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Agenda

• About GMCB

• Status of our health care system – Key statistics and trends
An update on GMCB’s work on Act 167 to Support Hospital Transformation will be provided 
to this committee on Friday, January 31, 2025. 

• Our Regulatory Work

• Hospital Budget Review

• Health Insurance Rate Review

• Certificate of Need (CON)

• Data & Analytics

• Accountable Care Organization (ACO) Oversight & Certification 

• Looking Forward to 2025
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About Us

• Established in 2011 (Act 48)

• 5 Board Members

• 6-Year Staggered Terms

• The GMCB is an independent 
Board that is part of state 
government

• Quasi-judicial
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Role of GMCB

TCOC: Total cost of care

SYSTEM-WIDE VIEW

Delivery System

Federally Qualified Health 

Centers (FQHC)

Independent Providers

Ambulatory Surgical Centers 

Certificate of Need

DAs/SSAs

Out of state providers

 … and more

Payers

Medicare/Medicaid

Medicare Advantage Plans

Self-insured plans 

(many employer plans)

Out of State plans

… and more

GMCB REGULATION

Health Insurer Rate Review

Certificate of Need (CON)

Hospital Budget Review

ACO Oversight/Certification

Medicare TCOC Benchmark



Health Care Reform Principles
18 V.S.A. § 9371*
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*Reform principles inform how GMCB executes its duties. 18 V.S.A. § 9375(a). 

Complete list of reform principles

1. Ensure universal access and affordability.

2. Control health care costs.

3. Promote transparency and accountability.

4. Enhance primary and mental health care.

5. Allow provider choice.

6. Ensure cost transparency.

7. Encourage personal health responsibility.

8. Prioritize patient-practitioner relationships.

9. Focus on quality improvement and public health.

10. Eliminate unnecessary costs.

11. Provide fair and sustainable financing.

12. Consider the effects of payment reform.

13. Foster collaboration among stakeholders.

14. Ensure state oversight. 

1) The State of Vermont must ensure universal access to and coverage 

for high-quality, medically necessary health services for all Vermonters. 

Systemic barriers, such as cost, must not prevent people from 

accessing necessary health care. All Vermonters must receive 

affordable and appropriate health care at the appropriate time in the 

appropriate setting.

(2) Overall health care costs must be contained, and growth in health 

care spending in Vermont must balance the health care needs of the 

population with the ability to pay for such care. (3) The health care 

system must be transparent in design, efficient in operation, and 

accountable to the people it serves. The State must ensure public 

participation in the design, implementation, evaluation, and 

accountability mechanisms of the health care system

(4) Primary care must be preserved and enhanced so that Vermonters 

have care available to them, preferably within their own communities.



Health Care Spending per Capita
Vermont Outpaces National Trends
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Source: KFF Health Care Expenditures per Capita by State of Residence

Notes

The Centers for Medicare and Medicaid Services (CMS) Office 

of the Actuary produces Health Expenditures by State of 

Residence and Health Expenditures by State of Provider every 

five years. The State Health Expenditure Accounts are a 

subcomponent of the National Health Expenditure Accounts 

(NHEA), the official government estimates of health spending 

in the United States. Additional information on data and 

methods is available here.

Vermont Spending per Capita

US Spending per Capita

https://www.kff.org/other/state-indicator/health-spending-per-capita/?activeTab=graph&currentTimeframe=0&startTimeframe=29&selectedRows=%7B%22wrapups%22:%7B%22united-states%22:%7B%7D%7D,%22states%22:%7B%22vermont%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NationalHealthAccountsStateHealthAccountsResidence.html


Marketplace Premium Averages 
Vermont is Higher than National Average 
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Source: KFF Average Marketplace Premiums by Metal Tier, 2018-2024 

$948

$468

https://www.kff.org/health-reform/state-indicator/average-marketplace-premiums-by-metal-tier/?activeTab=graph&currentTimeframe=0&startTimeframe=5&selectedDistributions=average-lowest-cost-silver-premium&selectedRows=%7B%22states%22:%7B%22vermont%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D


Health Care Landscape Trends
Affordability

Note: Most VHC users are eligible for subsidies or tax credits. Most uninsured Vermonters are for VHC plan subsidies from APRA will continue through 2025.
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In Vermont, Where Almost 
Everyone Has Insurance, Many 
Can’t Find or Afford Care
November 20, 2024

“Vermont consistently ranks among the 
healthiest states, and its unemployment and 
uninsured rates are among the lowest. Yet 
Vermonters pay the highest prices nationwide 
for individual health coverage and state reports 
show its providers and insurers are in financial 
trouble. Nine of the state’s 14 hospital are 
losing money, and the state’s largest insurer is 
struggling to remain solvent. Long waits for care 
have become increasingly common, according 
to state reports and interviews with residents 
and industry officials.”



Access: Median Wait Times
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“Vermont’s commercial cost of care 

greatly exceeds that of the rest of the 

nation. BlueCross BlueShield-Vermont’s 

spend is 33.5% higher than the average 

for BlueCross BlueShield plans in the 

Northeast and 42.7% higher than the 

national average. Why? Charges from 

Vermont hospitals and healthcare 

system account for most of the 

difference.”

bcbs-letter.docx

The head of Vermont’s largest insurance company says health care spending is out of control | 

Vermont Public

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnpr.brightspotcdn.com%2F31%2Ff3%2F24a6c02e42af9cffd277ea6c5623%2Fbcbs-letter.docx&wdOrigin=BROWSELINK
https://www.vermontpublic.org/local-news/2025-01-16/vermonts-largest-insurance-company-bluecross-blueshield-says-health-care-spending-out-of-control
https://www.vermontpublic.org/local-news/2025-01-16/vermonts-largest-insurance-company-bluecross-blueshield-says-health-care-spending-out-of-control


Vermont Community Hospitals
Days Cash on Hand
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Preliminary Operating Margin by 
Hospital
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Note: FY24 figures are projected as of 1/21/25 but subject to change as hospitals submit their final end-of-year actuals.
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SOV Healthcare Costs
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SOV Healthcare Costs
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Vermont Education Health Initiative 
(VEHI) Healthcare Costs
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2018-19: 10.1% 
2019-20: 11.8% 
2020-21: 12.9% 
2021-22: 9.6% 
2022-23: 5.2% 
2023-24: 12.7% 
2024-25: 16.4%
2025-26: 11.9%



Rising Health Care Costs Are Impacting 
Property Taxes
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Average property tax bills will 

increase by approximately 18.5% 

for FY25

Increase in school spending can 

be primarily attributed to 16%+ 

increase in health care benefits

Source: Dept. of Taxes Education Tax Rate Letter Nov. 30, 2023

https://tax.vermont.gov/sites/tax/files/documents/2023%20Education%20Tax%20Rate%20Letter.pdf
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HOSPITAL BUDGET REVIEW
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Hospital Budget Review

• The Board is tasked with establishing hospital budgets that meet the 
state’s objectives as described in statute.

• These objectives consistently tie back to the need to increase access, 
improve quality, promote efficient and economic operation of hospitals, 
and balance healthcare needs with the ability to pay for care.

• Each year the Board undergoes a process to define specific criteria for 
hospitals to meet, called benchmarks.

• Hospitals bear the burden of justifying their budgets to the Board.
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GMCB – Regulation 

• 15 Hospital Budgets were established for 2025.

• For 2025, GMCB approved a system-wide Net Patient Revenue (NPR) 

of $3.7 billion, a 4.1% NPR increase over FY2024 approved budgets. 

• GMCB adjusted nine hospital budget requests to limit the rate 

increases that impact commercially insured patients.

24



Why Regulate Hospital Budgets?
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Hospital % of Total spending
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FY25 Hospital Budget Decisions

27

FY25 NPR ($ Millions)

Hospital Guidance
Amount Requested Over 

Guidance

Amount Approved Over 

Guidance

System-Wide $3,680.7 $160.7 $21.7

Brattleboro Memorial Hospital $115.1 -$1.1 -$1.1

Central Vermont Medical Center (CVMC) $284.6 $23.0 $6.9

Copley Hospital $109.1 $8.7 $5.8

Gifford Medical Center $66.7 $3.0 $0.0

Grace Cottage Hospital $28.5 $2.4 $0.7

Mt Ascutney Hospital and Health Center $72.8 $0.6 $0.0

North Country Hospital $107.6 -$1.9 -$2.0

Northeastern Vermont Regional Hospital (NVRH) $124.5 $0.5 $0.0

Northwestern Medical Center $130.6 $4.1 $4.2

Porter Medical Center $129.4 $0.9 $0.9

Rutland Regional Medical Center $340.3 $8.4 $4.9

Southwestern Vermont Medical Center $210.6 $0.0 $0.0

Springfield Hospital $62.9 $5.8 $1.5

University of Vermont Medical Center (UVMMC) $1,897.8 $106.3 $0.0



Hospital Budget Enforcement

• Hospitals must comply with GMCB budget orders under 18 V.S.A. § 
9456(d)(1).

• If a hospital believes it will deviate from its established budget, it may 
seek budget adjustment under 18 V.S.A. § 9456(f).

• If a hospital deviates from its budget, the GMCB may order the hospital 
to take corrective measures necessary to remediate the deviation. 18 
V.S.A. § 9456(h). The process for reviewing and determining adjustment 
requests and enforcement decisions is defined at GMCB Rule 3.000, § 
3.401.

• The GMCB’s policy on enforcement for net patient revenue (NPR) is to 
review deviations greater than 1%.
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FY25 Hospital Budget Decisions 
with Enforcement
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Charge Increases 

Hospital 
FY23 

Approved 

FY24 

Submitted FY24 Approved FY25 Submitted FY25 Approved 

FY25 Approved w/ FY23 

Enforcement5 

System-Wide 10.5% 10.6% 4.1% 5.7% 3.4%  

Brattleboro Memorial Hospital 14.6% 1.5% 1.5% 4.7% 3.4%  

Central Vermont Medical Center 

(CVMC)4 10.0% 10.0% 5.0% 5.5% 3.4%  

Copley Hospital3 12.0% 15.0% 8%, 15%* 10.5% 3.4%  

Gifford Medical Center 3.7% 3.6% 3.6% 6.8% 3.4%  

Grace Cottage Hospital 5.0% 4.0% 4.0% 2.5% 2.5%  

Mt Ascutney Hospital and Health 

Center 4.7% 5.1% 5.1% 2.2% 2.2%  

North Country Hospital 12.2% 4.5% 4.0% 4.7% 3.4%  

Northeastern Vermont Regional 

Hospital (NVRH) 10.8% 15.0% 8.0% 4.5% 3.4%  

Northwestern Medical Center 9.0% 6.0% 6.0% 6.4% 3.4%  

Porter Medical Center2 3.5% 5.0% 3.1% 2.5% 2.5%  

Rutland Regional Medical Center 
17.4% 5.6% 5.6% 2.8% 2.8% 1.2% 

Southwestern Vermont Medical 

Center 9.5% 6.6% 6.6% 3.5% 3.4%  

Springfield Hospital 10.0% 7.0% 6.0% 2.2% 2.2%  

University of Vermont Medical Center 

(UVMMC)2 10.1% 10.0% 3.1% 6.8% 3.4% -1.0%

*Copley’s approved rate for FY24 

was originally 8%. The Board gave 

Copley an additional 7% after a 

mid-year request for an 

adjustment.  



HEALTH INSURANCE
RATE REVIEW
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Health Insurance Premium Rate Review

The program by which GMCB reviews proposed premiums or “rates” for health 
insurance plans. 8 V.S.A. § 4062, 18 V.S.A. § 9375(b)(6). 
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What plans does GMCB review?

• Fully-insured major medical health insurance plans. These plans are offered by 
private insurers in the individual, small group, and large group markets: 

• Individual Plans: Available to individuals seeking to insure themselves and/or 
their families.

• Small Group Plans: Available to employers with 100 or fewer employees.

• Large Group Plans: Available to employers with more than 100 employees.



GMCB Does Not Review

• Self-insured employer plans 

• Medicare Advantage plans

• Medicare Supplemental plans  

• Other plans, such as

• Limited benefit

• Long-term care

• Specific/named disease

• Student

• Workers’ Compensation
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Vermont Plans Reviewed by GMCB

• In 2024, GMCB reviewed 10 rate filings representing approximately $810 million in 

health insurance premiums for approximately 82,000 Vermonters, over 70,000 of 

whom were in individual and small group plans. 

• Insurers requested approximately $150 million in premium increases. GMCB 

reduced these proposed increases by an estimated $11.4 million.

• Acute financial solvency concerns at BCBSVT significantly contributed to GMCB’s 

decision as to that carrier.

• Roughly half of Vermonters have private health insurance and most people with 

private health insurance are covered by self-insured employer plans, which are not 

subject to GMCB’s rate review process.  
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Rate Review Process
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What goes into a rate? 



Agencies Involved in Broader Process
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1. Health Plan Design & Compliance with federal Parameters (DVHA)*

2. Health Plan Design Approval (GMCB)*

3. Form Filing Approval (DFR)

4. Rate Review

a. Insurer Solvency Review (DFR)

b. Rate Approval (GMCB)

5. Plan Certification (DVHA)*

6. Open Enrollment & Compliance with Federal Parameters (DVHA)*

*Small group and individual qualified plans and reflective silver plans



CERTIFICATE OF NEED
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What is a Certificate of Need?

A Certificate of Need (CON) authorizes the holder to proceed with a new 
health project.
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Why review new health care projects?

• 18 V.S.A. § 9431 (Policy and purpose) 

• New health care projects must be developed in a way that avoids unnecessary 

duplication and contains or reduces increases in the cost of delivery services, 

while at the same time maintaining and improving quality and access and 

promoting rational allocation of health care resources in the State.

• The need, cost, type, level, quality, and feasibility of new health care projects 

should therefore be reviewed and assessed.   



Is Vermont the only state with CON?

As of Feb. 2024, 35 states plus the District of Columbia had CON 
or equivalent programs. 

New England 

CON programs in MA, ME, 
CT, RI

(NH has repealed its 
program.)

39

Source: NCSL Certificate of Need State Laws

https://www.ncsl.org/health/certificate-of-need-state-laws


What projects get reviewed? 

Projects whose reviewability depends on the cost

1. The construction, development, purchase, renovation, or other establishment of a health care facility, 

or any capital expenditure by or on behalf of a health care facility, for which the capital cost exceeds 

______.

a) Hospitals: $3,793,790*

b) Non-Hospitals: $1,896,890*

2. The purchase, lease, or donation of a single piece of diagnostic and therapeutic equipment for which 

the cost or value is in excess of _____. 

a) Hospitals: $1,896,890*

b) Non-Hospitals: $1,264,590* 

3. Offering a health care service or technology with an annual operating expense in either of the next two 

fiscal years exceeding ______ if the service or technology was not offered or employed by the health 

care facility within the previous three years. 

a) Hospitals: $1,264,590* 

b) Others: $632,290*
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* Slated to take effect Feb. 1, 2025 (GMCB updates CON monetary thresholds annually)



What projects get reviewed? 

Projects whose reviewability does not depend on the cost

1) A change in the number of licensed beds of a health care facility through addition, conversion, or 
relocation from one facility to another. 

2) The offering of any home health service. 

• Moratorium through 2030

• No CON shall be granted for the offering of home health services or for a new home health 
agency. 

• Notwithstanding moratorium, a CON application for a new home health agency may be 
considered and granted if GMCB and DAIL have certified that a serious and substantial lack of 
access to home health services exists in a particular county and the agencies presently serving 
that county have been given notice and a reasonable opportunity to either challenge that 
certification or remediate the problem. 

3) The transfer or conveyance of more than 50% ownership interest in a health care facility other than a 
hospital or nursing home. 

4) The construction, development, purchase, lease, or other establishment of an ambulatory surgical 
center. 
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What projects get reviewed?

Projects or facilities that are exempted from CON review

• Physician's offices

• Programs that are administered by a designated agency (DA)

• Subject to CON-like process within Dept. of Mental Health

• Certain changes to HHA designations administered by DAIL

• Certain Medicare/Medicaid programs under AHS supervision 

• Routine replacements of nonmedical equipment (e.g., boilers, chillers, etc.) 
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Examples of Projects Requiring CON
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• New outpatient surgery center

• Emergency Department renovations

• Construction of new skilled nursing facilities

Renovation and construction 
projects

• Robotic surgical system

• Linear accelerator

• CT Scanner

Purchase of major medical 
equipment

• Eating disorder clinic

• Substance use disorder treatment facility/program

Mental health and 
substance use disorder 

facilities

• New Electronic Medical Record system
Health information 
technology systems



What is the process for review? 

44



Jurisdictional Determinations in 2024

45

14
jurisdictional 

determinations

4
subject to review

10
not subject to 

review



CON Applications

• Describe project in detail

• Provide financial projections

• Address all statutory criteria and relevant HRAP 
standards

• May request expedited review if project is likely to 
be uncontested and does not substantially alter 
services or relates to a facility in bankruptcy. 

• No hearing required. 

• Application fee equal to 0.125% of project costs, 
with maximum of $20,000 and minimum of $250.
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GMCB received 

7
Applications

in 2024



2024 GMCB Approved 4 CONs
Total value:  $159,532,725

• University of Vermont Medical Center Purchase of Fanny Allen Campus in 
Colchester ($17,717,040)

• University of Vermont Medical Center Outpatient Surgery Center 
($129,600,000)

• Mt. Ascutney Hospital and Health Center Electronic Health Record 
Replacement ($9,100,523)

• Central Vermont Medical Center Replacement of Linear Accelerator and 
Related Facility Modifications and Upgrades ($3,661,162)
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SUMMARY OF OTHER NEW 
ENGLAND STATES
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HOSPITAL 
CONSTRUCTION/RENOVATION 
PROJECTS 
CT is the only state that does not review any construction/renovation projects for hospitals. There are no 
monetary thresholds on all other types of projects so CON office must review all other projects regardless 
of cost. 
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THRESHOLDS FOR HOSPITAL 
CONSTRUCTION/RENOVATION 
PROJECTS
MA $26.1 million

ME $13.7 million 

RI $7.3 million 

CT- no review 

50



THRESHOLDS FOR MAJOR 
MEDICAL EQUIPMENT 
RI $3.2 million; 

MA $1.4 million for health care facilities and $387K for non-healthcare facilities; 

ME $4.4 million;

 CT reviews all major medical equipment regardless of cost.
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BIRTHING CENTERS
MA - Independent birthing centers not reviewed unless cost exceeds $42M.  Hospital-affiliated birthing 
centers are always reviewed. 

ME - no review. 

CT/RI - no review but must receive license from Dept. of Public Health/Health Services Council.
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1-TO-1 ROUTINE REPLACEMENT 
OF MAJOR MEDICAL EQUIPMENT 
(MEDICAL, DIAGNOSTIC, THERAPEUTIC)

MA, CT, ME: No CON Review for 1-to-1 routine replacement of major medical equipment that has previously 

been approved for a hospital, comprehensive cancer center, or non-hospital facility. They must give written 

notice. RI- still reviews all major medical equipment.
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TERMINATION OF 
SERVICES/PROGRAMS 
CT reviews all proposed terminations of inpatient and outpatient services by a hospital or ASC. 

MA and ME do not review for DON/CON, but licensing authorities in both states do review 

RI reviews only hospital terminations of primary care and emergency services
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MATERIAL CHANGE 
THRESHOLDS
RI, MA- Material change triggered if project cost exceeds original project cost by 10% or more (MA adjusts 
for inflation but allows only for contingencies that could not have been reasonably foreseen); ME- Material 
change triggered if project exceeds original approved project cost by a “significant amount”, defined on a 
case-by-case basis. CT- AG office reviews material changes.
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GMCB – DATA AND ANALYTICS
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GMCB– Data And Analytics 

• Stewardship of statewide data assets: VHCURES and VUHDDS

• Data Governance, Data Release, Data Quality & Management

• Training and supporting users of VHCURES and VUHDDS

• In-house or contracted analytics:

• Enrollment reporting

• Expenditure reporting

• Supplemental hospital reporting 

• CON analytic support

• New: Annual Hospital Report (VUHDDS)

• Other legislative reporting as requested: referenced based pricing, ASC 
annual report, Act 167 Community Engagement
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• All-payer claims database (APCD), Established 2009

• VT was one of the first states to have an APCD, now in 25 states

• Includes Medical, pharmacy, and dental claims and eligibility, 100% of Medicare/Medicaid 

beneficiaries, 60% of those commercially insured

• Longitudinal database: 25-30 million rows per year (medical table) & 95 tables in the database

• Includes information for beneficiaries with Vermont insurance seen out of state

• Information included is only what's needed to adjudicate claims (i.e. no clinical details from visits)

• No patient identifiable data & some provider data are unavailable as well*

• State entities and non-state entities can apply for limited use data files or for a Public Use File (PUF), with 

different processes for both

• Data are collected quarterly and made available for analysis. CMS' Medicare data is on a different schedule than 

other payers.

• Data from CMS is delayed more than 8 months, delaying 2023 and preliminary 2024 claims
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VHCURES

*To protect providers who perform legally sensitive procedures.



Who 60% Commercial beneficiaries, 100% of Medicaid & Medicare 

beneficiaries

What Claims data from 2007 dates of service

Where Data are for Vermont residents with Vermont insurance only

When Insurers, Third-Party Administrators (TPAs) and Pharmacy 

Benefit Managers (PBMs) register annually and report monthly, 

quarterly, or annually depending on number of members.

(plans with fewer than 200 members not required to report)

How Onpoint Health Data is GMCB’s database vendor, they are 

responsible for collecting and curating the data and making it 

available in a secure research environment for users

59

VHCURES Basics



• Hospital discharge data

• Files are annual and by type of bill: inpatient, outpatient, with supplemental revenue code files

• Around ~2 million rows of data per reporting year

• Includes all discharges from Vermont hospitals, even if non-resident

• Does not contain any patient identifiable data or provider identifiable data

• Public Use File (PUF) is sharable with state agencies, providers, payers, and researchers upon 

request

• In process of moving data management from VDH to GMCB

• Data are collected monthly and quarterly for data quality checks, annual file is 

prepared for research purposes

• Current data collection is over a year and a quarter behind due to hospital EMR transitions and 

the inclusion of CMS-1500 data
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VUHDDS



Who Anyone discharged from a Vermont hospital (includes self-pay)

What Annual files of inpatient and outpatient discharges from all 

Vermont hospitals

Where Data are for Vermont hospitals (includes GMSC)

When Data are collected monthly and quarterly for data quality 

purposes, and an annual file is prepared for research purposes.

How GMCB has an established contract with VAHHS-NSO to assist with 

collecting data from hospitals and preparing the data.

New: GMCB is taking on the data management role from VDH.
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VUHDDS Basics



• APM Analytics – updated annually, TCOC 2023 and preliminary 2024 
forthcoming

• HRAP – updated every four years

• Patient Migration and Patient Origin – updated annually, 2023 report 
estimated delivery June 2025

• Expenditure Analysis – updated annually, 2021-2022 estimated 
delivery March 2025, and 2023 estimated delivery December 2025

• ASSR – updated annually, 2023 report estimated delivery April 2025, 
2024 cycle has begun
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Analytics at the GMCB

APM = All Payer Model

HRAP = Health Resource Allocation Plan

ASSR = Annual Statement Supplemental Reports

https://gmcboard.vermont.gov/payment-reform/APM/reports-and-federal-communications
https://gmcboard.vermont.gov/data-and-analytics/analytics-rpts
https://gmcboard.vermont.gov/data-and-analytics/analytics-rpts
https://gmcboard.vermont.gov/publications/expenditure
https://gmcboard.vermont.gov/publications/expenditure


GMCB Oversight of 
Health Information Exchange (HIE)
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Review and approve Health Information Exchange Strategic Plan (HIE Plan) 
• 18 V.S.A. § 9351(a): 

• “The Plan shall… “be revised annually and updated comprehensively every five years to provide a 

strategic vision for clinical health information technology.” 

• “include the implementation of an integrated electronic health information infrastructure for the 

sharing of electronic health information among health care facilities, health care professionals, 

public and private payers, and patients.” 

• “include standards and protocols designed to promote patient education, patient privacy, 

physician best practices, electronic connectivity to health care data, access to advance care 

planning documents, and, overall, a more efficient and less costly means of delivering quality 

health care in Vermont.” 

• 18 V.S.A. § 9375: 

• The Board is charged to review and approve Vermont’s statewide HIT Plan “to ensure that the 

necessary infrastructure is in place to enable the State to achieve the principles expressed in 

section 9371 of this title [Principles for Health Care Reform].”



GMCB Oversight of VITL 
(Vermont Information Technology Leaders)

• 18 V.S.A. 9375(b)(2)(C)

• “Annually review and approve the budget, consistent with available 
funds, of the Vermont Information Technology Leaders, Inc. (VITL). 
This review shall take into account VITL's responsibilities pursuant 
to section 9352 of this title and the availability of funds needed to 
support those responsibilities.”
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Oversight Proposals

• For VITL, we feel that they are no longer having trouble with their 
budget. Should the legislature concur, we would like to be relieved 
of oversight duties.

• For VHIE, we would like to have a more collaborative relationship 
with VHIE, and reviewing the strategic plan rather than helping to 
create it puts us in more of an oversight, less collaborative, 
position.
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ACO Certification & Budget Review

ACOs that plan to accept payments 
from Medicare only

Certification NOT 
required

Budget Review 
required

ACOs ≥ 10,000 
lives.

All standards and 
processes established 

by Rule 5.000

No ACOs currently 
fit this definition

ACOs < 10,000 
lives.

Standards and 
processes the GMCB 
deems appropriate

“Medicare-Only” Guidance 
reviewed and approved 

annually by GMCB

ACOs that plan to accept payments 
from Medicaid or Commercial insurance

Certification 
required

Certification form 
developed by 
staff annually

Budget Review 
required

ACOs ≥ 10,000 
lives.

All standards and 
processes established 

by Rule 5.000

“Certified ACO” Guidance 
reviewed and approved 
annually by the GMCB

ACOs < 10,000 
lives.

Standards and 
processes the GMCB 
deems appropriate

No ACOs currently 
fit this definition



All-Payer Model
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OneCare Vermont ROI Analysis (5.13.24) (002).pdf

https://gmcboard.vermont.gov/sites/gmcb/files/documents/OneCare%20Vermont%20ROI%20Analysis%20%285.13.24%29%20%28002%29.pdf


OneCare Vermont
FY24 & FY25 Budget Decisions

2024

• Reduced requested administrative 

budget by $957,245 (6.7%) and 

reallocated those funds to population 

health and primary care programs.

• Required that hospitals attest to the 

usage of primary care-earned 

population health funds.

• Required OneCare to hold an additional 

1% of Medicare risk at the entity level 

and increase risk corridor from 3% to 

4%.

2025

• Reduced requested administrative 

budget by $1,457,713 (11.4%) and 

reallocated to provider types across the 

spectrum of care (including primary 

care).

• Required that OneCare report on close-

out activities; GMCB will continue to 

monitor throughout wind down.
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GMCB OneCare Decisions
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“ .. Vermont is scrambling to slow the 
growth of hospital budgets in response 
to rapidly increasing health insurance 
costs. Average health care premiums 
in the state rank among the highest in 
the nation, and local businesses and 

taxpayers are bracing for another year 
of increases.”

Health Care Bill Would Slash Pay of Hospital Execs | Seven Days

https://www.sevendaysvt.com/news/health-care-costs-in-vermont-continue-to-soar-42211261
https://www.sevendaysvt.com/news/health-care-costs-in-vermont-continue-to-soar-42211261
https://www.sevendaysvt.com/news/health-care-bill-would-slash-pay-of-hospital-execs-42730190


Looking Ahead
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• Act 167 Transformation

• Division of Planning & Evaluation

• Reference-Based Pricing

• Certificate of Need (CON) changes

• AHEAD Global Budget Model

• Prescription Drug Regulatory Options

• others....
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Reference-Based Pricing Report

Key findings: 

• Vermont hospital payments for VSEA and VEHI members averaged 289% of Medicare rates during the 

study period. Adjusting these payments to 200% of Medicare could have saved the VSEA/VEHI health 

plans approximately $400 million during the study period, with $79 million of savings estimated in 2022. 

• Outpatient services accounted for the majority of estimated savings ($321 million), with the remainder 

from inpatient services ($78 million). 

• Critical Access Hospitals (CAH) and Prospective Payment System (PPS) hospitals showed varying impacts, 

with most savings occurring at PPS hospitals. 

• VEHI and VSEA collectively represent approximately 59,000 beneficiaries. 

Commercial prices at some Vermont hospitals are high, and moving to reference-based pricing could mitigate 

the need for ongoing large tax increases and protect the affordability of healthcare for Vermont teachers and 

State employees. Moreover, reference-based pricing could protect the solvency of the VSEA and VEHI and the 

richness of benefits offered. At the same time, Vermont hospitals are experiencing financial strain and if 

reference-based pricing is pursued the State should do so in a manner consistent with ensuring healthcare 

access and quality in our communities and to ensure hospitals receive fair and adequate compensation. 

2024 Reference-Based Pricing Report

https://gmcboard.vermont.gov/sites/gmcb/files/documents/GMCB_RBP_Report_Draft_12_16_24_PDFA.pdf


Act 134 (S.98) directs GMCB to explore and create a framework and methodology for 
implementing a program to regulate prescription drug costs in Vermont, with a final report due on 
or before January 15, 2026. 

We are conducting the following activities: 

• National Landscape Review: Assessing prescription drug pricing strategies in other states and at 
the federal level for their strengths, weaknesses, and applicability to Vermont. 

• Examples: Medicare Drug Price Negotiation, Prescription Drug Affordability Boards, Upper Payment Limits, 
Price and Market Transparency, International Drug Importation, PBM Reform, Multi-State Drug 
Purchasing Pools, etc.

• Data Analytics: Analyses on impact of policy options on costs, medication access, 
and administrative burden.

See Preliminary Report on Implementing a Vermont Prescription Drug Cost Regulation Program (Submitted to the 
Legislature January 15, 2025)
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Prescription Drug Regulatory Options

https://legislature.vermont.gov/Documents/2024/Docs/ACTS/ACT134/ACT134%20As%20Enacted.pdf
https://gmcboard.vermont.gov/sites/gmcb/files/documents/Act134_Prelim_Rpt_FINAL_1-15-2025.pdf


QUESTIONS/COMMENTS?
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