy benefit. The unit
enforces claims rules in compliance with federal and state laws, implements legislative and
operational changes to the pharmacy benefit programs, and oversees all the state, federal, and
supplemental drug rebate programs. In addition, the unit and its PBM partner manage DVHA’s
preferred drug list (PDL), pharmacy utilization management programs, a local provider call
center/help desk, and drug utilization review activities focused on promoting rational
prescribing and alignment with evidence-based clinical guidelines.

The Pharmacy unit also manages the activities of the Drug Utilization Review (DUR) Board, an
advisory board with membership that includes Vermont physicians, pharmacists, and a
community health practitioner. Board members evaluate drugs based on clinical
appropriateness and net cost to the state, and make recommendations regarding a drug’s
clinical management and status on the state’s PDL. Board members also review identified
utilization events and advise on approaches to management.

DVHA successfully launched a new and modernized prescription benefit management (PBM)
system, including a new claims processing platform, on January 1, 2015.

The new PBM system consists of a suite of software and services designed to improve the
delivery of prescription benefit services to Vermont’s publicly-funded benefits programs.

The new system will allow the State to more effectively manage pharmacy and medical costs.
Enhanced services include a local Call Center/Helpdesk staffed by Vermont pharmacists and
pharmacy technicians and a new provider portal giving pharmacists and prescribers access to a
secure, web-based application that offers features such as responses to pharmacy and member
queries, electronic submission of prior authorizations (PA), uploading of clinical documentation
into a document management system, and status updates for submitted PA requests. More
information about pharmacy services can be found on the DVHA website.
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QUALITY IMPROVEMENT AND CLINICAL INTEGRITY

The Quality Improvement & Clinical Integrity unit collaborates with AHS partners to develop a
culture of continuous quality improvement. The unit maintains the Vermont Medicaid Quality
Plan and Work Plan; coordinates quality initiatives throughout DVHA in collaboration with AHS
partners; oversees DVHA's formal performance improvement projects as required by the Global
Commitment to Health Waiver; coordinates the production of standard performance measure
sets including Global Commitment to Health measures, Healthcare Effectiveness Data and
Information Set (HEDIS) measures, CMS Adult and Children’s Core Quality measures and
Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey measures; and is
the DVHA lead unit for the Results Based Accountability (RBA) methodology for performance
improvement; and produces the DVHA RBA Scorecards.

The unit is coordinating the wrap up of two performance improvement projects — Breast Cancer
Screening & Initiation and Engagement in Alcohol & Other Substance Abuse Treatment. The
Quality unit staff also led and participated in a new medical record review (MRR) process in
2015 that allows us to produce more accurate performance data for measures that require a
hybrid of data collection methodologies making use of both claim and medical records. The unit
also leads a formal performance improvement project — validated by our External Quality
Review Organization (EQRO) and submitted to CMS annually — that consists of AHS-wide
representation and is focused on Follow Up After Hospitalization for Mental lliness (FUH). The
DVHA Quality unit leads the Agency Improvement Model (AIM) and supports DVHA staff with
process improvement by providing ongoing AIM training and representation on the AHS AIM
Steering Committee.

The unit houses the Clinical Utilization Review (UR) team responsible for the utilization
management of mental health and substance abuse services. The team works toward the
integration of services provided to Vermont Medicaid members with substance abuse and
mental health needs with their primary care. The team performs utilization management
activities including concurrent review and authorization of mental health and substance abuse
services and facilitates access to care for members. In an effort to further support a member-
centric approach and coordinated management of mental health/substance abuse services, the
DVHA Quality unit and the Division of Alcohol and Drug Abuse Programs (ADAP) moved the
utilization review responsibilities for substance abuse residential services from ADAP to the
DVHA Behavioral Health Team in April of 2015.

In state fiscal year 2015, the UR team authorized and performed concurrent reviews for 433
child/adolescent psychiatric inpatient admissions, 970 withdrawal management inpatient
admissions, 982 adult psychiatric inpatient admissions and 558 residential treatment
admissions. The team supported active discharge planning, especially with the child/adolescent

Budget Document—State Fiscal Year 2017 Page 42



QUALITY IMPROVEMENT AND CLINICAL INTEGRITY CONTINUED

population, by requesting and/or participating in regular case conferences with all involved
parties for the purpose of ensuring successful outpatient transitions. With the knowledge of
statewide systems of care, the team has been able to provide hospital and residential discharge
planners with resource information and assistance with difficult cases to support the best
possible outcomes for members. The team continues to work closely with the Department of
Mental Health, the Vermont Department of Health’s Division of Alcohol and Drug Abuse
Program, the Care Alliance for Opioid Addiction (also referred to as “Hub and Spoke”), the
Vermont Chronic Care Initiative, and the DVHA Pharmacy and Clinical Operations units.

The UR team also administers the Team Care program, which locks a member to a single
prescriber and a single pharmacy. This program ensures appropriate care is delivered to
members who have a history of drug-seeking behavior or other problematic uses of
prescription drugs. The unit continues to explore opportunities to identify additional supports
for members in lieu of lock-in to better meet members’ needs and to enhance coordination
with the VCCI in supporting members to move from high ER use to utilizing their primary care.

Throughout fiscal year 2015, Quality Unit staff, in collaboration with the AHS Policy Unit,
researched best practices and benefit design for the provision of Applied Behavioral Analysis
(ABA) services in the public and private sectors throughout the country. The Medicaid Policy
unit and the Quality unit brought together the AHS sister departments to provide feedback on
the proposed benefit design for ABA services and also solicited feedback from stakeholders and
the public. The benefit became active on July 1, 2015 and is managed by the UR team.

VERMONT CHRONIC CARE INITIATIVE (VCCI)

As indicated earlier, VCCl is a healthcare reform strategy to support Medicaid members with
chronic health conditions and/or high utilization of medical services to access clinically
appropriate healthcare information and services; coordinate the efficient delivery of healthcare
to these members by addressing barriers to care, gaps in evidence-based treatment and
duplication of services; and to educate and empower members to eventually self-manage their
conditions. Management of depression continues to be an area of primary focus for the VCCI
population, as there is high prevalence of this condition, along with other co-morbidities among
members who account for the highest cost of care (the top 5%). Helping members to manage
depression is indicated prior to addressing any other chronic healthcare conditions. VCCI also
offers case management for at-risk pregnant women (Medicaid Obstetrical and Maternal
Supports (MOMS), including women with substance use/abuse and mental health disorders;
and those with a prior history of premature delivery. Studies have suggested that these
conditions in pregnancy put the pregnant individual and infants at greater risk and generate
higher associated cost of delivery and Neonatal Intensive Care Unit costs (NICU), which may be
positively impacted by proactive care management by VCCI field based staff.
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VERMONT CHRONIC CARE INITIATIVE (VCCI) CONTINUED

The MOMS service within VCCI currently relies on referrals from internal Agency partners,
private physicians, and other social service partners throughout the state and is successfully
working to improve quality of care, health outcomes, and containment of associated healthcare
costs. Efforts to support the collaboration have included development and administration of a
training curriculum by the MOMS lead care manager. Recipients of these trainings have
included VCCI field staff, ADAP colleagues and their “Hub” leadership team; the DVHA
Blueprint/hospital based project managers and CHT (Community Health Team) “Spoke” staff
working with pregnant women receiving Medication Assisted Therapy (MAT); and DMH.

The 2013 Behavioral Risk Factor Surveillance System (BRFSS) data indicates that 34% of
Medicaid beneficiaries are obese. It is well documented that obesity directly contributes to an
increase in chronic conditions and associated costs to the healthcare system. In 2015, the new
VCCI nutrition/obesity specialist worked to embed Body Mass Index (BMI) documentation in
the case management workflow and establish BMI as a “vital sign” for chronic disease
management. Healthy living action plans and a motivational interviewing tool to assess
ambivalence and motivation for change in members who are overweight and obese were
developed and disseminated.

MANAGED CARE COMPLIANCE

The Managed Care Compliance unit is responsible for ensuring DVHA’s adherence to all state
and federal Medicaid managed care requirements. This unit also manages DVHA’s Inter-
Governmental Agreements (IGA) with other AHS departments and coordinates audits aimed at
evaluating the compliance and quality of managed care activities and programs. If a compliance
issue is identified, the Compliance unit is responsible for creating and managing a corrective
action plan, which is reviewed and monitored by the Managed Care Compliance Committee.

Each year, the unit coordinates a managed care compliance audit, which is conducted by an
auditor designated by CMS as an External Quality Review Organization (EQRO). As these
auditors review insurance plans across the United States, the annual EQRO audit is an
opportunity to see how Vermont compares to other systems and to learn about best practices.
This audit has helped DVHA programs to improve over the years, resulting in recent audit
scores between 97% and 100%. For more information, see the Report Card for Quality
Reporting.

The Compliance unit works closely with the Quality unit to maintain continuity between
compliance and quality improvement activities.
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PROVIDER AND MEMBER RELATIONS (PMR)

PMR ensures members have access to appropriate healthcare for their medical, dental, and
mental health needs. The unit monitors the adequacy of the Green Mountain Care (GMC)
network of providers and ensures that members are served in accordance with managed care
requirements. The Green Mountain Care Member Support Center contractor is the point of
initial contact for members’ questions and concerns.

Unit responsibilities relating to providers include provider enrollment, screening, and
revalidation. Credentialing of providers and monitoring of the network helps prevent Medicaid
fraud and abuse. In conjunction with the State’s fiscal agent, PMR currently has 13,000
providers enrolled in the Vermont Medicaid program. For exceptional circumstances, PMR
pursues the enrollment of providers for members’ prior authorized out-of-state medical needs
or if members need emergency healthcare services while out of state.

The PMR Non-Emergency Medical Transportation (NEMT) group ensures that Medicaid
members without access to transportation get rides to and from medical appointments
including treatment for opioid addiction. In addition to contract management and quality
review of the eight statewide transportation broker/providers, PMR staff process
authorizations for out-of-area transportation and transportation related medical exemption
applications.

PMR is responsible for outreach and communication including: Medicaid policy education;
provider manuals and newsletters; member handbooks and newsletters; the Green Mountain
Care member website; the Department of Vermont Health Access website; and other
communications. Additionally, PMR serves as liaison to the Medicaid Exchange Advisory Board
(MEAB).
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The following units comprise this division:

= Coordination of Benefits

=  Data Management and Analysis

= Fiscal and Administrative Operations

= Information Technology

=  Program Integrity

= Projects and Operations

= Vermont Medicaid Management
Information System Program
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COORDINATION OF BENEFITS (COB)

The COB unit works to coordinate benefit and collection practices with providers, members,
and other insurance companies to ensure that Medicaid is the payer of last resort. COB is
responsible for Medicare Part D casework including claims processing assistance, coverage
verification, and issue resolution. The unit also works diligently to recover funds from third
parties where Medicaid should not have been solely responsible. Those efforts include estate
recovery, absent parent medical support recovery, casualty recovery, patient liability recovery,
Medicare recovery, Medicare prescription recovery, special needs recovery, and trust recovery.
The unit has been able to increase Third Party Liability (TPL) cost avoidance dollars, a direct
result of ensuring that correct TPL insurance information is in the payment systems and being
used appropriately.

DATA MANAGEMENT AND ANALYSIS

The Data Management and Analysis unit provides data analysis, distribution of Medicaid data
extracts, reporting to state agencies, the legislature, and other stakeholders and vendors. It also
delivers mandatory federal reporting to the Centers for Medicare and Medicaid Services (CMS),
develops the annual Healthcare Effectiveness Data and Information Sets (HEDIS) for reporting,
and provides ad hoc data analysis for internal DVHA divisions and other AHS departments and
state agencies.

AHS and DVHA initiatives around performance measures, performance improvement projects,
and pay-for-performance initiatives are supported by the unit. DVHA successfully implemented
three hybrid measures for the HEDIS 2015 season: Comprehensive Diabetes Care (CDC),
Controlling High Blood Pressure (CBP), and Prenatal and Postpartum Care (PPC). The unit
continues to support the AHS Central Office monitoring of the Designated Agencies (DAs) by
running the annual DA Master Grant Performance Measures and providing AHS with a multi-
year span of results for nine measures to track progress and monitor continued improvements.
The unit is actively engaged in Performance Improvements Projects (PIP) aimed at improving
three HEDIS measures: Breast Cancer Screening (BCS), Initiation and Engagement of Alcohol
and Other Drug Dependence Treatment (IET), and Follow-Up After Hospitalization for Mental
lliness (FUH). Analysts working on these projects analyze claims records while designing,
developing, and implementing change processes to encourage beneficiary and provider
coordination and cooperation.

In collaboration with the Payment Reform Team, the unit provides monthly detailed data runs,
which are the basis for algorithms to attribute Medicaid beneficiaries into Accountable Care
Organization (ACO) groups.
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Fi1SCAL AND ADMINISTRATIVE OPERATIONS

The Fiscal and Administrative Operations unit supports, monitors, manages and reports all
aspects of fiscal planning and responsibility. The unit includes Accounts Payable/Accounts
Receivable (AP/AR), Grants and Contracts, Business Administration, Fiscal Analytics, and
Programmatic Accounting and Compliance.

AP/AR is responsible for provider and drug manufacturer assessment billing and receipts,
vendor payments, drug rebate receipts, internal expense approvals, and administration
appropriation financial monitoring. The Grants and Contracts team oversee procurement,
maintenance, and compliance for all DVHA funded grants and contracts. Business
Administration ensures DVHA staff is supported with facilities, equipment, Human Resources
liaison, purchasing, and other internal administrative tasks. Fiscal Analytics formulates and
performs analysis of the programmatic budget, periodic financial reporting, and ad-hoc
research requests providing analytic support for the remainder of the Fiscal and Administrative
Operations unit. Programmatic Accounting and Compliance monitors the program operations in
order to determine financial impact, assist with programmatic budget preparation, and ensure
financial reporting alignment with federal and state regulations. The unit is also responsible for
researching, developing and implementing relevant administrative processes, procedures and
practices.

INFORMATION TECHNOLOGY (IT)

The Information Technology unit provides direction, assistance, and support for all aspects of
information technology planning, implementation, and governance. In conjunction with AHS IT
and Department of Information and Innovation (DII), the unit is responsible for researching,
developing, and implementing relevant administrative processes, procedures, and practices
related to computer systems and applications operations management.

The functions of DVHA IT include applications development (in-house build), procurement, or
framework configuration determinations. This includes hardware and software procurement,
requests for proposal, and contract development in association with the Fiscal and
Administrative Operations unit and DIl. Some of these activities are related to system account
administration, system audit coordination, and security and privacy.

The unit also assists with coordination of projects requiring cross-functional involvement within
the Agency, CMS, and DIl such as ICD10, Transformed Medicaid Statistical Information Systems
(T-MSIS), and the Affordable Care Act (ACA). The unit oversees remediation of outsourced
systems to meet regulatory compliance and other needs, in particular related to the Medicaid
Management Information Systems (MMIS). The unit worked to prepare Vermont’s MMIS for
ICD-10 in collaboration with clinical operations and ensured system remediation work was
completed. DVHA is working on monitoring impacts post the October 1* implementation with
Hewlett Packard Enterprise and Agency sister departments to promote and devise assistive
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INFORMATION TECHNOLOGY (IT) CONTINUED

methods for each of their programs’ provider communities. DVHA, in collaboration with the
other insurers in Vermont, conducted meetings with state medical associations, and appeared
at several conferences presenting ICD-10 awareness and roadmap guidelines. The unit has also
conducted provider and clearinghouse surveys to identify non-compliant providers and
promote readiness.

PROGRAM INTEGRITY (PI)

The Program Integrity unit works to establish and maintain integrity within the Medicaid
Program. The unit engages in activities to prevent, detect, and investigate Medicaid provider
fraud, waste, and abuse. Data mining and analytics, along with referrals received, are used to
identify and support the appropriate resolution of incorrect payments made to providers.

The PI unit works with other Medicaid program units to facilitate changes in policies,
procedures, and program logic to help ensure the integrity of the program. In addition, the PI
unit provides education to our Medicaid providers when deficiencies and incorrect billing
practices are identified.

Cases with credible allegations of provider fraud are referred to the Office of the Attorney
General’s Medicaid Fraud and Residential Abuse Unit (MFRAU). Cases of suspected enrollee
eligibility fraud are referred to the Department for Children and Families (DCF)’'s Member Fraud
unit.

PROJECTS AND OPERATIONS

The Projects and Operations unit is responsible for operationalizing select new program
initiatives and ongoing projects in particular those requiring cross-functional involvement.
Responsibilities include the MMIS Care Management project — which is part of the Agency of
Human Services’ Health and Human Services Enterprise (HSE) — the Graduate Medical
Education (GME) Program, and Medicaid Health Home initiatives and State Plan Amendments
(SPAs).

Key accomplishments for the Projects and Operations unit during the past year include:
ensuring quarterly GME payments and fulfillment of quality reporting requirements;
determining 2017 GME funding and enhanced reporting requirements for UVM Medical Center;
developing a proposal to CMS for Vermont’s Opioid Dependence Health Homes’ quality
reporting strategy and capabilities; negotiating and implementing a contract with the selected
Care Management vendor; and initiating system development and onboarding with the first
phase of the care management project, the Vermont Chronic Care Initiative.
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The Vermont Medicaid Management Information System (MMIS) program team continues to
evolve. The MMIS program is a core element of the AHS HSE vision, aligning Vermont’s MMIS
with new federal and state regulations stemming from the federal Affordable Care Act and
Vermont’s healthcare reform law, Act 48. The new MMIS will integrate with a Service Oriented
Architecture (SOA), creating a configurable, interoperable system, and it will also be compliant
with the CMS Seven Standards and Conditions. When operational, this new system will
efficiently and securely share appropriate data with Vermont agencies, providers, and other
stakeholders involved in a member’s case and care.

Multiple procurements comprise the MMIS Program:

Pharmacy Benefit Management Solution (PBM): the
PBM contract with Goold Health Systems
(GHS) was effective May, 2014. Phase 1 (Point of
Sale) was implemented January, 2015. Phase 2 will
be fully implemented in March, 2016 with features
including a Provider Portal and a Data Analytic Tool.

Specialized Program Projects (SPP): the SPP
contracts with Berry Dunn McNeil & Parker (BD) and
Pacific Health Policy Group (PHPG) were effective
February, 2015. This work provides an opportunity
to streamline and standardize reporting
requirements, funding streams, reimbursement
rates, and provider qualifications. Currently these
functions operate under several different specialized
systems of care.

Care Management (CM): the CM contract with
eQHealth Solutions was effective May, 2015. Phase
1 will replace the current vendor contract,
supporting the work of the Vermont Chronic Care
Initiative (VCCI) clinicians in the field and leading to
expanded care management efforts across
AHS. Phase 2 will address Children’s Integrated
Services (CIS) and is expected in July, 2016.

Independent Verification and Validation (IV&V): the
IV&V contract with CSG Government Solutions (CSG)
was effective April, 2015. CSG provides
independent, detailed review of MMIS Program
deliverables to assess the quality, alignment with
objectives, fidelity to state and federal requirements
and adherence to the plan.

MMIS Core: will provide full claims processing,
program integrity and fiscal agent services
supporting the Vermont’s HSE. CMS has mandated
and fully supported this procurement, which is
currently in the final procurement phase of the
implementation timeline.

Budget Document—State Fiscal Year 2017

Page 50



The following units reside in this division:

»  Medicaid Reimbursement
=  Medicaid Payment Reform
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MEDICAID REIMBURSEMENT

The DVHA Medicaid Reimbursement unit oversees rate setting, pricing, provider payments and
reimbursement methodologies for a large array of services provided under Vermont’s Medicaid
Program. The unit works with Medicaid providers and other stakeholders to support equitable,
transparent, and predictable payment policy in order to ensure efficient and appropriate use of
Medicaid resources. The Reimbursement unit is primarily responsible for implementing and
managing prospective payment reimbursement methodologies developed to align with CMS
Medicare methodologies for outpatient, inpatient and professional fee services. While these
reimbursement streams comprise the majority of payment through DVHA, the Unit also
oversees a complementary set of specialty fee schedules including but not limited to durable
medical equipment, ambulance, clinical labs, blood, physician administered drugs, dental, and
home health. The Reimbursement unit also manages the Federally Qualified Health Center
(FQHC) and Rural Health Clinic (RHC) payment process as well as supplemental payment
administration such as the Disproportionate Share Hospital (DSH) program. The unit is involved
with addressing the individual and special circumstantial needs of members by working closely
with clinical staff from within DVHA and partner agencies to ensure that needed services are
provided in an efficient and timely manner. The Reimbursement unit works closely and
collaboratively on reimbursement policies for specialized programs with AHS sister
departments, including the Department of Disabilities, Aging, and Independent Living (DDAIL),
the Vermont Department of Health (VDH), the Vermont Department of Mental Health (DMH),
Integrated Family Services (IFS), and Children’s Integrated Services (CIS).

In calendar year 2015, the Reimbursement unit had many accomplishments including: assisting
in the implementation of ICD-10; bringing the unit concept for group psychotherapy into
compliance with national correct coding guidelines; and implementing new payment
methodologies for our physician administered drug and clinical laboratory fee schedules.
Additionally, the Reimbursement unit continues to work with FQHCs and RHCs as well as Home
Health Agencies in developing new Value Based Prospective Payment Systems.
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MEDICAID PAYMENT REFORM

The Payment Reform Team supports the Vermont Healthcare Innovation Project (VHCIP), a
program developed from a three year, 45 million dollar State Innovation Model (SIM) grant
awarded to the State of Vermont by the Centers for Medicare and Medicaid Innovation
(CMMI). The grant, jointly implemented by DVHA and the Green Mountain Care Board, is
focused on three primary outcomes: 1) an integrated system of value-based provider payment;
2) an integrated system of care coordination and care management; and 3) an integrated
system of electronic medical records.

The primary areas of focus for Medicaid payment reform are to support the design,
implementation, and evaluation of innovative payment initiatives, including an accountable
care organization (ACO); shared savings program (SSP); and an Episode of Care (EOC) program
for Medicaid. The payment reform team supports an array of payment reform and integration
activities; ensures consistency across multiple program areas; develops fiscal analysis, data
analysis, and reimbursement models; engages providers in testing models; and ensures the
models encourage higher quality of care and are supported by robust monitoring and
evaluation plans. Members of the payment reform team are also responsible for staffing VHCIP
multi-stakeholder work groups to facilitate overall program decision-making.

In 2015, Vermont has maintained operation of commercial and Medicaid ACO Shared Savings
Programs. The Medicaid ACO program currently boasts over 75,000 members attributed
through two participating ACOs (OneCare Vermont and Community Health Accountable Care).
There has also been a focus on planning for implementation of a Medicaid Episodes of Care
program in 2016. During the next year, the Medicaid payment reform team will continue to
support VHCIP activities, focusing on ongoing implementation and evaluation of the ACO SSPs,
along with the launch of additional payment reform models to complement initiatives that are
already underway.
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The following units comprise this division:

=  Blueprint for Health
= Vermont Health Connect
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BLUEPRINT FOR HEALTH

The Vermont Blueprint for health is a state-led, nationally-recognized initiative transforming
the way primary care and comprehensive health services are delivered and reimbursed. The
foundation of this transformation is quality improvement inside healthcare organizations.
Participating organizations are then incentivized to work together with other health and human
services organizations to create and reinforce an integrated system of care. The result is whole-
person care that’s more evidence-based, patient and family centered, and cost effective.

The Blueprint model includes coaching and support for primary care practices becoming patient
centered medical homes (PCMHs), locally directed community health teams (CHTs) that provide
multi-disciplinary support services for PCMH patients, and health information technology (HIT)
infrastructure including a statewide clinical registry that enables comparative reporting to
inform continuous improvement activities.

Patient Centered Medical Homes (PCMH)

Vermont’s primary care practices are supported by Blueprint in the process of achieving and
maintaining recognition at Patient Centered Medical Homes (PCMHs) under the National
Committee for Quality Assurance (NCQA) standards.

Community Health Teams (CHT)

Local community partners plan and develop CHTs that provide multidisciplinary support for
PCMHs and their patients. CHT members are functionally integrated with the practices in
proportion to the number of patients served by each practice. CHTs include members such as
nurse coordinators, health educators, and counselors who provide support and work closely
with clinicians and patients at a local level. Services include: individual care coordination,
outreach and population management, counseling, and close integration with other social and
economic support services in the community. In addition to core CHT services, CHT extenders
provide targeted services including Support and Services at Home (SASH) for at-risk Medicare
members, the Vermont Chronic Care Initiative (VCCI) for high utilizing Medicaid beneficiaries,
and the Care Alliance for Opioid Addiction for patients receiving medication assisted therapy for
opioid addiction. Extender-type activities build upon, and take advantage of, the existing CHT
infrastructure locally and have been substantially implemented in the last year.
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BLUEPRINT FOR HEALTH CONTINUED

Payment Reforms

Underlying the Blueprint model is financial reform. Vermont Medicaid, Medicare, and all major
commercial insurers in Vermont are participating in financial reform that includes three major
components:

1) Primary care practices receive a per person per month (PPPM) payment based on the quality
of care they provide. To receive the payment, a practice must be recognized as a Patient
Centered Medical Home (PCMH) and (beginning January 2016) must also participate in their
area’s Community Collaborative.

2) Funding for CHT staff is provided in proportion to participating practices’ patient numbers.

3) A new performance payment, the details of which are being finalized, will begin in January
2016. The basis of the proposed payments is community level outcomes on Accountable Care
Organization (ACO) quality measures, outcomes that will be translated into scores and then
payment amounts due to each practice.

Health Information Technology

The Blueprint Health Information Technology Team is responsible for Vermont’s Health
Information Technology (HIT) and Health Information Exchange (HIE) policy, planning and
oversight. Activities include writing and implementing the state HIT Plan and the state Medicaid
HIT Plan, implementing the Medicaid Electronic Health Record Provider Incentive program
(EHRIP), overseeing expenditures from the State Health IT Fund, managing the contract with
VITL for HIE operations and HIT expansion, and managing the contract for the statewide clinical
data registry. The team also works with the State Public Health HIT Coordinator at Vermont
Department of Health (VDH) for integration of the public health infrastructure with HIT/HIE. In
close collaboration with the AHS CIO, the team helps to enable implementation of the Health
Services Enterprise (HSE) that consists of Service Oriented Architecture (SOA) and its integration
with HIT/HIE, Integrated Eligibility system, Medicaid Management Information System (MMIS)
and Vermont Health Connect (VHC).

Community Health System Collaboratives

The foundation of improvement in PCMHs and CHTs is supported statewide data systems and
comparative evaluation. Data and analytic sources include: a web-based registry, CAHPS-PCMH
survey of the patient experience, a network analysis of the culture change in the Blueprint
HSAs, and Vermont’s multi-payer claims database (VHCURES). Combined data analytics from
these sources demonstrate current healthcare utilization, cost, and quality trends in Vermont
and populate the Blueprint financial impact (Return on Investment) model. Regular reports, in
the Practice, Health Service Area (HSA), and Organization Profiles are being used by local
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BLUEPRINT FOR HEALTH CONTINUED

communities to organize and grow multi-stakeholder workgroups — Community Collaboratives
— to guide medical home expansion, coordination of community health team operations,
implementation of new service models and service improvements, and setting performance
goals.

VERMONT HEALTH CONNECT (VHC)

Vermont Health Connect (VHC) is Vermont’s health insurance marketplace, created as a result
of the federal Affordable Care Act and Vermont Act 48. VHC integrates Medicaid and private
health insurance eligibility, enrollment, and case management.

VHC coordinates a range of quality health plans available to individuals, families, and small
businesses and, for many individuals and families, access to financial help to pay for coverage.
Every plan offered through Vermont Health Connect must offer basic services that include
checkups, emergency care, mental health services and prescriptions. VHC serves as a place for
Vermonters to determine whether they qualify for Medicaid for Children and Adults (MCA) or
private health insurance with financial help, such as federal Advanced Premium Tax Credits
(APTCs), Vermont premium assistance (VPA), and state and federal cost-sharing reductions
(CSR). Vermonters can find information they need online, and those who are uncomfortable
with the internet or who want personal assistance selecting a health plan can call the toll-free
Customer Support Center or contact a local Assister for in-person assistance.

VHC launched in October 2013. As was the case with the federal marketplace and marketplaces
in other states across the country, the rollout followed a tight timeline that was marked by
technological challenges, performance issues, and significant operational backlogs. Despite
these challenges, VHC was successful in connecting Vermonters to quality health coverage. By
the end of 2014, the state’s uninsured rate was just over half what it was two years earlier.
Vermont now has the second lowest uninsured rate in the nation.

VHC changed contractors in October 2014 and made steady progress throughout 2015 in
delivering core functionality, clearing operational backlogs, and improving the customer service
experience.

VHC delivers customer service through an outsourced Level 1 call center, and a Level 2 call
center run by a matrixed Health Eligibility and Enrollment team consisting of staff from both
DVHA and the Department for Children and Families’ Economic Services Division (DCF-ESD) that
address escalated issues. The Level 1 call center provides a range of services for customers
including: answering questions related to healthcare coverage, taking insurance applications
over the phone, accepting credit card payments, handling password resets, and processing
changes of circumstance and other special handling requests. The Level 2 call center addresses
escalated issues, including eligibility issues, change of circumstance, appeals, paper
applications, escalated billing and premium issues, access to care needs, and more.
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VERMONT HEALTH CONNECT (VHC) CONTINUED

VHC also supports outreach and education efforts and an Assister Program for professionals
who assist Vermonters with health insurance literacy and enrollment in communities across the
state. “Assisters” is an umbrella term encompassing trained and certified Navigators, Certified
Application Counselors, and Brokers. Navigators are supported by DVHA-funded grants and
ensure that free, in-person help is available in every county in the state. Certified Application
Counselors are funded by host organizations, such as hospitals and health centers that share
VHC'’s goal of connecting Vermonters to health insurance. Brokers are funded by customers and
often have a long-running history of assisting these customers with a wide range of benefits
and services. All Assisters receive training and support.

The Affordable Care Act charged health insurance marketplaces with offering coverage to small
businesses as well as to individuals. For 2014 through 2016 coverage years, with the permission
of VHC's federal partners at CMS, Vermont’s small businesses enrolled in VHC’s qualified health
plans directly through Blue Cross Blue Shield of Vermont and MVP Healthcare. In 2016, VHC will
pursue a solution to facilitate 2017 small business enrollment through the marketplace.

VHC continues to be developed as an integral part of the State’s overall Health and Human
Services Enterprise (HSE) program, an integrated system of policies, processes, and information
systems that form the foundation of Vermont’s strategic healthcare vision. In addition to
delivering ACA-mandated capabilities, VHC provides a set of reusable platform components and
common services that will form the basis for related solutions in the areas of Integrated
Eligibility (IE) and Medicaid Management Information System (MMIS).

VHC’s developments also aim to help the marketplace achieve its goal of a smooth customer
experience, while continuing to help Vermont lead the nation in connecting its citizens to the
health and peace of mind that comes from having quality insurance coverage.
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STATUS OF SFY ’16 INITIATIVES
Addressing the Cost Shift

Medicaid reimbursement rates are the lowest among payers for the majority of medical
services. This disparity results in providers and facilities shifting costs to private insurance for
businesses and individuals who pay more on average in order to sustain the health system,
acting as a hidden tax. This is known as the cost shift. The Green Mountain Care Board
estimates the cost shift results in $150 million in private premium inflation every single year.
Lower Medicaid reimbursement rates also mean that the State is not using significant dollars in
matching federal funds available to the Medicaid program.

While the Governor had a bold proposal to address the cost shift by implementing focused rate
increases including Outpatient Services, Primary Care, Professional Services, Blueprint Home
Health Expansion and a specific increase for Dartmouth Hitchcock, the legislature ultimately
passed the following appropriations:

Primary Care services: $1,000,676 was appropriated for the purpose of increasing
reimbursement rates beginning July 1, 2015. DVHA utilized this appropriation to reinstate a
fraction of the Enhanced Primary Care Payments program, which provides increased payments
to primary care providers who fall within the criteria set forth by CMS.

Independent Mental Health and Substance Abuse Treatment Professionals: $111,185 was
appropriated for the purpose of increasing reimbursement rates beginning July 1, 2015 to
mental health and substance abuse professionals not affiliated with a designated agency.
DVHA utilized this appropriation to increase reimbursement for services provided by PhD
Psychologists. Given the limited amount of the appropriation, the total amount was targeted to
a single provider type in order to maximize the impact of the appropriation.

Home and Community Based Services: $175,818 was appropriated for the purpose of
increasing home and community-based services in the Global Commitment and Choices for
Care programs beginning July 1, 2015. Of that total, approximately $35,900 was applied to
Global Commitment and $139,900 to the Choices for Care program. DVHA utilized the Global
Commitment appropriation to increase the reimbursement rate for Long Term Residential
services without room and board.

DVHA implemented the changes as directed by the legislature; though due to the total funding
appropriated, the changes were not substantive enough to begin to address the cost shift.
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STATUS OF SFY ’16 INITIATIVES CONTINUED

Autism Spectrum Disorder - Applied Behavior Analysis (ABA): In SFY2016 DVHA developed a
comprehensive Medicaid Applied Behavior Analysis (ABA) benefit for children with Autism
spectrum disorders (ASD). The Clinical unit has oversight for the clinical practice and prior
authorization, working closely with the Central Office Policy unit. DVHA submitted a State Plan
Amendment to CMS to allow Medicaid to receive federal financial participation for the
reimbursement of ABA providers. DVHA has finalized the interim clinical guidance that was
disseminated to the DAs in SFY2015. As recommended by DVHA’s Managed Care Medical
Committee (MCMC), an ABA Clinical Practice Guideline was developed and the draft guideline
was distributed to internal partners for review. Currently, the draft has progressed to being
reviewed by external providers. The MCMC plans to review provider feedback on the draft
guidelines and then have a finalized draft of the guidelines to recommend to DVHA leadership
in early 2016.

Opioid Treatment

Act 137 was enacted with the intention of establishing a regional system of opioid treatment in
Vermont. Three partnering entities — DVHA’s Health Services and Managed Care Division; the
Blueprint for Health Unit; and the Vermont Department of Health Division of Alcohol and Drug
Abuse Programs — in collaboration with local health, addictions, and mental health providers —
implemented a statewide treatment program in 2013. Grounded in the principles of Medication
Assisted Treatment (MAT), the Blueprint’s healthcare reform framework, and the Health Home
concept in the Affordable Care Act, the partners have created the Care Alliance for Opioid
Addiction initiative, also known as “Hub and Spoke.” The addition of the Rutland Hub in 2014
has been a great success and has operationally excelled. In addition, it enhances Methadone
treatment programs (Hubs) by augmenting the programming to include Health Home Services
to link with the primary care and community services; provide buprenorphine for clinically
complex patients; provide consultation support to primary care and specialists prescribing
buprenorphine; and embed new clinical staff in the form of a nurse and a Master’s prepared,
licensed clinician, in physician practices that prescribe buprenorphine (Spokes) through the
Blueprint Community Health Teams (CHTs) to provide Health Home services, including clinical
and care coordination supports to individuals receiving buprenorphine. Spoke staff (nurses and
licensed counselors) have been recruited and deployed statewide to all willing physician
practices that prescribe buprenorphine. To date, nearly 40 full time nurses and addictions
counselors have been hired and deployed to over sixty different practices. Additionally, DVHA
expanded practice coverage to neighboring states with three (3) locations enrolled in the
Summer/Fall of 2015. Through collaboration with ADAP and the Federally Qualified Healthcare
Centers (FQHC), providers have increased their panels to accept patients needing Opioid
Replacement Therapy. In November 2015 United Counseling Services in Bennington Country,
in collaboration with Hawthorne Recovery made available additional MAT services which
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STATUS OF SFY ’16 INITIATIVES CONTINUED

included observed dosing. The number of patients served in the first year will be up to 30 with
expansion opportunities expected after the first year.

In collaboration with ADAP, DVHA has worked with Rutland, Chittenden and Saint Albans areas
to expand the use of a new medication that has shown promise in the treatment of alcoholism
and some opioid dependent population. Vivitrol Intramuscular Injection is a new delivery
method for Naltrexone. Vivitrol is a valuable addition to the recovery toolbox, along with
methadone and buprenorphine. It blocks other opioids from acting on the receptors in the
brain and can also help ease drug cravings. By blocking the effects of other opioids it takes away
the pleasurable effect, which can help with preventing relapse. Vivitrol, like any other
medication for opioid dependence, must be accompanied by a firm commitment to recovery,
including substance abuse counseling, outpatient programs and support systems. Vermont
Medicaid has added this treatment option for certain patients with an Opioid Addiction. Over
the course of this next year, ADAP and DVHA will continue to monitor the use and effects of this
medication.

As the chart below demonstrates, approximately 73% of Medicaid requests with an Opioid
dependency diagnosis receive MAT (Hub and Spoke).

Number of Enrollees Receiving MAT vs Other Services for
Opioid Dependency by Calendar Year

= Medicaid Opioid Dependent Patients Receiving MAT

Total Medicaid Patients with an Opioid Dependence Dagnosis
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DVHA programs and staff strive toward excellence and value in serving Vermonters effectively.
Asking the questions — how much did we do, how well did we do it, is anyone better off — DVHA
works toward the most powerful results possible. The following pages highlight some of these
initiatives and units. Each provides the program statement, annual outcomes with data, and
plans to ensure continued success.

= Blueprint for Health

= Coordination of Benefits

= Program Integrity

= Vermont Chronic Care Initiative

= Quality Reporting

=  Mental Health and Substance Abuse
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BLUEPRINT FOR HEALTH REPORT CARD

Program Statement:

The Vermont Blueprint for Health is transforming the way primary care and
comprehensive health services are delivered and paid for, with a model that
consists of:

e A steady increase of primary care practices throughout the state that
are recognized as Patient Centered Medical Homes (PCMHSs) by the
National Committee for Quality Assurance (NCQA) currently totaling
126 practices and comprehensive evidence-based self-management
programs

e  Multi-disciplinary core Community Health Teams (CHTs) in each of the
state’s 14 health service areas; plus additional specialized care
coordinators to support the PCMHs and their patients

e All-insurer payment reforms that support PCMHs and community
health teams

e Implementation of health information technology (HIT) and a multi-
faceted evaluation system to determine the program’s impact

e A Learning Health System that supports continuous quality
improvement
Outcomes:

The Blueprint for Health’s intensive program evaluation includes results

recently published in the peer-reviewed journal Population Health

Management. The article “Vermont’s Community-Oriented All-Payer

Medical Home Model Reduces Expenditures and Utilization While

Delivering High-Quality Care” demonstrates that patients participating in

the Blueprint, by receiving care at one of Vermont’s PCMHs, incur less

healthcare spending than non-participants.

= As the Blueprint program matures, healthcare expenditures for
patients receiving the majority of their care at a Blueprint PCMHs cost
$482 less per year than expenditures for patients receiving care in non-
PCMHs, primarily because of fewer in-and-outpatient hospital visits.

= At the same time that their healthcare expenditures decreased,
Medicaid patients receiving the majority of their care at a Blueprint
PCMH saw a corresponding increase in expenditures for dental, social,
and community-based support services, suggesting that PCMHs — likely
through their Community Health Teams — are better at connecting
patients with non-medical community and social supports.

What’s Next?

The Community Collaboratives,
in which Blueprint and ACO
workgroups come together with
homecare, mental health, and
other service providers to deliver
shared governance targeted at
improving healthcare utilization,
quality, and coordination of care.
Continued advancement of
analytics and reporting in
collaboration with ACOs and
other provider groups to provide
comparative information that
can guide continued
improvement in Vermont’s
community oriented learning
health system. A key component
is the Blueprint Registry
(formerly Docsite), where
statewide claims and clinical
databases are combined and
used to produce profiles that
span insurers and health
systems, offering community-
level outcomes reporting in order
to spur community-based
solutions.

Implementation of performance
payments to Blueprint PCMHs.
These new payments will be
based on community level
outcomes on ACO quality
measures and regularly adjusted
to incentivize communities to
work together to improve
utilization and care quality.

Total Expenditures per Capita 2008-2014 All Insurers Ages 1 Year and Older
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Program Statement:

The Coordination of Benefits (COB) Unit works with providers, beneficiaries, probate
courts, attorneys, health and liability insurance companies, employers, and Medicare
Parts A, B, C & D plans to ensure that Medicaid is the payer of last resort, through
coordination of benefits and collections practices.

Outcomes:

COB Medicaid Recovery totaled $5,546,150 in SFY2015, the result of various recovery
and recoupment practices.

Correct information from beneficiaries and data matching efforts with insurance
companies ensures that accurate insurance billing information is identified and recorded
in Medicaid systems. This decreases Medicaid costs, since the correct insurer pays,
leaving Medicaid as payer of last resort identified as Medicaid Cost Avoidance. The
Medicaid Third Party Liability cost avoidance increased in the past year, in part due to
increased focus on maintaining an updated eligibility system with other health
information for Medicaid recipients.

e These efforts will help

What’s Next?

e The COB unit will
continue to review
Medicaid statutes and
rules to strengthen the
ability to data-match
with health insurance
companies.

e COB will also continue
to work with CMS
regarding Medicare
Dual Eligible
beneficiaries.

increase cost avoidance
and recoveries to

ensure that Medicaid is
the payer of last resort.

COB Medicaid Recovery MEDICAID COST AVOIDANCE
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PROGRAM INTEGRITY (Pl) REPORT CARD

Program Statement: What’s Next?

The Program Integrity Unit works with providers, beneficiaries, DVHA’s fiscal e New collaboration with CMS
agents, DVHA units, AHS departments and the CMS Medicaid Integrity “Boots on the Ground” to
Contractors (MIC) to ensure the integrity of services provided and that medically enhance and improve the
necessary healthcare services for beneficiaries are provided, coded, billed and quality of patient care, health
paid in accordance with federal and state Medicaid rules, regulations, provider outcomes, and reducing
contracts and relevant statutes. healthcare costs.

e Proactive desk audits of high
risk and high cost program
areas to evaluate for the
correct and appropriate billing
of medically necessary services
provided to VT beneficiaries.

Outcomes:

The Pl Unit has made significant strides in detecting, investigating, and
preventing fraud, waste and abuse in the Vermont Medicaid program. Program
Integrity auditing and investigating is a very specialized field and as such, CMS
and the Department of Justice, through the Medicaid Integrity Institute (MIl)

supported the creation of the Certified Program Integrity Professional (CPIP) * Evaluation of known
designation. This designation is recognized by the National Healthcare Anti- vulnerabilities, deficiencies and
Fraud Association, the Association of Certified Fraud Examiners, and the outliers to ensure compliance
American Academy of Professional Coders. To date, half of the VT Program and adherence to policies.
Integrity staff members have achieved this certification. e  Creation of new algorithms and

data analytics to enhance fraud,

The PI Unit works closely with the Medicaid Fraud and Residential Abuse Unit waste and abuse detection and

(MFRAU) and participates in many training opportunities to educate staff, prevention.
providers, and beneficiaries about healthcare fraud, waste and abuse. PI also e Continued education and
works very closely with other Medicaid States’ Program Integrity Units and OIG training of Pl staff, MFRAU

offices across the country on a regular basis. staff, other state staff,

The total recovery and savings to the State of Vermont in SFY2014 was $4.08 providers, and beneficiaries to
million. In the last five years, the Program Integrity Unit has reported combined increase awareness of fraud,
Medicaid program savings and recoveries in excess of $22.5 million (including waste and abuse schemes for
settlements). earlier detection and reporting.
Program Integrity Recovery and Cost Prevention ( N\
$10,000,000 A global settlement settles all the

claims against one defendant in a

$5,000,000 | single settlement rather than
I ‘ | i i i I I | individual ones. May involve
$0 - medical or product liability within

SFY11  SFY12  SFY13  SFy14  SFY15 \Vermont or nationally. )
M Global Settlement i Recoupment & Prevention L Total

Program Integrity Recovery and Cost Prevention

|
SFY15 Ll $336,353
SFY14

SFY12 L1 650,809
SFY11 LI $663,769

S0 $2,000,000 $4,000,000 $6,000,000 $8,000,000
#Recoupment & Prevention  ulSettlements

$3,614,861

Budget Document—State Fiscal Year 2017 Page 65



VERMONT CHRONIC CARE INITIATIVES (VCCI) REPORT CARD

Program Statement:

Vermont Chronic Care Initiative (VCCI) case managers - registered nurses
and licensed alcohol and drug abuse counselors provide intensive case
management and care coordination services to high risk, high utilization,
and high cost Medicaid beneficiaries (top 5%) through a holistic approach
that addresses complex physical and behavioral health needs, health
literacy, and socioeconomic barriers to healthcare and health
improvement. VCCl collaborates with statewide healthcare reform
partners centrally and locally to assure seamless integration of intensive
field-based case management services to achieve common goals.

Outcomes:

In SFY2014 VCCl documented $30.5 million in net savings among the
eligible top 5% utilizers, who account for roughly 39% of Medicaid
expenditures. When evaluating VCCI, DVHA tracks adherence to evidence-
based clinical guidelines as well as ambulatory care sensitive hospital
utilization; and in 2014, measured return on investment (ROI) via a risk-
based contract. In SFY2014 (the most recent year for which final results
are available due to a 6 month claims run out period and the sun-setting
of the current vendor contract), VCClI demonstrated significant
improvement on important clinical measures, such as treatment of
depression, which was an area of focus due to prevalence among high
risk/cost members. VCCl also focused on utilization measures with
documented reductions in all areas, including for ambulatory care
sensitive (ACS) inpatient hospital admissions (- 30%) readmissions (- 31%)
and emergency department use (-15%) as compared to 2013 data. Staff
are embedded in multiple high-volume hospital and primary care practice
sites to support care transitions as well as direct referrals for high
risk/cost members. As indicated, the MOMS service was also launched
statewide in 2015 and the VCCI nutrition/obesity specialist supported BMI
as a vital sign and related tools to address member engagement and
health literacy on BMI.

What’s Next?

VCCI will continue to be an integral
component of healthcare reform
efforts given the initiative’s focus
on holistic case management and
the required expertise in human
services necessary for successful
case management and care
coordination of a high complexity
population, including those with
significant social support needs and
associated cost.
reduction/containment efforts.
The Unit has taken a leadership role
in the enterprise level MMIS/Care
Management system design and
development and is scheduled as
the first program to ‘go live’ in the
new system, with an anticipated
launch date of mid SFY 2016.

VCCI has developed strong
relationships with contracted
Medicaid ACO partners and clinical
leaders, including data sharing to
prevent redundancies and to
support collaboration and direct
referral, as well as care transitions.
The VCCI will continue strategic
efforts to leverage limited
resources toward common goals.
Inherent in this, VCCI is active with
the VHCIP ‘learning collaborative.’

Inpatient, Readmission & ED Data
SFY2013 - 2014

VCCI Savings for Eligible
Members in the ‘Top 5%’ of

2000 TOp 5% Onlv Medicaid
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Below is an overview of the VCCI Scorecard, as required of this Budget Document. See the full
contents of the VCCI Scorecard in Appendix B.

[ P | Medicaid's Vermont Chronic Care Initiative (VCCI)

What We Do oy

The Vermont Chronic Care Initiative (VCCI) identifies and assists Medicaid beneficiaries with chronic health conditions
and /or high utilization of medical services to access clinically appropriate health care information and services. DVHA
care coordinators are fully integrated core members of existing Community Health Teams and are co-located in
provider practices and medical facilities in several communities. The population are the top 5% utilizers of the
healthcare system, accounting for 39% of healthcare costs.

How We Impact o4

WCCl is focused on utilization measures with documented reductions in all areas, including for ambulatory care sensitive (ACS) inpatient
hospital admissions, readmissions and emergency department use. Staff are embedded in multiple high-volume hospital and primary
care practice sites to support care transitions as well as direct referrals for high risk/cost members. The VCCI continues to receive
national recognition for its model and results including by CMS and the National Academy for State Health Policy (NASHFP).

Budget Information

Total Program Budget FY 2017: $2,608,703.46

Action Plan o

VCCI will continue to be an integral component of healthcare reform efforts given the initiative's focus on holistic case management and
the required expertise in human services necessary for successful case management and care coordination of a high complexity
population, including those with significant social needs. The Unit has taken a leadership role in the enterprise level MMIS/Care
Management system procurement process, with an anticipated go live date of early SFY 2016. VCCI has developed collaborative
relationships with contracted Medicaid ACO partners and will continue strategic efforts to leverage limited resources toward common
goals. Inherent in this, VCCl is active on the payment reform Care Managerment and Care Models (CMCM) workgroup and has a
leadership role in the care management learning collaborative planning and implementation to assure service integration.

Performance Measures Time Actual  Target ~ Current  Baseline
Period Value Value “%Change
© ﬂ Vieell # of Medicaid Beneficiaries Enrolled in the Vermont Chronic Care Initiative  gpy 2015 1,657 2,000 N 2 -5, &
% of Eligible High Cost/High Risk Medicaid Beneficiaries Enrolled in the
> @
VEL) Vermont Chronic Care Initiative SEY.2015 =% 25% N 2 7% "'
30 Day Hospital Readmission Rate Among VCCl-eligible Medicaid
> (@ = .
M) geneficiaries (#/1000) SFY 2014 49 N o3 aa%
L+ u \'{als(} # of ER visits by Medicaid beneficiaries Eligible for VCCI| SFY 2014 1,299 = N 1 -15% 4'
[+] n Vieal # of Inpatient Admissions by Medicaid beneficiaries Eligible for VCCI SFY 2014 429 Yin Ny 1 -30% ’L
Met Savings over Anticipated Expense (in millions of dollars) for VCCI
L] ﬂ VCCl -
Eligible Members SFY 2014  $30.5 A 2 es% T

Our Work Helps Turn These Indicators Time  Actual  Target ~ Current Bascline

Period Value Value Trend  %Change

n WIS - Vermonters are healthy
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QUALITY REPORTING REPORT CARD

Program Statement:

The DVHA Quality Improvement (Ql) and Clinical
Integrity Unit strives to improve the quality of care to
Medicaid members by identifying and monitoring quality
measures and performance improvement projects,
performing utilization management and improving
internal processes. Performance measures are indicators
or metrics that are used to gauge program performance.
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
dimensions of care and service. Due to the number of
health plans collecting HEDIS data, and because the
measures are so specifically defined, HEDIS makes it
possible to compare the performance of health plans on
an "apples-to-apples" basis. Under the terms of the
Global Commitment to Health Waiver, DVHA reports on
fourteen (14) HEDIS measures. These measures
represent a wide range of health conditions that DVHA
and the Agency of Human Services have determined are
important to Vermonters:

1. ADOLESCENT WELL-CARE VISITS

2. ADULTS’ ACCESS TO PREVENTIVE/AMBULATORY

HEALTH SERVICES

ANNUAL DENTAL VISITS

ANTIDEPRESSANT MEDICATION MANAGEMENT

BREAST CANCER SCREENING

CHILDREN AND ADOLESCENT ACCESS TO PRIMARY

CARE (FOUR AGE CATEGORIES: 12-24 MONTHS, 25

MONTHS - 6 YEARS, 7-11 YEARS, AND 12-19 YEARS)

CHLAMYDIA SCREENING IN WOMEN

CONTROLLING HIGH BLOOD PRESSURE

9. FoLLoOw-UP AFTER HOSPITALIZATION FOR MENTAL
ILLNESS

10. INITIATION AND ENGAGEMENT IN ALCOHOL AND
OTHER SUBSTANCE DEPENDENCE TREATMENT

11. PRENATAL AND POSTPARTUM CARE

12. USE OF APPROPRIATE MEDICATIONS FOR PEOPLE
WITH ASTHMA

13. WELL-CHILD VISITS FIRST 15 MONTHS

14. WELL-CHILD VISITS IN 3RD, 4TH, 5TH AND 6TH YEARS

ouneEw

o N

Outcomes:

The QI Unit works closely with the Data Unit to ensure the
internal capacity to produce valid performance measure
results. DVHA then uses a vendor certified by the National
Committee for Quality Assurance (NCQA) to calculate the
measures annually.

The first chart, (Comparison of Vermont Medicaid and
National Medicaid Averages for 2015), compares Vermont
Medicaid’s performance on this core set of Global
Commitment to Health measures against the national mean
for other state Medicaid plans for 2015. It shows that
Vermont’s rates are higher than or comparable to the nation
mean on most measures. This means, as an example: of
Vermont Medicaid enrollees who are recommended to
receive an Adolescent Well-Care visit, approximately 50%
actually do, which is comparable to the national average.
The Initiation and Engagement in Alcohol and Other
Substance Dependent Treatment measure is one of the
lowest performing measures in the set, both for Vermont
and nationally. Based on this data along with Vermont’s
growing and well documented opioid addiction problem,
DVHA is involved in multi-faceted improvement initiatives.
The Hub and Spoke, is one such initiative. DVHA is also
currently working on a performance improvement project
related to the treatment of alcohol abuse.

The next chart (Comparison of Vermont Medicaid Rates for
2014 and 2015), shows Vermont Medicaid’s performance on
these measures in 2014 compared against performance in
2015. It displays steady performance across most of these
measures. The most significant change in reported rates is
seen again in the Initiation of Alcohol and other Drug
Dependence Treatment within 7 days. Not only is this an
indication of the continuing problem of addiction, but as a
unit, we also continue to learn about our data collection
efforts through claims and how other initiatives underway
within the State may impact our overall HEDIS rates (e.g.
bundled payments via the Hubs or early intervention
services provided through grants that then do not generate
a claim).

What’s Next?

Vermont Medicaid at all times.

HEDIS is just one of a variety of healthcare quality measure sets being tested and reported out on nationally by health plans,
including Vermont Medicaid. The QI Unit continues to develop the internal capacity to report on all measure sets as
accurately as possible. Coordination and analysis of these measure sets also helps DVHA target efforts for improvement in
the quality of care provided to Medicaid beneficiaries. Multiple performance improvement projects are underway within
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Comparison of Vermont Medicaid and National
Medicaid Averages for 2015
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MENTAL HEALTH AND SUBSTANCE ABUSE REPORT CARD

Program Statement: What’s Next?

The Quality Improvement and Clinical Integrity unit (Ql) is responsible for utilization *  The Quality unit will
continue to perform

utilization review
activities on all inpatient
stays on psychiatric floors

management of one of Vermont Medicaid’s most intensive and high-cost services,
inpatient psychiatric hospitalization. Inpatient psychiatric services, which include
detoxification, are paid on a per-day basis, unlike hospitalization on traditional

medical inpatient units. This per-day payment methodology has the potential to to ensure Medicaid is only
create a disincentive for providers to make efficient use of this high cost, most paying for medically
restrictive level of care. The QI staff performs concurrent reviews to ensure that necessary services.
Vermont Medicaid pays only for medically necessary services and reviews claims data * The Quality unitis

working with HPE to
improve the edits and PA
process in the MMIS
system to ensure that
only inpatient services on
psychiatric floors require

to verify that reimbursement is only provided for the authorized services and rates.
Outcomes:

The State has experienced a number of challenges that impact the ability of the Ql

utilization management program to successfully bend the cost curve for inpatient PA and that claims are
mental health and substance abuse costs, including the flooding of the Vermont State paid correctly and timely
Psychiatric Hospital and subsequent move to a de-centralized mental health inpatient according to what was
system, an increase in opiate addiction and resulting need for services which has led authorized.

=  The Quality unit will
assume responsibilities
for prior authorization of
individual therapy

to inpatient level of care being used in place of medically necessary lower levels of
care, and a slow economic recovery which strained both resources and already
vulnerable beneficiaries. However, without the utilization management program,

history has indicated that costs and average lengths of stay would have grown even services in excess of 24
more exponentially. sessions annually.
SFY14-16 DVHA Total Paid Inpatient SFY14-16 DVHA Total # Inpatient
Psychiatric Hospitalizations Admissions
512,000,000 1200
510,000,000 1000
$8,000,000 _— § =800
56,000,000 E 600
$4,000,000 E 400
$2,000,000 200
»0 SFY14 SFY15 0 SFY14 ' SFY15
mAdult | $9,910,203 $8,741,419 mAdult | 886 ' 971
WDetox |  $3,744,270 $4,636,608 » Detox 811 ' 1015
[ Children- 57,559,073 58,004,966 Children 395 . 420

Budget Document—State Fiscal Year 2017 Page 70



Below is an overview of the Mental Health and Substance Abuse Scorecard, as required of this
Budget Document. See the full contents of the Mental Health and Substance Abuse Scorecard
in Appendix B.

DVHA Programmatic Performance Budget (FY17)

n DVHA Verl'nonters Recei\l'e App ropriate Care Tlrru' Actual Forecast Current
Period Value Value Trend

n VG5 Medicaid Inpatient Psychiatric and Detoxification Utilization Tima Actial Farsenst Gugng
Period Value Value Trend

Budget Information
Total Program Budget FY 2017: $960,728.86

n # of Children's Mental Health Inpatient Admissions per 1000 Members Jun 2015 0.53 - N 1
n # of Adult Mental Health Inpatient Admissions per 1000 Members Jun 2015 0.57 - N 2
n # of Detoxification Admissions per 1000 Members Jun 2015 0.84 - A
m Average Length of Stay - Children's Mental Health Inpatient Admissions Jun 2015 16.30 - A
m Average Length of Stay - Adult Mental Health Inpatient Admissions Jun 2015 5.90 - N 2
m Average Length of Stay - Detox. Admissions Jun 2015 4.80 - A
n Paid Claims - Children's Mental Health Inpatient Admissions Jun2015 698,247 - N 4
n Paid Claims - Adult Mental Health Inpatient Admissions Jun2015 602,255 - N 2
m Paid Claims - Detox. Admissions Jun2015 521,263 - A
n Medicaid's Vermont Chronic Care Initiative (VCCI) e aas frsies s

Budget Information
Total Program Budget FY 2017: $2,608,703.46

m # of Medicaid Beneficiaries Enrolled in the Vermont Chronic Care Initiative SEY 2015 1,657 =5 N 2
n veel 2@;; lel:.ﬁ:i:ii :igh Cost/High Risk Medicaid Beneficiaries Enrolled in the Vermont Chronic SFY 2015 _— _ N 2
n 30 Day Hospital Readmission Rate Among VCCl-eligible Medicaid Beneficiaries (#/1000) gy 2014 49 - N 3
n # of ER visits by Medicaid beneficiaries Eligible for VCCI SEY 2014 1,299 - N 1
n # of Inpatient Admissions by Medicaid beneficiaries Eligible for VCCI SEY 2014 429 - N 1
u Met Savings over Anticipated Expense (in millions of dollars) for VCCI Eligible Members SFY 2014 $30.5 = A2
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’“\ GreenMountainCare

Y¥ A HEALTHIER STATE OF LIVING
Green Mountain Care is the umbrella name for the state-sponsored family of low-cost and free
health coverage programs for uninsured Vermonters. Offered by the State of Vermont and its
partners, Green Mountain Care programs offer access to quality, comprehensive healthcare
coverage at a reasonable cost. Plans with either low co-payments and premiums or no co-
payments or premiums keep out-of-pocket costs reasonable.

Medicaid for Adults

The below section distinguishes each population group and compares DVHA PMPMs for each
year since SFY 2013.

ABD Adult PMPM Trend General Adult PMPM Trend
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CASELOAD, UTILIZATION, AND EXPENDITURE DATA CONTINUED

Medicaid for Adults Continued

The below chart depicts the CFC DVHA PMPMs for each year since SFY 2013.

Choices for Care PMPM Trend
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As noted in the Vermont Medicaid in Comparison section of this budget document, the trend of
lower PMPMs is quite evident in nearly all of the population groups on the previous page. This
would indicate that efficiencies and improvements are being made so that Vermont Medicaid
programs may serve more Vermonters, at the least possible cost. Medicaid programs for adults
provide low-cost or free coverage for low-income parents, childless adults, pregnant
individuals, caretaker relatives, people who are blind or disabled, and those ages 65 or older.
Eligibility is based on various factors including income, and, in certain cases, resources (e.g.,
cash, bank accounts, etc.).

Medicaid programs cover most physical and mental healthcare services such as doctor’s visits,
hospital care, prescription medicines, vision and dental care, long-term care, physical therapy,
medically-necessary transportation and more. Services such as dentures or eyeglasses are not
covered, and other services may have limitations.
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CASELOAD, UTILIZATION, AND EXPENDITURE DATA CONTINUED

Aged, Blind, or Disabled (ABD) and/or Medically Needy Adults

The general eligibility requirements for the ABD and/or Medically Needy Adults are: age 19 and
older; determined aged, blind, or disabled (ABD) but ineligible for Medicare; generally includes
Supplemental Security Income (SSI) cash assistance recipients, working disabled, hospice
patients, Breast and Cervical Cancer Treatment (BCCT) participants, or Medicaid/Qualified
Medicare Beneficiaries (QMB); and medically needy [i.e., eligible because their income is
greater than the cash assistance level but less than the protected income level (PIL)]. Medically
needy adults may be ABD or the parents/caretaker relatives of minor children.

ABD Caseload, Expenditure, and PMPM Comparison by State Fiscal Year

Aged, Blind, & Disabled (ABD) and/or Medically Needy Adults
DVHA Only Total
SFY Caseload | Expenditures | P.M.P.M. | Expenditures P.M.P.M.
SFY '14 Actual 14,852 | $108,329,783 | $ 607.82 | $ 188,835,438 | $ 1,059.52
SFY '15 Actual 15,956 | $102,508,327 | $ 53538 | $ 185,718,082 | $ 969.96
SFY '16 Appropriated 15,680 | $113,165,353 | § 601.43| $ 191,779,487 | $ 1,019.23
SFY '16 Budget Adjustment 16,508 | $106,347,928 | § 536.86 | $ 187,692,043 | $ 947.49
SFY '17 Governor's Recommend 17,229 | $108,022,293 | $ 52249 | $ 187,950,791 | $ 909.09

ABD Caseload Comparison by State Budget Cycle
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Aged, Blind, or Disabled (ABD) and/or Medically Needy Adults Continued

ABD Adult SFY 2015 Average Enrollment Breakout by Age and Gender

65+ 65+
F M

113% _onniil 0.94%

For adults with disabilities, pharmacy, outpatient, inpatient, and professional services
accounted for the majority of the $102,508,327 total expenditure for ABD Adults. Please note,
pharmacy is net of drug rebates.

DVHA Expenditures by Top 10 Service Categories
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Dual Eligibles

Dual Eligibles are enrolled in both Medicare and Medicaid. Medicare eligibility is either due to
being at least 65 years of age or determined blind, or disabled.

Dual Eligibles Caseload, Expenditure, and PMPM Comparison by State Fiscal Year

Dual Eligibles Caseload comparison by State Budget Cycle

Dual Eligibles
DVHA Only Total
SFY Caseload | Expenditures | P.M.P.M. | Expenditures P.M.P.M.
SFY '14 Actual 17,384 | $ 49,143,760 | $ 23558 | $ 201,968,814 | $ 968.19
SFY '15 Actual 18,244 | $ 53518538 | $ 24446 | $ 216,083,619 | $ 987.00
SFY '16 Appropriated 17,978 | $ 50,051,552 | $ 232.01| $ 204,746,363 | $ 949.08
SFY '16 Budget Adjustment 18,772 | $ 55,062,284 | $ 24443 | $ 213,880,708 | $ 949.46
SFY '17 Governor's Recommend 19,153 | $ 56,172,024 | $ 24440 | $ 210,957,910 | $ 917.84
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