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FINAL PROPOSED RULE # 

Instructions• 

Final Proposed Fi l ing - Coversheet 

In accordance with Title 3 Chapter 25 of the Vermont Statutes Annotated and the 
"Rule on Rulemaking" adopted by the Office of the Secretary of State, this filing will 
be considered complete upon filing and acceptance of these forms with the Office of 
the Secretary of State, and the Legislative Committee on Administrative Rules. 

All forms shall be submitted at the Office of the Secretary of State, no later than 3:30 
pm on the last scheduled day of the work week. 

The data provided in text areas of these forms will be used to generate a notice of 
rulemaking in the portal of "Proposed Rule Postings" online, and the newspapers of 
record if the rule is marked for publication. Publication of notices will be charged 
back to the promulgating agency. 
•:rrsi~r;; -r ~,rirrvvrsrarr~.rr;wsw. . ~ rs=r;rrr:a 

PLEASE REMOVE ANY COVERSHEET OR FORM NOT 
REQUIRED WITH THE CURRENT FILING BEFORE DELIVERY! ~...,a 
Certification Statement: As the adopting Authority of this rule (see 3 V.S.A. § 801 
(b) (11) for a definition), I approve the contents of this filing entitled: 

GMCB Rule 5.000: Oversight of Accountable Care 
Organizations. 

/s/ Owen Foster on 1/26/2026 
(signature) (date) 

Printed Name and Title: 
Owen Foster, GMCB Chair 

RECEIVED BY: 

❑ Coversheet 

❑ Adopting Page 

❑ Economic Impact Analysis 

❑ Environmental Impact Analysis 

❑ Strategy for Maximizing Public Input 

❑ Scientific Information Statement (if applicable) 

❑ Incorporated by Reference Statement (if applicable) 

❑ Clean text of the rule (Amended text without annotation) 

❑ Annotated text (Clearly marking changes from previous rule) 

❑ ICAR Minutes 

❑ Copy of Comments 

❑ Responsiveness Summary 
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1. TITLE OF RULE FILING: 
GMCB Rule 5.000: Oversight of Accountable Care 
Organizations. 

2. PROPOSED NUMBER ASSIGNED BY THE SECRETARY OF STATE 
25P 042 

3. ADOPTING AGENCY: 
Green Mountain Care Board 

4. PRIMARY CONTACT PERSON: 
~A PERSON WHO IS ABLE TO ANSWER QUESTIONS ABOUT THE CONTENT OF THE RULE. 

Name: Angela Pellegrino-Wood 

Agency: Green Mountain Care Board 

Mailing Address: 112 State St . 5th floor Montpelier, VT 
05602 

Telephone: 8 0 2- 4 61- 5 7 4 0 Fax: 

E-Mail: Angela.Pellegrino-Wood@vermont.gov 

Web URL (WHERE THE RULE WILL BE POSTED 
https://gmcboard.vermont.gov/aco-oversight 

5. SECONDARY CONTACT PERSON: 
~A SPECIFIC PERSON FROM WHOM COPIES OF FILINGS MAY BE REQUESTED OR WHO MAY 

ANSWER QUESTIONS ABOUT FORMS SUBMITTED FOR FILING IF DIFFERENT FROM THE 

PRIMARY CONTACT PERSON. 

Name: Mark Hengstler 

Agency: Green Mountain Care Board 

Mailing Address: 112 State St . 5th floor Montpelier, VT 
05602 

Telephone: 8 0 2 2 4 9 0 519 Fax: 

E-Mail: Mark. Hengstler@vermont . gov 

6. RECORDS EXEMPTION INCLUDED WITHIN RULE:
DOES THE RULE CONTAINANYPROVISIONDESIGNATING INFORMATIONAS CONFIDENTIAL; 

LIMITING ITS PUBLIC RELEASE; OR OTHERWISE, EXEMPTING IT FROMINSPECTIONAND 

COPYING?~ No 

IF YES, CITE THE STATUTORY AUTHORITY FOR THE EXEMPTION: 

PLEASE SUMMARIZE THE REASON FOR THE EXEMPTION: 

7. LEGAL AUTHORITY / ENABLING LEGISLATION: 
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THE SPECIFIC STATUTORY OR LEGAL CITATION FROM SESSION LAW INDICATING WHO THE 

ADOPTING ENTITY IS AND THUS WHO THE SIGNATORY SHOULD BE. THIS SHOULD BE A 

SPECIFIC CITATIONNOTA CHAPTER CITATION). 

18 V.S.A. ~~ 9375(b)(13), 9380, and 9382, and Act 62 ~~ 

5 (a) (eff . Jan. 1, 2027) , 5 (b) - (g) (eff . Jan. 1, 2026) , 
and 8 (eff. July 1, 2025) . 

8. EXPLANATION OF HOW THE RULE IS WITHIN THE AUTHORITY OF 
THE AGENCY: 
In 2016, the Green Mountain Care Board (GMCB) was given 

authority to develop rules and standards to regulate 

Accountable Care Organizations (ACOs). (Act 113 of 

2016, ~~ 6 and 8.) The GMCB then adopted Rule 5.000 to 
establish standards and processes to certify ACOs and 
review, modify, and approve ACO budgets. Act 62 of 2025 

amends the GMCB's oversight of ACOs to account for the 
end of the Vermont All-Payer Model, the winding down of 

OneCare Vermont, and the entrance of more Medicare-only 

ACOs into the state. These amendments require revisions 
to GMCB Rule 5.000. 

9. THE FILING HAS CHANGED SINCE THE FILING OF THE PROPOSED 
RULE. 

10. THE AGENCY HAS INCLUDED WITH THIS FILING A LETTER 
EXPLAINING IN DETAIL WHAT CHANGES WERE MADE, CITING CHAPTER 
AND SECTION WHERE APPLICABLE. 

11. SUBSTANTIAL ARGUMENTS AND CONSIDERATIONS WERE RAISED 
FOR OR AGAINST THE ORIGINAL PROPOSAL. 

12. THE AGENCY HAS INCLUDED COPIES OF ALL WRITTEN 
SUBMISSIONS AND SYNOPSES OF ORAL COMMENTS RECEIVED. 

13. THE AGENCY HAS INCLUDED A LETTER EXPLAINING IN DETAIL 
THE REASONS FOR THE AGENCY' S DECISION TO REJECT OR ADOPT 
THEM. 

14. CONCISE SUMMARY (150 woRvs ou LEss): 

This rule establishes revised standards and processes, 
consistent with Act 62 of 2025, that the GMCB will use 
to certify ACOs and review, modify, and approve the 
budgets of ACOs. First, as of January 1, 2026, the GMCB 
will no longer review the budgets of all ACOs operating 

in Vermont, as required by the current GMCB Rule 5.000. 
Instead, the GMCB will only review the budgets of ACOs 
that contract with Vermont Medicaid and/or Vermont 
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commercial payers. The GMCB will not review the budgets 
of ACOs that contract only with Medicare. Second, as of 
January 1, 2027, all ACOs operating in Vermont must be 
certified by the GMCB. This is a revision from the 
current GMCB Rule 5.000, which requires certification 
only for ACOs that contract with Vermont Medicaid 
and/or Vermont commercial payers. Third, this revised 
rule includes revisions to ACO certification and budget 
review criteria, consistent with Act 62 of 2025. 

15. EXPLANATION OF WHY THE RULE IS NECESSARY: 

Revision to Rule 5.000 is necessary because Act 62 of 
2025 amends the GMCB's oversight authority over ACOs. 
Amendment to the GMCB's authority to review ACO budgets 
takes effect January 1, 2026. Amendment to the GMCB's 
authority to certify ACOs takes effect January 1, 2027. 

16. EXPLANATION OF HOW THE RULE IS NOT ARBITRARY: 

This revised rule sets out rational standards and 
processes by which the GMCB will certify ACOs and 
review ACO budgets. These revisions are consistent with 

the amendments made to the GMCB's oversight of ACOs 
under Act 62 of 2025. 

17. LIST OF PEOPLE, ENTERPRISES AND GOVERNMENT ENTITIES 
AFFECTED BY THIS RULE: 

1. ACOs 

2. Vermont health care providers 

3. Vermont Medicaid and commercial payers 

4. The Office of the Health Care Advocate 

5. Vermont patients attributed to ACOs 

18. BRIEF SUMMARY OF ECONOMIC IMPACT (150 wox~s oR LEss): 

This revised rule does not meaningfully alter the 
economic impact of the GMCB's oversight of ACOs. 
However, Act 62 of 2025 amended the manner by which 
ACOs make payments to the GMCB. Under prior law, ACOs 
paid a portion of the expenses of the GMC'B under 18 
V.S.A. ~ 9374(h)(1) Under Act 62, ACOs are instead 
subject to an initial certification fee of $10,000, an 
annual verification fee of $2,000, and, where 
applicable, an annual budget review fee $125,000. This 
revised rule does not meaningfully alter the economic 
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impact of GMCB oversight of ACOs to the other entities 

and people listed above. 

19. A HEARING WAS HELD. 

20.. HEARING INFORMATION 
THE FIRST HEARING SHALL BE NO SOONER THAN 30 DAYS FOLLOWING THE POSTING OF 

NOTICES ONLINE. 

IF THIS FORM IS INSUFFICIENT TO LIST THE INFORMATION FOR EACH HEARING, PLEASE 

ATTACH A SEPARATE SHEET TO COMPLETE THE HEARING INFORMATION. 

Date: 1/14/2026 

Time: 10 : 3 0 AM 

Street Address: 112 State St . 5th floor Montpelier, VT 

Zip Code: 0 5 6 0 2 

URL for Virtual: https : //gmcboard. vermont . gov/202 6-meetings 

Date: 

Time: PM 

Street Address: 

Zip Code: 

URL for Virtual: 

Date: 

Time: PM 

Street Address: 

Zip Code: 

URL for Virtual: 

Date: 

Time: PM 

Street Address: 

Zip Code: 

URL for Virtual: 

21. DEADLINE FOR COMMENT ~NO EARLIER THAN 7 DAYS FOLLOWING LAST HEARING: 

January 23 

Revised .Ianuary 10, 2023 page 5 



Administrative Procedures 
Final Proposed Filing — Coversheet 

KEYWORDSPLEASE PROVIDE AT LEAST 3 KEYWORDS OR PHRASES TO AID IN THE 

SEARCHABILITY OF THE RULE NOTICE ONLINE. 

Accountable Care Organization (ACO) 

Budget Review 

Certification 

Revised .7anuary 10, 2023 page 6 



Administrative Procedures 
Adopting Page 

Adopting Page 

Instructions: 

This form must accompany each filing made during the rulemaking process: 

Note: To satisfy the requirement for an annotated text, an agency must submit the entire 
rule in annotated form with proposed and final proposed filings. Filing an annotated 
paragraph or page of a larger rule is not sufficient. Annotation must clearly show the 
changes to the rule. 

When possible, the agency shall file the annotated text, using the appropriate page or 
pages from the Code of Vermont Rules as a basis for the annotated version. New rules 
need not be accompanied by an annotated text. 

~vvs:,. ,~soiiinsiuriuirz~rirciiiis.cccii~iruriiiiisiarswiir.►Deli-zirsiicu 

1. TITLE OF RULE FILING: 
GMCB Rule 5.000: Oversight of Accountable Care 
Organizations. 

2. ADOPTING AGENCY: 
Green Mountain Care Board 

3. TYPE OF FILINGPLEASE CHOOSE THE TYPE OF FILING FROM THE DROPDOWNMENU 

BASED ON THE DEFINITIONS PROVIDED BELOW : 

• AMENDMENT - Any change to an already existing rule, 
even if it is a complete rewrite of the rule, it is considered 
an amendment if the rule is replaced with other text. 

• NEW RULE - A rule that did not previously exist even under 
a different name. 

• REPEAL - The removal of a rule in its entirety, without 
replacing it with other text. 

This filing is AN AMENDMENT OF AN EXISTING RULE 

4. LAST ADOPTEDPLEASE PROVIDE THE SOS LOG#, TITLE AND EFFECTIVE DATE OF 

THE LAST ADOPTION FOR THE EXISTING RULE 

State Rule Log #17-060 
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Vermont Agency of Administration 

Interagency Committee on Administrative 
Rules (ICAR) Minutes 

Date/Time: December 8, 2025, 2:00 PM 

Location: Virtually via Microsoft Teams 

Members Present: Nick Kramer, Jared Adler, John Kessler, Natalie Weill, 
Michael Obuchowski, John Kessler, Jennifer Mojo 

Members Absent: Diane Sherman, Nicole Dubuque 

Minutes By: Chrissy Gilhuly 

► 2:02 p.m. meeting called to order 

► Review and approval of minutes from the November 17, 2025 meeting. 

No additions/deletions to agenda. Agenda approved as drafted. 

► No public comments were made. 

► Presentation of Proposed Rules with recommended changes on pages to follow: 

1). Vermont Department of Labor (VDOL) — Vermont Workers' Compensation 
and Occupational Disease Rule 1-27. 
a. These rules are for the purpose of carrying out the provisions of the Workers' 

Compensation Act and are consistent with the Act's processes and 
procedures. 

2) Vermont Department of Labor (VDOL) — Unemployment Insurance Self-
Employment Assistance Program 

a. The rule adds procedure for application of benefits through the 
Employment Assistance Program, as well as what criteria will be 
considered by the Commissioner in determining eligibility and whether to 
approve the program. 

3) Agency of Natural Resources (ANR) — Vermont Use of Public Waters Rules 
a. These rules clarify the petition submission and review process and clarifies 

the procedures for municipal delegation under 10 V.S.A. § 1424 by 
authorizing full or partial delegation of State oversite, auditing, and 
revocation authority. 

0 ~J~~~ /~ 
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Vermont Agency of Administration 

4) Green Mountain Care Board (GMCB) GMCB Rule 3.000: Hospital Budget Review 
a. This rule amends the existing rule to conform statutory amendments made 

by the passage of Act 29 (2025), Act 62 (2025), and Act 68 (2025), which 
set forth revised standards and processes by which hospital budgets are 
reviewed, established, and monitored by the GMCB. 

► Other business — Advice for completing APA forms discussion moved to January 12, 
2025, meeting. 

► Next scheduled meeting is January 12, at 2:00 p.m. 

► 3:28 p.m. meeting adjourned. 

0 ~J~'~~ /~ ~~+ 
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Vermont Agency of Administration 

Proposed Rule: Vermont Department of Labor (VDOL) — Vermont Workers' Compensation 
and Occupational Disease Rule 1-27 

Presented By: Dirk Anderson, Esq., Director of Worker's Compensation and Safety 

Motion was made to accept the rule by Jennifer Mojo, seconded by Natalie Weill, and 
passed with one abstention from Jared Adler, with the following recommendations: 

1) Proposed Filing — Coversheet: 
a. #11 — include same details that are provided in the Economic Impact 

portion of the filing. 
b. #8 — more descriptive, expand on the narrative/overview that was 

verbally presented to the committee. 

Proposed Rule: Vermont Department of Labor (VDOL) — Unemployment Insurance Self-
EmploymentAssistance Program Rule 

Presented By: Robert Depper, General Counsel 

Motion was made to accept the rule by John Kesslier, seconded by Jennifer Mojo, and 
passed with one abstention from Jared Adler, with the following recommendation: 

1) Adopting Page: 
a. #4 — Add clarifying language that explains that the board rules are being 

amended with the addition of one rule. 

Proposed Rule: Agency of Natural Resources (ANR), Department of Environmental 
Conservation (DEC) — Vermont Use of Public Waters Rules 

Presented By: Laura Dlugolecki, Environmental Analyst/Policy and Outreach and Saige 
Culbertson, Attorney 

Motion was made to accept the rules by John Kesslier, seconded by Jared Adler, and 
passed with one abstention from Jennifer Mojo. 

Proposed Rule: Green Mountain Care Board (GMCB) - Rule 3.000: Hospital Budget 
Review Rule 

Presented By: Mark Hengstler, Attorney 

Motion was made to accept the rule by Jared Adler, seconded by John Kessler, and passed 
unanimously, with following change flagged by Mark Hegstler: 

1) Proposed Filing Coversheet: Conformed signature will replace current signature. 

0 ~j~~~ /( 
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Administrative Procedures 
Economic Impact Analysis 

Economic impact Analysis 
Instructions• 

In completing the economic impact analysis, an agency analyzes and evaluates the 
anticipated costs and benefits to be expected from adoption of the rule; estimates the 
costs and benefits for each category of people enterprises and government entities 
affected by the rule; compares alternatives to adopting the rule; and explains their 
analysis concluding that rulemaking is the most appropriate method of achieving the 
regulatory purpose. If no impacts are anticipated, please specify "No impact 
anticipated" in the field. 

Rules affecting or regulating schools or school districts must include cost implications 
to local school districts and taxpayers in the impact statement, a clear statement of 
associated costs, and consideration of alternatives to the rule to reduce or ameliorate 
costs to local school districts while still achieving the objectives of the rule (see 3 
V.S.A. § 832b for details). 

Rules affecting small businesses (excluding impacts incidental to the purchase and 
payment of goods and services by the State or an agency thereof , must include ways 
that a business can reduce the cost or burden of compliance or an explanation of why 
the agency determines that such evaluation isn't appropriate, and an evaluation of 
creative, innovative or flexible methods of compliance that would not significantly 
impair the effectiveness of the rule or increase the risk to the health, safety, or welfare 
of the public or those affected by the rule. 

_ . .. _ _ _ _ ~ -srrarur.►r.r~-zirescsiiciiirs.iscr~.►ism,ii.~►wirarisv-vws.►.isiariisrrw~ssiva 

1. TITLE OF RULE FILING: 

GMCB Rule 5.000: Oversight of Accountable Care 
Organizations. 

2. ADOPTING AGENCY: 

Green Mountain Care Board 

3. CATEGORY OF AFFECTED PARTIES: 
LIST CATEGORIES OF PEOPLE, ENTERPRISES, AND GOVERNMENTAL ENTITIES POTENTIALLY 

AFFECTED BYTHEADOPTION OF THIS RULEAND THE ESTIMATED COSTSAND BENEFITS 

ANTICIPATED: 

1. AC0s: This revised rule 
current economic impact to 
2025 amended the manner by 
the GMCB. Under prior law, 
expenses of the GMCB under 
Under Act 62, AC0s are ins 

does not meaningfully alter 
AC0s. However, Act 62 of 
which AC0s make payments to 
AC0s paid a portion of the 
18 V.S.A. ~ 9374 (h) (1) . 
tead subject to an initial 
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certification fee of $10,000, an annual verification 
fee of $2,000, and, where applicable, an annual budget 
review fee $125,000. This statutory amendment is not 
included in this revised rule because rulemaking is not 
necessary to implement this amendment. 

2. Vermont health care providers: Currently, providers 
can contract with Medicare ACOs that do not need to be 
certified by the GMCB. These ACOs coordinate care with 
Vermont providers. Participation with these ACOs can 
lead to shared savings (or losses) based on performance 
benchmarks. Although not anticipated, certification of 
Medicare ACOs could potentially limit the total number 
of Medicare ACOs operating in Vermont. This could lead 
to less economic opportunity for Vermont providers. 
However, certification of Medicare ACOs ensures that 
all ACOs operating in Vermont meet certain quality, 
safety, and operational standards. These could have a 
positive economic impact on Vermont providers. 

3. Vermont Medicaid and commercial payers: If Vermont 
Medicaid or commercial payers contract with future 
ACOs, these ACOs will be subject to both certification 
and budget review requirements. This is consistent with 
the current Rule 5.000. 

4. The Office of the Health Care Advocate (HCA): The 
HCA participates in GMCB public hearings, including any 
hearings regarding ACO certification and budget review. 
These revisions to Rule 5.000 are not expected to have 
a substantial economic effect on the HCA. 

5. Vermont patients: When an ACO contracts with a 
Vermont provider, certain patients of that provider get 
attributed to the ACO. These patients do not incur any 
costs for being attributed to the ACO. However, in some 
instances, ACOs provide certain in-kind benefits to 
attributed patients. Although not anticipated, if GMCB 
certification requirements reduce the number of ACOs 
that would otherwise operate in Vermont, this could 
limit the number of in-kind benefits to Vermont 
patients. 

4. IMPACT ON SCHOOLS: 

Revised January 10, 2023 page 2 



Administrative Procedures 
Economic Impact Analysis 

INDICATE ANYIMPACT THAT THE RULE WILL HAVE ON PUBLIC EDUCATION, PUBLIC 

SCHOOLS, LOCAL SCHOOL DISTRICTS AND/OR TAXPAYERS CLEARLY STATING ANY 

ASSOCIATED COSTS: 

No impact anticipated. 

S. ALTERNATIVES: CONSIDERATION OFALTERNATIVES TO THE RULE TO REDUCE OR 

AMELIORATE COSTS TO LOCAL SCHOOL DISTRICTS WHILE STILL ACHIEVING THE OBJECTIVE 

OF THE RULE. 

Not applicable. 

6. IMPACT ON SMALL BUSINESSES: 
INDICATE ANY IMPACT THAT THE R ULE WILL HAVE ON SMALL B USINESSES ~EXCL UDING 

IMPACTS INCIDENTAL TO THE P URCHASE AND PAYMENT OF GOODS AND SERVICES BY THE 

STATE OR ANAGENCY THEREOF 

It is not clear whether any of the ACOs currently 
operating in Vermont would qualify as a "small 
business" under 3 V.S.A. ~ 801(b). However, the GMCB 
attempted to revise the rule to accommodate a range of 
ACO models and sizes, as required by 18 V.S.A. ~ 9382. 

This revised rule also maintains parts of the original 
rule that were designed to reduce the cost and burden 
to ACOs. For example, the rule allows an ACO to ask the 
GMCB as part of the certification process to deem the 
ACO's compliance with the NCQA's ACO accredidation 
standards as compliance with eligibility requirements 
of the rule. 

7. SMALL BUSINESS COMPLIANCE: EXPLAIN WAYSA BUSINESS CAN REDUCE THE 

COST/BURDEN OF COMPLIANCE OR AN EXPLANATION OF WHY THE AGENCY DETERMINES 

THAT SUCH EVAL UATION ISN'T APPROPRIATE. 

An ACO can reduce the cost or burden of complying with 
this revised rule by submitting certification materials 
or budget review materials that are complete, accurate, 
and do not require additional follow-up by the GMCB. To 
assist ACOs, this rule details certification and budget 
review processes in as detailed a manner as possible. 
Separately, the GMCB issues annual guidance to ACOs to 
identify all necessary forms and reporting 
requirements. 

8. COMPARISON: 
COMPARE THE IMPACT OF THE R ULE WITH THE ECONOMIC IMPACT OF OTHER 

ALTERNATIVES TO THE RULE, INCLUDING NO RULE ON THE SUBJECT OR A RULE HAVING 
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SEPARATE REQUIREMENTS FOR SMALL BUSINESS: 
Economic Impact of Rule: This revised rule is designed, 
in part, to reduce the regulatory burdens to ACOs with 
the end of the Vermont All-Payer Model and the winding 
down of OneCare, the state's sole participating ACO in 
the All-Payer Model. By reducing the scope of oversight 
over ACOs, including the end to budget oversight for an 
ACO contracting only with Medicare, this rule attempts 
to simplify the requirements for operating in Vermont. 
This rule attempts to balance efficient certification 
processes with the amended statutory requirements at 18 
V.S.A. ~ 9382 (a) . 
Economic Impact of No Rule: The GMCB is required to 

adopt this rule to carry out its duties consistent with 
18 V.S.A. ~ 9382, Act 113 of 2016, and Act 62 of 2025. 

9. SUFFICIENCY: DESCRIBE HOW THE ANALYSIS WAS CONDUCTED, IDENTIFYING 

RELEVANT INTERNALAND/OR EXTERNAL SOURCES OF INFORMATION USED. 
The GMCB's economic impact analysis considered the 
requirements of 18 V.S.A. ~ 9382 and Act 62 of 2025. 
Prior to pre-filing this rule, the GMCB sent a draft 
proposed rule to stakeholders, posted the draft rule 
for a special public comment period, and held hearings 
to take public comment on the proposed rule. The GMCB 
received comments from ACOs and from the Office of the 
Health Care Advocate, which informed changes to this 
proposed rule as pre-filed here. 
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Environmental Impact Analysis 

Instructions• 

In completing the environmental impact analysis, an agency analyzes and evaluates 
the anticipated environmental impacts (positive or negative) to be expected from 
adoption of the rule; compares alternatives to adopting the rule; explains the 
sufficiency of the environmental impact analysis. If no impacts are anticipated, please 
specify "No impact anticipated" in the field. 

Examples of Environmental Impacts include but are not limited to: 

• Impacts on the emission of greenhouse gases 
• Impacts on the discharge of pollutants to water 
• Impacts on the arability of land 
• Impacts on the climate 
• Impacts on the flow of water 
• Impacts on recreation 
• Or other environmental impacts 

1. TITLE OF RULE FILING: 

GMCB Rule 5.000: Oversight of Accountable Care 
Organizations. 

2. ADOPTING AGENCY: 

Green Mountain Care Board 

3. GREENHOUSE GAS: EXPLAINHOW THE RULE IMPACTS THE EMISSION OF 

GREENHOUSE GASES ~E. G. TRANSPORTATION OF PEOPLE OR GOODS; BUILDING 

INFRASTRUCTURE; LAND USEAND DEVELOPMENT, WASTE GENERATION, ETC. : 
No impact anticipated. 

4 . WATER: EXPLAIN HOW THE R ULE IMPACTS WATER ~E. G. DISCHARGE /ELIMINATION OF 

POLL UTION INTO VERMONT WATERS, THE FLOW OF WATER IN THE STATE, WATER QUALITY 

ETC. : 
No impact anticipated. 

5 . LAND: EXPLAIN HOW THE RULE IMPACTS LAND ~E. G. IMPACTS ON FORESTRY, 

AGRICULTURE ETC. : 

No impact anticipated. 
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6. RECREATION: EXPLAIN HOW THE RULE IMPACTS RECREATION IN THE STATE: 

No impact anticipated. 

7. CLIMATE: EXPLAINHOW THE RULE IMPACTS THE CLIMATE IN THE STATE: 

No impact anticipated. 

8. OTHER: EXPLAIN HOW THE RULE IMPACT OTHER ASPECTS OF VERMONT'S 

ENVIRONMENT: 

No impact anticipated. 

9. SUFFICIENCY: DESCRIBE HOW THE ANALYSIS WAS CONDUCTED, IDENTIFYING 

RELEVANT INTERNAL AND/OR EXTERNAL SOURCES OF INFORMATION USED. 

The GMCB's environmental impact analysis was limited to 
review of Act 62 of 2025 and the proposed revision to 
GMCB Rule 5.000, which do not concern any regulatory 
standards or processes that have a reasonable nexus to 
the environmental factors listed above. 
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Public Input Maximization Plan 
Instructions• 

Agencies are encouraged to hold hearings as part of their strategy to maximize the 
involvement of the public in the development of rules. Please complete the form 
below by describing the agency's strategy for maximizing public input (what it did do, 
or will do to maximize the involvement of the public). 

This form must accompany each filing made during the rulemaking process: 

r.,rrvsvvri~rrvaszivrrrrissirisviivsii2iiav~.►r'riuzriuriiirr~ 

1. TITLE OF RULE FILING: 

GMCB Rule 5.000: Oversight of Accountable Care 
Organizations. 

2. ADOPTING AGENCY: 

Green Mountain Care Board 

3. PLEASE DESCRIBE THE AGENCY' S STRATEGY TO MAXIMIZE PUBLIC 
INVOLVEMENT 1N THE DEVELOPMENT OF THE PROPOSED RULE, 
LISTING THE STEPS THAT HAVE BEEN OR WILL BE TAKEN TO 
COMPLY WITH THAT STRATEGY: 

In order to maximize public involvement in the 
development of the proposed rule, the GMCB posted the 
draft proposed rule to a public webpage with up-to-date 
information about the rule and public comment. The GMCB 
emailed this information to all ACOs operating in 
Vermont, ACOs that have expressed interest in operating 
in Vermont, provider groups, the HCA, CMS, the 
Governor's office, AHS, and the Blueprint for Health. 
The GMCB then held two public meetings with time for 
public comment on October 8 and October 22, with a 
special public comment period running through October 
2025. GMCB board members voted publicly on the draft 
proposed rule, after taking opportunity for comment. 
The GMCB will email the entities identified above when 
the next opportunity for public comment becomes 
available. 
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Public Input 

4. BEYOND GENERAL ADVERTISEMENTS, PLEASE LIST THE PEOPLE AND 
ORGANIZATIONS THAT HAVE BEEN OR WILL BE INVOLVED IN THE 
DEVELOPMENT OF THE PROPOSED RULE: 

No other organizations or people are involved in the 
development of this proposed rule. 
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GREEN MOUNTAIN CARE BOARD 

112 State Street, 5~` Floor 
Montpelier, VT 05633-3601 
802-828-2177 

DELIVERED ELECTRONICALLY 

January 26, 2026 

Rep. Trevor Squirrell, Chair 
Legislative Committee on Administrative Rules 
Vermont State House 
Montpelier, Vermont 

Dear Representative Squirrell and Committee Members: 

Owen Foster, J.D., Chair 
Jessica Holmes, Ph.D. 
David Murman, M.D. 

Thom Walsh, Ph.D., MS, MSPT 
Sara Teachout, M. U.P. 

Emily Brown, J.D., Executive Director 

In 2017 the Green Mountain Care Board (GMCB) adopted its rule concerning oversight of Accountable 
Care Organizations (ACOs). On November 25, 2025, following the passage of Act 62 (2025), which 
modifies the GMCB's oversight responsibilities, the GMCB filed its proposed amendment to this rule with 
the Secretary of State. The GMCB held hearings and took public comment as it considered a draft proposal 
before filing the proposed amendment. After filing with the Secretary of State, the GMCB then held a public 
hearing to discuss the proposed amendment and discuss changes. The GMCB held a public comment period 
through January 23, 2026. 

Please find a summary of public comments and GMCB responses, as well as clerical errors that have been 
corrected from the filed proposed rule. 

Sincerely, 

~/`~ 
Mark Hengstler, Staff Attorney 
Green Mountain Care Board 

cc: Secretary of State 

Public Comments and GMCB Responses: 

Comment: The rule should continue to require ACOs to integrate their work with the Blueprint for Health 
to obtain and maintain certification and to demonstrate compliance with the GMCB's annual budget review 
criteria. 

Response: These requirements, which currently exist in the GMCB's ACO oversight rule at Sections 5.000, 
§§ 5.206(b) and 5.403(a), arise from the obligation to integrate ACO efforts with the Blueprint for Health 
that existed before the passage of Act 62 (2025) at 18 V.S.A. §§ 9382(a)(2) and 9382(b)(1)(F). This Act 
streamlined and simplified ACO certification and budget review requirements following the end of the 
Vermont All-Payer Model and the winding down of OneCare Vermont to accommodate the increase of 
Medicare-only ACOs now operating in the state. Current Medicare-only ACOs operating in Vermont exist 



within a range of federal models and sizes, operate in multiple states, and conduct most business outside of 
Vermont. As such, it would be inconsistent with the requirement at 18 V.S.A. § 9382(a)(1) to "ensure these 
rules anticipate and accommodate a range of ACO models and sizes" to require Blueprint for Health 
coordination to obtain certification. However, ACOs subject to budget review must show that they will not 
duplicate existing community-based services. See Final Proposed Rule 5.000, § 5.403(a)(2). The rationale 
is that with the passage of Act 62 budget review applies only to ACOs contracting with Vermont Medicaid 
or Vermont commercial insurers. 18 V.S.A. § 9382(b). The GMCB must adopt rules that establish standards 
for these ACOs, including that these ACOs efficiently use Medicaid or commercial funds and that they 
collaborate with a range of provider types. 18 V.S.A. §§ 9382(b)(2) and 9382(b)(4). 

Comment: Deadlines for initial certification applications and annual eligibility verification forms should 
be changed from September 1 to November 1 to align with ACO participant deadlines imposed by the 
Centers for Medicare & Medicaid Services (CMS). 

Response: This comment responded to a draft proposed rule that the GMCB sent to stakeholders before its 
November 2025 filing with the Secretary of State. The suggestion of a November 1 deadline is not possible 
considering the GMCB's regulatory calendar and the need to issue certification decisions by December 31. 
See Final Proposed Rule 5.000, § 5.303(c). However, to better align with CMS deadlines, the GMCB has 
adjusted the September 1 deadline to October 1, with the option for ACOs to submit participant information 
by November 1. See Final Proposed Rule 5.000, §§ 5301(a), 5301(d)(3)(B). This addresses the underlying 
concern raised by this comment. 

Comment: In rare circumstances Medicare-only ACOs may have limited Vermont provider contracts with 
minimal Vermont residents assigned to the ACO. Will these ACOs be subject to certification requirements? 

Response: It was not the GMCB's intent to require certification for ACOs with minimal Vermont contacts, 
as this would require unnecessary administrative burden for the GMCB and result in possibly prohibitory 
certification fees, which are set out at 18 V.S.A. § 9382(g). To address this issue the GMCB has added the 
definition "operate in Vermont" to its final proposed rule to include only ACOs that contract with Vermont 
providers and have more than 50 Vermont residents attributed through these Vermont providers. See Final 
Proposed Rule 5.000, § 5.103(20). 

Comment: Commenter expressed concern that ACOs are not necessary. 

Response: The GMCB does not have authority to unilaterally prohibit ACO operations in Vermont. The 
GMCB must certify ACOs and approve or modify ACO budgets consistent with 18 V.S.A. § 9382. 

Corrections to Clerical Errors: 

In addition to the changes made in response to public comments, the GMCB made the following clerical 
edits in this final proposed rule: 

• 5.103: Fixed definition not placed in alphabetical order. 
• 5.106: Removed affirmative statement that the GMCB will post ACO materials to its website. 

Although this is existing practice, the GMCB is exploring future use of an electronic portal for 
ACO submissions, which would not require affirmative posting. 

• 5301(d): Fixed errors to internal references. 
• 5301(e): Fixed error to internal reference. 



• 5303(d): Clarified that provisional ACO approval for payments from Medicaid or a commercial 
insurer is limited to ACOs that have applied for such payments. 



V E R M O N T 

Blueprint for Health 

MEMORANDUM 

Date: Oct. 3, 2025 

From: John M. Saroyan, Executive Director, Vermont Blueprint for Health 

To: Michelle Sawyer, GMCB Health Policy Project Director, Green Mountain Care Board 

RE: GMCB ACO Oversight and Blueprint 

Rule 5.000, adopted in 2017, established standards and processes for certifying ACOs and annually 
reviewing, modifying, and approving ACO budgets. In response to Act 62, Green Mountain Care 

Board is rewriting Rule 5.000 to reflect the changes in how the board will regulate ACOs going 

forward. 

The Blueprint feels strongly that it is important to continue requiring ACOs to align their work with 
Blueprint initiatives. Many ACO functions, such as care coordination, quality improvement, and 
quality payments overlap directly with the functions of the Blueprint. Without a requirement to 
coordinate, entities might offer differing incentives and activities, creating a fractured system that 
is duplicative, difficult to participate in for providers, and higher cost for patients. We propose the 
following language be included: 

5.206 
(a) Any ACO operating in Vermont shall work with the Blueprint for Health to align and integrate 
the ACO's population health management and care coordination activities with Blueprint for 
Health functions. To ensure that Vermonters receive equal standards of care, administrative 
burdens are minimized, duplication of services is prevented, and the financial sustainability of 
primary care providers is maintained, the ACO shall collaborate with the Blueprint on the 
following: 

• Orienting to the Blueprint program and initiatives 
• Reporting on practices participating in the ACO, practice attribution, and practices 

impacted by down-side risk arrangements 
• Quality alignment and ACO reinforcement of PCMH requirements and Vermont Advanced 

PCP Criteria 
• Establishing reasonable reporting requirements, and/or supporting investments in primary 

care practice EMR infrastructure to automate reporting 
• ACO investment in Blueprint for Health Network infrastructure 
• Data sharing and collaborative collection efforts with Blueprint for Health Network 
• Participation in statewide standard of care discussion and development 
• Investment in and coordination with Community Health Team and team-based care 

infrastructure 

5.400 
(13) information on the ACO's efforts to prevent duplication of services being provided effectively 
and efficiently by existing community-based providers in the same geographic area, as well as 
the ACO's integration of efforts with the Blueprint for Health and Blueprint's regional care 
collaboratives; 



V E R M O N T 

Blueprint for Health 

Thank you for the opportunity to provide input. 

J 

John M. Saroyan, MD 
Executive Director, Blueprint for Health 
Vermont Agency of Human Services 
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Green Mountain Care Board 
Michelle Sawyer, GMCB Health Policy Project Director 

144 State Street 
Montpelier, VT 05602 

220 5th Avenue, 17th Floor 

New York, NY 10001 

October 7, 2025 

Re: Comments on Proposed Rule 5.000 — Oversight of Accountable Care Organizations 

Dear Ms. Sawyer and the members of the Green Mountain Care Board: 

Pearl Health, Inc. ("Pearl") appreciates the opportunity to provide comment to the Green 
Mountain Care Board ("Board") on proposed Rule 5.000 governing the oversight of Accountable 
Care Organizations ("ACOs") in Vermont. Pearl participates in the Centers for Medicare and 
Medicaid ("CMS") Medicare Shared Savings Program ("MSSP") and the Realizing Equity, 
Access, and Community Health ("REACH") Model programs. Pearl will operate Medicare-only 
ACOs in Vermont during Performance Year 2026: one MSSP ACO and one REACH ACO. 

Pearl is appreciative of the Board's efforts to establish a framework for Medicare-only ACOs 
operating in Vermont that minimizes regulatory duplication due the federal oversight of such 
entities. We respectfully submit the following comments for your consideration: 

Extension of Timelines for Rule 5.301- Application for Certification and Rule 5.305-
Annual Eligibility Certifications 

Pearl respectfully requests that the Board amend the proposed deadline for both initial 
certification applications under Rule 5.301(a) and annual eligibility verifications under Rule 
5.305(a) from September 1 to November 1. 

The proposed September 1 deadline creates significant operational challenges for Medicare 
ACOs. While the CMS deadline to add participants in CMS ACO programs is in August, the 
CMS deadline to drop participants in these ACOs is after September 1st. Therefore, the list of 
participants in a Medicare-only ACO is finalized after September 1st. 

The proposed Rule 5.301(d)(1) requires ACOs to provide in their application "the names and 
addresses of the Applicant's actual or expected Vermont Participants and a description of the 
services provided or expected to be provided by each and the Payer programs they will be 
participating in." The proposed Rule 3.505(a)(2) requires ACOs to detail in their annual 
eligibility verifications any material changes to the ACO's provider network. 

As the names and addresses of Vermont Participants will not be finalized by September 1st, this 
timing mismatch would force Medicare-only ACOs to submit applications for certification based 
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on incomplete or speculative information. This timing also will not allow Medicare-only ACOs to 
complete their annual eligibility verification, as ACOs will not be able to determine whether there 
have been material changes to the ACO's provider network by September 1st. Providers may 
withdraw participation in the ACO until the CMS drop deadline that occurred later in September 
for PY 2026. Furthermore, contracting often occurs up until the CMS deadline, and an earlier 
due date for the Vermont Participant listing will require an ACO to list potential Vermont 
Participants who have yet to complete contracts with the ACO, resulting in the prospect of 
inaccuracy in the listings. 

Furthermore, the proposed Rule 5.301(d)((3)(B) requires that the application for certification 
include "a list of the Applicant's governing body members that identifies which members are 
Enrollee members, which members represent Participants, and, for those members that 
represent Participants, which Participants they represent." CMS requires new MSSP ACOs to 
finalize their governing board composition by the end of October. Therefore, requiring the 
application for certification to be submitted before the CMS deadline for MSSP governing body 
formation risks non-final information to be submitted on the application, and overall creates 
unnecessary administrative burden. 

Due to the above considerations, Pearl recommends a November 1st deadline for the 
application for certification at Rule 5.301(a) and the annual eligibility verification at Rule 
3.305(a). 

A November 1 deadline for both submissions has the following benefits: 

• Aligns with CMS deadlines, allowing ACOs to submit applications for certifications and 
annual eligibility certifications based on finalized provider networks for the upcoming 
performance year; 

• Improves data accuracy, ensuring the Board receives complete and reliable information 
about ACO operations rather than preliminary estimates; 

• Reduces administrative burden, eliminating the need for potential amendments; and 

• Provides adequate lead time for the Board to review applications for certification and 
annual eligibility certifications before the start of the performance year on January 1. 

We appreciate the Green Mountain Care Board's consideration of these comments. Pearl looks 
forward to working collaboratively with the Green Mountain Care Board for its Medicare-only 
ACO oversight in Vermont. 
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Respectfully submitted, 

Ga~v~ic,l, ~ra~os 

Gabriel Drapos 
Chief Operating and Compliance Officer 
Pearl Health, Inc. 



Hengstler, Mark 

From: Krzyzewski, Kristen <kristenk@Itcaco.com> 
Sent: Thursday, December 4, 2025 5:09 PM 
To: GMCB - ACO 
Subject: Re: [EXTERNAL SENDER] RE: MSSP-pnly ACO in VT 

Some people who received this message don't often get email from kristenk@Itcaco.com. Learn why this is important 

EXTERNAL SENDER: Do not open attachments or click on links unless you recognize and trust the 
sender. 
Thanks for your response. I've included responses to your questions below in red font. I will also forward 
my prior correspondence with Michelle Sawyer from 2023, via separate email. 
Thank you. 
Kristen 

On Thu, Dec 4, 2025 at 4:44 PM GMCB - ACO <GMCB.ACOC~vermont.gov> wrote: 

Hi Kristen, 

Thank you for reaching out. I have a few follow-up questions/clarifications that will help me assist you with your 
request. 

• In the third sentence of your email , "We do NOT participate in Medicare or commercialvalue-based care 
contracts", do you mean Medicaid rather than Medicare? Thank you, yes. I meant to write Medicaid or 
commercial. 

• What year did you begin contracting with providers in Vermont? We've had a few providers in Vermont 
since the ACO's inception in 2016, but there was only 1 year that we had minor MSSP attribution in the 
state of 9 lives. I corresponded with Michelle Sawyer in 2023 about this. 

• What entities and/or providers are you contracting with in Vermont? Are these providers or entities 
contractingwith LTC in bordering states as well? The providers are part of Genesis Eldercare Physician 
Services, LLC and AlignMed Partners, PC, which are affiliated organizations. Yes, most of their activity is 
in bordering states. 

• Can you help me understand the exclusion of lives you mentioned? Does this mean the providers are not 
included on the ACO participant list, or is there some other mechanism you're referring to? The group did 
not bill their VT patients through the TIN participating in our ACO as a result of the complicating 
circumstances in VT and the small number of lives involved. 

Thank you, 

Marisa 



Marisa Melamed, MPH (she/her) 

Health Systems Policy, Deputy Director 

Green Mountain Care Board 

112 State Street, 5 h̀ Floor 

Montpelier, VT 05633-3601 

p: 802-377-0194 ~ e: marisa.melamedC~vermont.ggv 

htt ~~//gmcboard.vermont.gov/ 

From: Krzyzewski, Kristen <kristenk@Itcaco.com> 
Sent: Wednesday, November 26, 2025 10:22 AM 
To: GMCB - ACO <GMCB.ACO@vermont.~ov> 
Subject: MSSP-pnly ACO in VT 

(Some people who received this message don't often get email from kristenk@Itcaco.com. Learn why this is important 

EXTERNAL SENDER: Do not open attachments or click on links unless you recognize and trust the 
sender. 

have some questions about the requirements necessary for our Medicare Shared Savings Program 
ACO to operate in Vermont in 2026 and 2027. 

OurACO, LTC ACO, and our participating providers serve Medicare FFS beneficiaries residing in long-
term care nursingfacilities in 30 states across the country. We do NOT participate in Medicare or 
commercial value-based care contracts. Our participating providers currently see about 80 Medicare 
FFS beneficiaries residing in two nursingfacilities located in Vermont, with 30-40 individuals expected 
to attribute to our ACO on an annual basis, but we've excluded these lives from our ACO historically 
since the small number of lives didn't justify the reporting and certification requirements in Vermont. 

Based on our latest review of information on your website, it appears that MSSP-only ACOs do NOT 
need to be certified to do business in Vermont and no budget or other reporting is otherwise required. Is 
that a correct interpretation? If so, we plan to add the VT lives back to our MSSP ACO for 2026 and 
thereafter. 



Thankyou foryour response and guidance on these questions. 

Kristen 

This e-mail and any attachments may contain information which is confidential, proprietary, privileged 
or otherwise protected by law. The information is solely intended for the named addressee (or a person 
responsible for delivering it to the addressee). If you are not the intended recipient of this message, you 
are not authorized to read, print, retain, copy or disseminate this message or any part of it. If you have 
received this e-mail in error, please notifythe sender immediately by return e-mail and delete it from 
your computer. 

This e-mail and any attachments may contain information which is confidential, proprietary, privileged or 
otherwise protected by law. The information is solely intended forthe named addressee (or a person 
responsible for delivering it to the addressee). If you are not the intended recipient of this message, you 
are not authorized to read, print, retain, copy or disseminate this message or any part of it. If you have 
received this e-mail in error, please notifythe sender immediately by return e-mail and delete it from your 
computer. 



Hengstler, Mark 

From: LaJeunesse, Kristen 
Sent: Wednesday, January 14, 2026 11:59 AM 
To: GMCB - ACO; Foster, Owen; Murman, David; Walsh, Thom; Holmes, Jessica A.; Sawyer, 

Michelle; LaJeunesse, Kristen; Teachout, Sara; Brown, Emily; Parker, Abigail 
Subject: Public Comment: Accountable Care Organization (ACO) 2026-01-14T16:5921Z 

A new GMCB Public Comment has been received. 

Submit Time: 2026-01-1 471 6:59:21 Z 

Name: Walter Carpenter 
Affiliation: Vermont Health Care for All 
Town/City: Montpelier 

Topic: Accountable Care Organization 

Comment: In regards to the draft oversight rule (5.000), do we really need ACOs anymore, now that 
they've showed themselves to be spectacular failures and not accountable at all? 

Post Comment: Yes 



~hr~~-f-o~l-td T~e~r-~ 

STATE OF VERMONT 
GREEN MOUNTAIN CARE BOARD 

Rule 5.000: OVERSIGHT OF ACCOiJNTABLE CARE ORGA1vIZATIONS 
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GREEN MOUNTAIN CARE BOARD 
RULE 5.000: OVERSIGHT OF ACCOUNTABLE CARE ORGANIZATIONS 

5.100 General Provisions 

5.101 Authority 

The Board adopts this Rule pursuant to 18 V.S.A. §§ 9375(b), 9380, and 9382, ^ 
~~n~ c .,a; ~o~~ ~ ~~ ~ .,,,a Qi~.~ and Act 62 (2025 ad'1 sess•2&~ 5 and 8. 

5.102 Purpose 

This Rule establishes standards and processes the Green Mountain Care Board (Board) will use 
to certify Accountable Care Organizations (ACOs) and review, modify, and approve the budgets 
of ACOs. This Rule also establishes mechanisms by which the Board will monitor and oversee 
the activities and performance of ACOs, including enforcement mechanisms by which the Board 
may limit, suspend, or revoke the certification of an ACO or require an ACO to take remedial 
action. The Board adopts this Rule to comply with its duties under 18 V.S.A. §§ 9375 and 9382; 
to provide sufficient oversight of ACOs operating in Vermont to comply with antitrust laws; and 
to ensure any ~" r ~r, n rn_~.,,~o,~ „ o.,+ .o~ .~.~, ,-.,~a~~ACO in Vermont is 
operatin~in a manner that is consistent with the requirements of 18 V.S.A. § 9551 and the health 
care reform principles of 18 V.S.A. § 9371. 

This Rule is adopted pursuant to Act 62 (2025), which amended the Green Mountain Care Board's 
authority with respect to the regulation of accountable care organizations (ACOs). The prior statutory 
and re ~u ry framework governing ACO oversight was desi~n~primaril ~t ~n with the 
requirements of the All-Paver ACO Model and did not contemplate the participation of multi-state 
ACOs contracting exclusively with Medicare in Vermont. In light of existing federal oversight of such 
entities, this Rule has been drafted to minimize unnecessary re~ulatory duplication. Rather than 
~rescribin~ specific models for reform, the Rule seeks to strike an appropriate balance between 
safe  guardin~providers and patients and preserving the flexibility of providers to contract with ACOs at 
their discretion. 

5.103 Definitions 

For purposes of this Rule: 

1. "Accountable Care Organization" and "ACO" mean an organization of ACO Participants 
that has a formal legal structure, is identified by a federal Taxpayer Identification Number, 
and agrees to be accountable for the quality, cost, and overall care of the patients assigned to 
it. 

2. "ACO Participant" and "Participant" mean a Health Care Provider that has, through a 
formal, written document, agreed to participate in a Payer program with the ACO and 
collaborate on one or more ACO programs designed to improve Quality of Care and patient 
experience, and manage costs. 

3. "ACO Provider" means an individual or entity that bills for services under the billing 
number of an ACO Participant. 
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4. "Applicant" means an ACO that has submitted an application to the Board fot• certification 
pursuant to section 5.301 of this Rlile. 



5. "At-Risk Enrollee" means an Enrollee identified (e.g., through a validated risk adjustment 
methodology or an analysis of utilization data) as having a significant burden of illness and 
being someone for whom considerable future health care expenditures are highly likely. 

6. "Benchmark" means aPayer-specific financial target against which expenditures for 
Enrollees will be assessed. Payer-specific Shared Savings and Shared Losses for an ACO 
will be determined based on this assessment. 

7. "Benefit Enhancement Waiver" means authori or approval granted by the Centers for 
Medicare & Medicaid Services (CMS) under federal law, including but not limited to 
Section 1115 and Section 1115A of the Social Security Act, or approval by a commercial 
insurer, self-funded employer health plan, or the Vei~rnont Department of Financial 
Regulation, that permits the provision of services, benefits, or flexibilities not otherwise 
available under the standard Medicare, Medicaid, or commercial benefit design. 

::Rl,~o,.~;..r ~ .. L7o~lr1,~~ ,„ ~ ~l,o C~~~o .. o~~~l,l;~l,o.~l ;., T;~lo 1 4 ~1,~.,taY 12_n£tL,a 

\Io ,-.~ Cr.,*„row A„ .,r.,~o.~) 

8.~9. "Board" means the Green Mountain Care Board established in Title 18, chapter 220 of 
the Vermont Statutes Annotated, and any designee of the Board. 

9. "Budget Benchmark" means indicators the Board may set in budget review to be used by ACOs in 
developing and preparing proposed bud ets. 

10~. "Budget Year" means the twelve-month period beginning on January 1 and ending 
on December 31. 

« ~, :~ ,~ 

v,.~,.,,,,,o ~ .. „ o r~„~....,,.~o,~ co...,;,.o~ ~„ ~,o ,. ~,~o,.o,~ ..o~ ,...o,~ „~tio,..,,;~o 
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11. "CMS" means the Centers for Medicare and Medicaid Services, an agency within the United 
States Department of Health and Human Services. 

12. "Contracted Services" means the services for which an ACO is financially responsible, as 
defined by the terms of its contract with a Payer. 

13. "DVHA" means the Department of Vermont Health Access, a department within the 
Vermont Agency of Human Services. 

14. "Enrollee" means an individual covered by a Payer holding a contract with an ACO for 
whom the ACO has, based on acontractually-defined attribution methodology, assumed 
responsibility for managing cost and Quality of Care. 

15. "Health Care Provider" and "Provider" mean a person, partnership, corporation, 
unincorporated association, or other legal entity, including a health care facility, that is 
licensed, certified, or otherwise authorized by law to provide Health Care Services in 
Vermont to an individual during that individual's medical care, treatment, or confinement. 

16. "Health Care Services" has the same meaning as "health service" in 18 V.S.A. § 9373. 



17. "HIPAA" means the Health Insurance Portability and Accountability Act of 1996 and its 
associated rules and regulations, including the Standards for the Privacy of Individually 
Identifiable Health Information ("Privacy Rule") and the Security Standards ("Security 
Rule") at 45~ C.F.R. Parts 160 and 164. 

18. "NCQA" means the National Committee for Quality Assurance. 

19~. "Office of the Health Care Advocate" means the Office established by Title 18, chapter' 
229 of the Vermont Statutes Annotated. 

20. "Operate in Vermont" means to contract with one or more Vermont providers and have more 
than 50 Vermont residents attributed through Vermont providers. 

21. "Payer" means athird-party health care payer, including, to the extent permitted under 
federal law, any (a) publicly funded health care benefit plan; (b) health insurance company, 
health maintenance organization, or nonprofit hospital or medical service corporation; (c) 
employer or employee organization that offers a "group health plan" as defined by the 
federal Employee Retirement and Income Security Act; or (d) administrator for one of the 
above. 

22. "Primary Care Provider" means a Provider who, within that Provider's scope of practice, 
principally provides Primary Care Services. 

23. "Primary Care Services" are Health Care Services furnished by Providers specifically 
trained for and skilled in first-contact and continuing care for persons with signs, symptoms, 
or health concerns, not limited by problem origin (biological, behavioral or social), organ 
system, or diagnosis. Primary Care Services include health promotion, disease prevention, 
health maintenance, counseling, patient education, self-management support, care planning, 
and the diagnosis and treatment of acute and chronic illnesses in a variety of health care 
settings. 

24. "Quality Evaluation and Improvement Program" means a set of policies, procedures, and 
activities designed to improve the Quality of Care and the quality of the ACO's services to 
Enrollees and Participants by assessing the Quality of Care or service against a set of 
established standards and taking action to improve it. 

25. "Quality of Care" means the degree to which services for individuals and populations 
increase the likelihood of desired health outcomes, decrease the probability of undesired 
health outcomes, and are consistent with current professional knowledge or, where 
available, clinical best practices. 
~: » 
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26. "Shared Loss" means the monetary amount owed to a Payer by an ACO as determined by 
comparing the ACO's expenditures for Enrollees against the Benchmark for that Payer and 
accounting for the ACO's performance against any quality measures. 

27. "Shared Savings" means the monetary amount owed to an ACO by a Payer as determined by 



comparing the ACO's expenditures for Enrollees against the Benchmark for that Payer and 
accounting for the ACO's performance against any quality measures. 

28. "Vermont Commercial Insurer" means andentity that finances or administers private health 
benefit coverage for Vermont residents, whether through a fully insured health insurance 
product regulated by the Department of Financial Regulation or through aself-funded 
employer health benefit plan. The term does not include Medicare or Medicaid pro  ~rams. 

29. "Vermont Medicaid" means the program of medical assistance benefits established under 
Title XIX of the Social Security Act, as amended, including any demonstration waivers 
pa proved by the Centers for Medicare and Medicaid Services, and administered by the 
r,o,..,,.t,,,.o„~ ,.fvo,.,....,,r~ uo„~~~, n,.,.a~~DVHA within the A~encv of Human Services. 

x.104 Applicability 

Startin  gJanuary 1, 2027, and ACO must be certified by the Board to operate in Vermont. All 
ACOs wishin~perate in Vermont are subject to the certification requirements, certification 
procedures, and monitoring and enforcement procedures outlined below. An ACOs is subject to 
the Board's budget review authority at Rule 5.400 -t~a~if it contracts with Vermont Medicaid, a 
Vermont Commercial Insurer, or both, on behalf of attributed lives in Vermont-. These ACOs are 
subject to additional certification requirements and procedures as identified throughout Rule 
5.200 and Rule 5.300. ,. „~...,,.+.,,;+~, vo..,.,,,,,,+ rava;,..,:a .,~,~i,,,. „ o o ~~o..,,.,,,,,~ ~..,~oa 

^~'~~r~, ^" ~e~t~e~rt-l~i~~e-e~sep~sest~ts-~~8~ 
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5.105 Filing 

Unless otherwise specified in this Rule, all documents submitted to or filed with the Board under 
this Rule must be transmitted electronically, pursuant to Board instructions and processes, except 
where doing so would cause undue hardship to the person submitting or filing the document or 
where the document cannot readily be converted to electronic form. Each document submitted to 
or filed with the Board under this Rule must be copied to the Office of the Health Care Advocate 

5.106 Confidentiality 

(a) For purposes of this section, "materials" means written or recorded information, regardless 
of physical form or characteristics. 

(b) The Board will make all materials provided to it under this Rule that are not confidential 
available to persons upon request, consistent with the Vermont Public Records Act. 

(c) If an ACO~e~ believes that materials provided to the Board under this Rule are 
exempt from public inspection and copying under Vermont's Public Records Act, the ACO e~ 
~~must submit to the Board a written request that the Board treat certain materials as 
confidential. A request for confidential treatment must be included with the materials filed with 
the Board and include the followin~:~„~^;~^^"<, :a~~*;~ , *"~ m^*~r;~'~ ^'~;m~~' "~~ *'~~ r ~c*^r 

1. as cover letter a~*~~'~a ~~^'~^~*~^~ c„^^^~*:^that supports them claim and which ; 
includ~ges references to the applicable provisions of 1 V.S.A. § 317(c) wand other 
lawi. T~.o ,-o o~~ ,~. ,~~ I.o ~.,L..,,,;~i-oa ,,., l~~o.- tl,~., ~ti.-oo /21 .7~~.~ ~ftor tho.,~ rL.o .. 

+;,„o +L...t ...,,~o..;.,1~ ~ ..l.r r~, L.o l~o..~ ,. ,.~,lo.,~:.,1 ., o ~lo,l ,;rl, +L,o R.,~,..~1 

2. one copy of the materials, marked as confidential, with highlighted text marking anY 
portion that the ACO proposes to keep confidential; and 

~3.one copy of the materials, marked as redacted, with redactions aanlied to anv portion 
that the ACO proposes to keep confidential. 

(d) An ACO ~" ~requesting confidential treatment ^~m~*~r~~'~ ~,~"m;**~a *^ +"~'~^~ra 
„„a~~ *'~:~ ~„'~ bears the burden of establishing that the materials are exempt from public 
inspection and copying. 

(e) 
The Board will issue a written decision on the request, ~~^~^* +"~ T~^~r~' ~^<~ ~"^~~^ ^r 

~ „^*'~~„ *'~;~ ~~r;~a ~ ~ R^^a ^^„~~, The Board's decision to grant or deny a request for 
D b 

confidential treatment will be based on the Board's determination as to whether the information 
identified in the request meets the statutory requirements r~~~~~~~b *~ m^+~r;^'~ ~~~m^+ ~^m 

" b . The Board will send a copy 
of its decision to the ACO and the Office of the Health Care Advocate. Pending a final decision 
by the Board, the materials identified in the request will be treated as confidential and will not be 
made available for public inspection and copying. 

( fl If the Board grants in full or in part a request for confidential treatment under this section, the 
Board will not make the confidential materials available for public inspection and copying and 
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will omit references to the materials in the records of any public deliberations. T~.o ~^~~a m^<~ 

(g) Notwithstanding anything to the contrary in this section, the Board may disclose confidential 
and non-confidential materials provided to it under this Rule to the Office of the Health Care 
Advocate, the State Auditor's Office, and other state or federal agencies, departments, offices, 
boards, or commissions, subject to any confidentiality order, confidentiality agreement, or other 
protections deemed appropriate by the Board. 

5.107 Time 

In computing any time period established or allowed by this Rule or by order of the Board or its 
Chair, the day of the act or event from which the designated time period begins to run shall not 
be included, nor shall weekends or federal or state holidays be included in the calculation if the 
last day in the time period falls on such weekend or holiday. 

5.200 ACO Certification Requirements 

5.201 Legal Entity 

(a) An ACO must be a legal entity that is identified by a unique Taxpayer Identification 
Number; r~R:^+~r~a ~_~;+'~ +"~ "~rm^^+ c~^r~+~r~, ^f c+~+~, and authorized to conduct business in 
Vermont for purposes of complying with this Rule and performing ACO activities. 

(b) An ACO formed by two or more ACO Participants, each of which is identified by a unique 
Taxpayer Identification Number, must be formed as a legal entity separate from any of its ACO 
Participants. 

5.202 Governing Body 

(a) An ACO must maintain an identifiable governing body that: 

1. is the same as the governing body of the legal entity that is the ACO; 

2. is separate and unique to the ACO and not the same as the governing body of any ACO 
Participant, except where the ACO is formed by a single ACO Participant; 

3. has sole and exclusive authority to execute the functions of the ACO and to make final 
decisions on behalf of the ACO; and 

4. has ultimate authority and responsibility for the oversight and strategic direction of the 
ACO and for holding management accountable for the ACO's activities. 

(b) An ACO must have a governance structure that reasonably and equitably represents ACO 
Participants, including a governing body over which at least seventy-five percent (75%) control 
is held by ACO Participants or representatives of ACO Participants. An ACO's governing body 
must also include the following Enrollee members, whose positions may not be filled by the 
same person: 

1. at least one Enrollee member who is a Medicare beneficiary if the ACO contracts with 
Medicare; 

2. at least one Enrollee member who is a Vermont Medicaid beneficiary if the ACO 
contracts with Vermont Medicaid; and 

3. for each "~rm^~* ~~~~~r~;~' :~~„r~yVermont Commercial Insurer the ACO contracts 



with that has a Vermont market share of greater than five percent (5%), at least one 
Enrollee member who is a beneficiary of that commercial insurer. 

Notwithstanding subdivisions 1 through 3 above, an ACO's governing body must have at least 
done Enrollee members, regardless of the number of Payers the ACO contracts with. 

(c) ~-For subdivision 2 and 3 above, an ACO must consult with local advocacy groups (e.g., 
the Office of the Health Care Advocate) and Provider organizations when recruiting Enrollee 
members of its governing body. An ACO must make a good faith attempt to recruit and select 
Enrollee members who are representative of the diversity of consumers served by the ACO, 
taking into account demographic and non-demographic factors, including gender, race, ethnicity, 
socioeconomic status, geographic region, medical diagnoses, and services utilized._Each 
Enrollee member must have experience or training advocating for consumers on health care 
issues or be provided training on the subject. No Enrollee member may be an ACO Provider, an 
employee of an ACO Provider, or an owner of an ACO Provider. In addition, no Enrollee 
member may have an immediate family member who is an ACO Provider, an employee of an 
ACO Provider, or an owner of an ACO Provider. 

(d) An ACO must, on an ongoing basis, assist the Enrollee members of its governing body in 
understanding the processes, purposes, and structures of the ACO, as well as specific issues 
under consideration by the governing body. 

(~ An ACO contracting with the Vermont Medicaid program must have a transparent governing 
process that includes: 

1. posting the names ~~~' ~~~+~~+ ~~~ rm~+~^~ of each governing body member on the 
ACO's website; 

2. holding public meetings of the ACO's governing body in accordance with 18 V.S.A. § 
9572(a), (b), and (e); 

3. making the governing body's meeting schedule available to the public in accordance with 
18 V.S.A. § 9572(c); 

4. making recordings or minutes of governing body meetings available to the public in 
accordance with 18 V.S.A. § 9572(d); 

t-~~ ~^ ~~e~~~~R 

5. providing a publicly accessible mechanism for explaining how the ACO works, including 
by posting on the ACO's website. 

b a b 

~ b 
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(f~) An ACO must have a conflict of interest policy that applies to members of the 
ACO's governing body and that: 

1. imposes on each member of the governing body a continuing duty to disclose relevant 
financial interests, including relevant financial interests of immediate family members; 

2. provides a procedure to determine whether a conflict of interest exists, including a 
conflict of interest arising from the financial interests of an immediate family member, 
and sets forth a process to address any conflicts that arise; and 

3. addresses remedial action for members of the governing body that fail to comply with the 
policy. 

5.203 Leadership and Management 

(a) An ACO must have a leadership and management structure that aligns with and supports the 
ACO's efforts to improve Quality of Care, improve population health, and reduce the rate of 
growth in health care expenditures. 

(b) An ACO's operations must be managed by an executive officer, manager, general partner, or 
similar party whose appointment and removal are under the control of the ACO's governing 
body and whose leadership team has demonstrated the ability to facilitate improvements in 
clinical practice that will lead to greater efficiencies and improved health outcomes. 

(c) An ACO's clinical management and oversight activities must be managed by a clinical 
director who is: 

1. part of the ACO's senior management team; and 

2. aboard-certified physician actively licensed to practice medicine~t-#~~—~~~~~~~,; 
~. n ~n v..,..,•a~.~ 

b > > 

~,,,.,;,.:~.,~;,,,~ ;,, ~t,o n ran 

(d) An ACO must have a compliance plan that is updated periodically to reflect changes in applicable 
laws, regulations, and guidance, and that includes at least the following elements: 

1. An independent compliance officer who: 

A. is neither legal counsel to the ACO nor subordinate to legal counsel to the ACO; 
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B. reports directly to the ACO's governing body; and 

C. is responsible for developing and implementing policies, procedures, and standards of 
conduct designed to ensure the ACO's compliance with all applicable laws, 
regulations, and guidance; 

2. Mechanisms for identifying, investigating, and addressing compliance problems related 
to the ACO's operations and performance, including mechanisms for internal monitoring 
and auditing of compliance risks; 

3. A method for anonymously reporting compliance concerns to the compliance officer; 

4. Compliance training for the ACO, ACO Participants, and ACO Providers; and 

5. For an ACO that contracts with Vermont Medicaid, air requirement to report 
probable violations of law to the Medicaid Fraud Unit of the Vermont Attorney 
General's Office and concurrently to any other appropriate governmental agency or 
official, and identification of the individual or individuals responsible for making 
such reports. 

5.204 Solvency and Financial Stability 

(a) An ACO must conduct ongoing assessments of its legal and financial vulnerabilities and 
have a process for reporting the results of these assessments to the ACO's governing body. 

(b) An ACO must ensure that it maintains at all times an adequate level of financial stability and 
solvency. r~ ,,,a,~;*;,,,, +„ ., „~~.o.. ..o ~,~;~„ ~tio R,,,,..,a ,,., „~ ~., n r-~n ~„a ., 

5.205 Provider Network 

(a) An ACO must execute written agreements with Participants who agree to adhere to the 
policies of the ACO. The written agreements between an ACO and its Participants must permit 
the ACO to take remedial actions to address Participants' noncompliance with the ACO's 
policies, procedures, and standards of conduct, as well as applicable laws and regulations. 

(b) An ACO must have appropriate mechanisms and criteria for accepting Providers~g 
D,.;,,,.,..., r~.,..o n,.,,.,;,ao..~ .,~,a ~ „~;~+~ to be Participants. ~,-tio nrn~~ p.,,~;,.:r~.,t ~o~o,.~;,,,, 

~~~ *^ ^^r~ ~~~' n„^';*~, ^~~'^~~. An ACO's Participant selection mechanisms and criteria 
may not unreasonably discriminate against Providers by, for example, excluding Providers 
because they: 

1. treat or specialize in treating At-Risk Enrollees; 

2. provide ahigher-than-average level of uncompensated care; or 

3. treat a higher proportion of Medicaid or Medicare beneficiaries than the ACO prefers. 

(c) Nothing in this section shall be construed to prohibit an ACO from declining to select a 
Provider to be a Participant, or from terminating or failing to renew the contract of a Participant, 
based on the Provider's failure to adhere to other legitimate selection criteria established by the 
ACO or the Participant's failure to conform to or comply with the ACO's established policies, 
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procedures, or standards of conduct. 

(d) An ACO contracting with Vermont Medicaid or a Vermont Commercial Insurer must 
establish an appeal process through which a Provider who is denied participation in the ACO, 
and a Participant whose contract has been terminated or not renewed by the ACO, may obtain a 
review of those decisions. The ACO's appeal process must require the ACO to give the Provider 
or Participant a written statement of the reasons for the ACO's decision. The ACO's appeal 
process must also include reasonable time limits for taking and resolving appeals and provide a 
reasonable opportunity for Providers and Participants to respond to the ACO's statement of the 
reasons supporting its decision. An ACO must communicate the requirements of its appeal 
process to Providers who have been denied participation in the ACO and Participants whose 
contracts have been terminated or not renewed by the ACO. 

C D...,.,1.,4;~.., LT~.,I~h AiT.,.,.~.~o..,o„~ ~..~1 !~'.,..., !''...,,..1:,,.,4;.,,, 
TL, rra u ~av as 
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5.206 —Quality Evaluation and Improvement 
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(a) An ACO must develop and implement a Quality Evaluation and Improvement 
Program that is actively supervised by the ACO's clinical director or designee and that 
includes organizational arrangements and ongoing procedures for the identification, 
evaluation, resolution, and follow-up of potential and actual problems in health care 
administration and delivery, as well as opportunities for improvement. 

(b) The ACO's Quality Evaluation and Improvement Program must regularly evaluate 
the care delivered to Enrollees against defined measures and standards regarding access 
to care, Quality of Care, Enrollee and caregiver/family experience, utilization, and cost, 
for the overall Enrollee population and for key subpopulations (e.g., medically or socially 
high-needs individuals or vulnerable populations). The ACO must, to the extent possible, 
align its quality standards and measures with those established by state and national 
entities. 

(c) An ACO must utilize ACO-_, and Participant-level performance 
evaluations to provide feedback to Participants and to maintain or improve access to care 
and Quality of Care for Enrollees. 

(d) An ACO must promote evidence-based medicine, for example by requiring 
Participants to observe applicable professional standards, facilitating the dissemination of 
guidelines or best practices to Participants, and organizing or supporting educational 
programs for Participants. If requested by the Board, an ACO must describe for the Board 
its efforts to promote evidence-based medicine and provide the Board with any guidelines 
or best practices disseminated by the ACO. An ACO must also, upon the request of an 
Enrollee, provide the Enrollee with its guidelines or best practices, unless prohibited 
under federal law or regulation or contractual arrangement. 

5.2078 Patient Protections and Support 

(a) An ACO may not interfere with Enrollees' freedom to select their own Health Care 
Providers, consistent with their health plan benefit, regardless of whether the Providers are 
ACO Participants. An ACO may not provide incentives to restrict access to Health Care 
Services solely on the basis of cost. 

(b) An ACO may not reduce or limit the services covered by an Enrollee's health plan. An 
ACO may not offer an inducement to a Provider to forego providing medically necessary 
Health Care Services to an Enrollee or referring an Enrollee to such services. 

(c) An ACO may not increase an Enrollee's cost sharing under the Enrollee's health plan. 

(d) An ACO must ensure that no Enrollee or person acting on behalf of an Enrollee is 
billed, charged, or held liable for Contracted Services provided to the Enrollee which the 
ACO does not pay the Provider for, or for the ACO's debts or the debts of any 
subcontractor of the ACO in the event of the entity's insolvency. Nothing in this 
subsection shall prohibit a Provider from collecting coinsurance, deductibles, or copays, if 
specifically allowed by the Provider's agreement with a Payer. 

(e) An ACO may not prohibit any individual or organization from, or penalize any 
individual or organization for, reporting any act or practice of the ACO that the individual 
or organization reasonably believes could jeopardize patient health or welfare, or for 
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participating in any proceeding arising from such report. 

( fl An ACO may not prohibit a Participant from, or penalize a Participant for: 

1. providing information to Enrollees about their health or decisions regarding their 
health, including the treatment options available to them; or 

2. advocating on behalf of an Enrollee, including within any utilization review, 
grievance, or appeal processes. 

(g) An ACO contracting with Vermont Medicaid or a Vermont Commercial Insurer must 
maintain a consumer telephone line for receiving complaints and grievances from 
Enrollees. An ACO must post the number for this line on its public website together with 
contact information for the Office of the Health Care Advocate. If an ACO cannot resolve 
an Enrollee's complaint, it must provide the Enrollee with contact information for the 
Office of the Health Care Advocate and, if appropriate given the nature of the complaint, 
the appropriate Payer's member services line. 

(h) In consultation with the Office of the Health Care Advocate, an ACO contracting with 
Vermont Medicaid or a Vermont Commercial Insurer must establish and maintain a 
process that provides Enrollees with a reasonable opportunity for a full and fair review of 
complaints and grievances regarding the ACO's activities, including complaints and 
grievances regarding the quality of care or services received and, for those ACOs that 
reimburse Providers, the handling of or reimbursement for such services. The Enrollee 
complaint and grievance process must be culturally and linguistically sensitive and capable 
of identifying, preventing, and resolving cross-cultural conflicts or complaints by 
Enrollees. An ACO must respond to, and make best efforts to resolve, complaints and 
grievances in a timely manner, including by providing assistance to Enrollees in 
identifying appropriate rights under their health plan. An ACO must maintain accurate 
records of all grievances and complaints it receives, including, at a minimum: 

1. the detailed reason for and nature of the grievance or complaint; 

2. the date the grievance or complaint was received by the ACO; 

3. the date the grievance or complaint was reviewed and the individual or 
individuals that reviewed the grievance or complaint; 

4. the manner in which the grievance or complaint was resolved; 

5. the date the grievance or complaint was resolved; and 

6. copies of all communications between the ACO and the Enrollee or the 
Enrollee's representative regarding the grievance or complaint. 

(i) An ACO must provide complaint and grievance information to the Board and to the 
Office of the Health Care Advocate at times and in a manner specified by the Board under 
section 5.401 of this Rule, but in no event less than twice per year. An ACO must ensure 
that such information is deidentified in accordance with 45 C.F.R. § 164.514. 
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(j) An ACO must provide new Enrollees with a written, plain language notice that they 
are attributed to the ACO. This requirement does not apply with respect to Enrollees 
attributed to an ACO under a Medicare ACO program or to Enrollees who will be notified 
by a Payer that they are attributed to the ACO. 

5.2081 Provider Payment 
(a) If an ACO will be responsible for reimbursing Participants for delivering Health Care 
Services, the ACO, or any contractor performing this function on the ACO's behalf, must 
maintain the required functionality for, and demonstrated proficiency in, administering 
payments on behalf of Enrollees. 

,..,..,.. ., t ..... ... .... ..~,t,...,.....,.. ».....,. .,.,.,...,.. ~.~., . .,..---~ -~---~ --~- --•--------- -- r---- --
rl, .,I L.~,rl,Tot .. tl,o A ('(l~~ . ,-;~+o., .,1~.,~ F r• 

- _ ~ ~ . t 

~~) An ACO contracting with Vermont Medicaid or a Vermont Commercial Insurer 
must establish and maintain an appeals process that provides Participants with a 
reasonable opportunity for a full and fair review of complaints regarding payments 
from the ACO, including reimbursements for delivering Health Care Services. 

5.2098 Health Information Technology 

(a) Data Collection and Integration. Recognizing the critical role of information 
technology to an ACO's effectiveness and also recognizing the burden associated with 
inputting and accessing data, an ACO must, to the best of its ability, with the health 
information infrastructure available, and with the explicit consent of Enrollees (unless 
otherwise permitted by law), use and/or support its Participants in using an electronic 
system that meets the requirements of a Certified Electronic Health Record 
T ~Technolo~v (CEHRTI . 

(b) Data Analytics. 

1. An ACO must apply health information technology to consolidate, 
standardize, and analyze the data a~~^r;'~~a : „'~~~^*;~~'~` ~~+'~;~ 

:collected from Participants. 
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2. An ACO must have in place information systems to measure care process 
improvements, quality improvements, and costs of care, including the ability to 
retrieve information about ~~a;~,;a„~' o~^~,;~'~~participant~z~~- performance. 

_3 The financial data systems of arisk-bearing ACO must be sufficient for assessing 
and managing financial risk and be integrated with clinical data systems. 

5.210 Public Reporting and Transparency 

(a) An ACO contracting with Vermont Medicaid, a Vermont commercial insurer, or both, must 
report on a~ublicly accessible website maintained by the ACO the following: 

1. Organizational information, including 

A. the name and location of the ACO; 

B. the primary contact information for the ACO; 

C. the identity of each ACO Participant; 

D. each ioint venture between or among the ACO and anv of its Participants: and 

E. the identity of the ACO's kev clinical and administrative leaders. 

2. Information on Shared Savings and Shared Losses, broken down by line of 
business, including: 

A. the amount of Shared Savings or Shared Losses for andperformance . 

B. the proportion of savings distributed to ACO Participants and the 
bases for determining how the savings were distributed. 

3. The ACO's performance on quality measures as specified by the Board_ 

5.300 Certification Procedures 

5.301 Application for Certification 

(a) And ACO that wishes to operate in Vermont''~~a-must submit an 
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~~~*~ ^ ~'~^~*~^^ Application for Certification*^~~i in a format^~~ 
~ ~ prescribed by the Board, by ~ek~ee~October -1 of the near preceding its 

planned aeration in Vermont. 

(b) An ACO must include with its application a filing fee, paid to the Green Mountain 
Care Board, consistent with 18 V.S.A. ~ 9382(  g)(1). 

(c) An ACO executive (e.g., chief executive officer or president) with authority to 
legally bind the ACO must sign the application on behalf of the ACO and verify under 
oath that the information contained in the application is accurate, complete, and truthful 
to the best of his or her knowledge, information, and belief. 

(d) An ACO must provide as part of its application: 

_1 the names and addresses of the Applicant's actual or expected Vermont ~9-Participants 
and a description of the services provided or expected to be provided by each and the 
Paver programs they will be participating in; 

2. anypretermination notices) received from CMS in the prior three budget e 
including but not limited to a warning reQardin~ noncompliance with proms 
requirements, a request for a corrective action plan, or a notice of a special monitoring, 
plan; 

.:~_ 

. . 

:-moo- 

,.y" 

• :;.,% 

~,~~" 

_3 ~—evidence that the Applicant satisfies the requirements of 18 V.S.A. § 9382(a) and 
sections 5.201 - 5.210 of this Rule, examples of which may include: 

• b 

A. copies of the bylaws, operating agreement, and other authoritative 
documents that regulate the internal affairs of the Applicant; 

B. a list of the Applicant's governing body members that identifies which 
members are Enrollee members, which members represent Participants, and, 
for those members that represent Participants, which Participants they 
represent. This information may be submitted before November 1 if the 
ACO's ~overnin~v membership has not been finalized by the date of 
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application.; 

C. a description of, or documents sufficient to describe, how the ACO 
identifies, nominates, and elects members to its governing body; 

D. a copy of the conflict of interest policy that applies to members of the 
Applicant's governing body;'. ~ ~'~c^r~~+:~~ ^~+"~ n .,,,r.,..,~+,~ ,. 

> >' 
~~ 
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E. a description of, or documents sufficient to describe, the mechanisms the 
Applicant utilizes or will utilize to assess its legal and financial vulnerabilities 
and report the results of these assessments to the Applicant's governing body; 

F. the Applicant's Participant selection criteria and a description of how these 
criteria relate to the needs of the Applicant's patient population; 

G. afor an ACO contracting with Vermont Medicaid or a Vermont Commercial 
Insurer, a description of, or documents sufficient to describe, the Provider 
appeals processes required by sections 5.205(d) and 5.208~(b~) of this Rule; 

H. illustrative copies of the Applicant's agreements with Participants; 

I. written descriptions of, or documents sufficient to describe, the Applicant's: 

i. population health management and care coordination program; 

ii. use of benefit enhancement waivers; 

iii. quality evaluation and improvement program, including the 
measures and standards the Applicant will utilize to measure the 
Quality of Care delivered to Enrollees; 

ivy. enrollee grievance and complaint process: 
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~v. compliance plan; 

vi. plans for aligning Participant payment and compensation and 
other mechanisms utilized to influence Participants' performance 
with the ACO's performance incentives and for distributing 
shared savings; and 

vii. health information technology systems and how these systems are 
used by the Applicant, for example, to coordinate Enrollees' care 
and measure Participants' performance; 

J. a certification that the ACO will comply with ~#e-all applicable patient 
protections set forth in section 5.2078 of this Rule; 

K. any request for deeming under section 5.302 of this Rule; 

L. any request for confidential treatment of application materials under section 
5.106 of this Rule; and 

M. any other documents or materials requested by the Board for the purpose of 
reviewing the application. 

(~ An application must conform to any guidance or bulletins issued by the Board 
regarding the certification requirements in sections 5.201 through 5.210 of this Rule. 

`fl Within thirty (30) days of receiving an application, the Board will review the 
application and notify the Applicant in writing whether the application is complete or 
additional information is needed. If the Board notifies an Applicant that it must submit 
additional information in connection with its application, the Board will specify the 
deadline for submitting the additional information. The Board's decision to request 
additional information or allow an Applicant to amend a deficient or incomplete 
application is discretionary. It is the Applicant's burden to establish that it is eligible for 
certification. 

5.302 Deeming 

(a) The Board may, in its discretion, deem any requirement of 18 V.S.A. § 9382 or this 
Rule satisfied based on the determination of an accrediting entity (e.g., NCQA) or a state 
or federal agency (e.g., CMS) that the Applicant satisfies substantially equivalent 
standards..,. ~ ,.rrn n „ ,.o,a;~„~;,,,, ~~,,.,,a.,,.a~ ,,,. r~,rc .. o„*~ ~ ,. ,,.,,~;,.;~.,*;,,,, ; 
+~.o r,roa;,.,,,.o rro.,~ ~o.,o,..,+:,,., n ran .. ,,,~ 

(b) An Applicant must make a written request for deeming to the Board as part 
of its application. The ACO's request must: 

1. specifically identify each of the requirements the Applicant wishes to be deemed; 

2. specifically identify the standards of the accrediting entity or state or federal 
agency that the Applicant considers to be substantially equivalent to each 
requirement specified in subdivision 1 of this subsection; 
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3. identify the entity that determined the Applicant met the standards specified in 
subdivision 2 of this subsection and provide documentation of the 
determination; and 

4. identify the date the entity made the determination specified in subdivision 3 of 
this subsection and describe any relevant changes that have occurred since the 
determination was made. 

(c) An Applicant that makes a request under subsection (b) of this section must 
cooperate with the Board in obtaining any other information the Board may require in its 
consideration of the request. The Board may deny the request of an Applicant that fails 
to completely and timely supply any materials required by the Board in its consideration 
of the request. 

5.303 Review of Applications; Decisions 

(a) An Applicant bears the burden of establishing that its application should be granted. 

(b) Failure by an Applicant to provide the Board with complete, accurate, and 
timely information during the Board's review process may result in rejection of 
an application. 

(c) The Board must evaluate an application and, no later than *'~^~ ^:~*•~ rim a.,.,~ .,tee,. 
,,.;~ ,;,,,. +~,o n rn +t,.,~ ~~,o ., „~;,..,+:,,~ ; ~~~+December 31St of the near the 

implication was submitted, either approve, provisionally approve with conditions, or 
deny the application based on the Board's determination of whether the Applicant 
satisfies the requirements of 18 V.S.A. § 9382 and this Rule. The review period may be 
extended with the consent of the Applicant or for good cause. 

(d) If the Board approves or provisionally approves an application with conditions, the 
legal entity described in section 5.201 of this Rule will be eligible to receive payments 
from Medicaid or a commercial insurer as specified in the application and subiect to 18 
V.S.A. § 9382(~b). 

(e) An ACO may seek relief from any condition imposed as part of a provisional 
certification by filing a written request to the Board. Within sixty (60) days of receiving a 
request for relief from a condition, the Board will issue a written decision on the request. 
Failure of an ACO to conform to a condition within any timeframe established by the 
Board will result in a denial of the ACO's application. 

( fl The following will be considered final actions or orders of the Board, which maybe 
appealed under 18 V.S.A. § 9381: 

1. the denial of an application for certification; 

2. the provisional approval of an application for certification with conditions; and 

3. the denial of a request for relief from a condition imposed by the Board as 
part of a provisional certification. 

5.304 Application Record 
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(a) The Board must consider each application based on the materials included in the 
record, as designated and maintained by the Board. The record includes: 

1. all materials submitted by the Applicant in connection with the application, 
including the application and any attachments thereto, as well as any other 
materials submitted by the Applicant at the Board's request; 

2. all written communications between the Board and the Applicant relating 
to the application; 

3. any other materials relied upon by the Board in rendering its decision on the application; 

4. the Board's final, written decision on the application; and 

5. all materials submitted subsequent to the Board's decision that relate to the 
application, including any implementation reports required in connection with a 
provisional certification. 

(b) Materials included in the record are public records; pursuant to 1 V.S.A. § 317;

5.305 Annual Eligibility Verifications 

(a) An ACO must annually submit to the Board by September 1 an eligibility verification which: 

1. verifies that the ACO continues to meet the requirements of the 18 V.S.A. § 
9382 and this Rule; 

_2 ~describes in detail any material changes to the ACO's policies, procedures, 
programs, organizational structures, provider network, health information 
infrastructure, or other matters addressed in sections 5.201 through 5.210 of this 
Rule that the ACO has not already reported to the Board; and 

~3.includes with its eli  gibility verification a filing fee, paid to the Green Mountain 
Care Board, consistent with 18 V.S.A. ~ 9382( 

(b) The eligibility verification must be signed by an ACO executive with authority to 
legally bind the ACO, who must verify under oath that the information contained therein 
is accurate, complete, and truthful to the best of his or her knowledge, information, and 
belief. 

(c) Within thirty (30) days of receiving an eligibility verification, the Board will notify the 
ACO in writing if additional information is needed to review the ACO's continued 
eligibility for certification. An ACO's certification remains valid while the Board's review 
process is pending. 

5.400 Review of ACO Budgets and Paver Programs 

5.401 Uniform Formats for Data Filings 

24 



An ACO must use the methods, formats, charts, and forms set forth in the annual reporting 
manual and budget ~~-~~~~_~ m~~•~~' guidance to report its budget and program-related data. and 
information to the Board. The Board shall provide the manual to ACOs by March 1 and budget 
guidance by July 1 of each year. 

5.402 Establishing ~1~sBudget benchmarks 
The Board may establish ~~sbudget benchmarks for any indicators to be used by ACOs 
in developing and preparing their proposed budgets. The Board will meet with ACOs and et~e~ 
;~*~r~~+~a ~~r~^„ the Office of the Health Care Advocate to obtain input prior to establishing 
~a~budget benchmarks. The established b~~c~budget benchmarks will be included 
in the annual reporting and budget review manual and will assist the Board in determining 
whether_to approve or modify an ACO's proposed budget. 

5.403 ACO Duties and Obligations 
(a) On or before October 1 of each year, an ACO must file the information set forth in this 
section with the Board in a manner specified in the budget ~e~e-v~ 
~~uidance. The Board may establish later deadlines for submitting certain information in 
the 
a~budget ~~<,;~~•. m^~„^'guidance. The ACO must submit: 

l .documentation reflecting the ACO's use of Medicaid and commercial insurer funds to 
enhance and expedite Vermont's health care system transformation efforts, including but 
not limited to efforts to reform health care following' ~t princinles for health care reform, 
defined at 18 V.S.A. ~ 9371, and efforts to implement Vermont's Statewide Health Care 
Delivery Strategic Plan, once established, defined at 18 V.S.A. ~ 9403; 
~ -r.zr vcrnu~6~ -6~1-~a, ~' zcv=sJ~lv~~C-6mpv=~~i6r ~- vii-iiE-~`.~~ g`6Tcrizuii`~cv~ unv 

2. information on the ACO's efforts to prevent duplication of services being~rovided 
effectively and efficiently existing communi -based providers in the same eo raphic 
area; 

3~. the ACO's proposed budget for the next Budget Year, including detailed information 
on the ACO's expected expenditures, costs of operation, and revenues~ ~ 

uo„i,~, .,tea ~~,o c,,....,,..E .,,,a ce,...:,.o~ .,~ u,....o ,. ~~ 

43. other financial information, swhich may include information on the ACO's 
reserves, assets, liabilities, fund balances, other income, short- and long-term 
investments, rates, charges, units of 
service, and administrative costs, including wage and salary data; 

54. financial and quality performance results under Payer contracts; 

6~. the ACO's use of a consumer advisory board and other mechanisms for inviting and 
considering consumer input; 
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7. information regarding the ACO's Provider payment strategies and methodologies; 

8. information regarding each contract the ACO plans to execute with a Payer covering 
any_portion of the next Budget Year (e.g., information on attribution, the scope of 
Contracted_Services, payment rates and mechanisms, quality measures, and risk 
arrangements);,,, o,.~oa *~,,.00 . ,,;+.,~ o „a;~,,,.o ~,,,abo~. 

9. any reports from professional review organizations or Payers; 

b 

ob.,~ ' 

X10. information on the extent to which the ACO provides incentives for systemic 
health care investments to strengthen primary care, including strategies for recruiting 
additional 
primary care providers, providing resources to expand capacity in existing primary care 
practices, and reducing the administrative burden of reporting requirements for providers 
while balancing the need to have sufficient measures to evaluate adequately the quality of 
and access to care; 

11. should the ACO wish to bear risk during the next 
Budget Year, a full risk mitigation plan describing how the ACO would cover the losses 
it could incur under the Risk Cap e.g., through reserves, collateral, or other liquid 
security: risk transfers to ACO Participants; or reinsurance. withholds, or other risk 
management mechanisms);-

12. each risk-bearin~ACO that contracts with Vermont Medicaid or a Vermont 
Commercial Insurer must submit quarterly financial reports or statements to the Board in 
a form or format specified by the Board to enable the Board to monitor the ACO's 
financial stability and solvency; and 
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13~. such other information as the Board may require. 

5.404 Public Hearing 
(a) The Board shall meet with the ACO to review and discuss the ACO's proposed budget and 
the elements of its Payer_programs. The Board shall hold one or more public hearings 
concerning a proposed budget submitted by an ACO, except that the Board may decline to hold a 
hearing concerning a proposed budget submitted by an ACO *'~~* ~^ ~~~~^*~a *^'~^~,~ ~ ~„~r *"^~ 
i n nnn ~,~,.:,.,,+oa ,;..o., ;~ ~~o,.,r,.~+ ,a,,,.;.,~ +~.o .,o~+ R„a,.o+ vo.,,. ,,,• that will not be assuming risk b 

during the next Budget Year. At a public hearing convened by the Board concerning an ACO's 
proposed budget, the Board may require ACO representatives to provide testimony and respond 
to questions raised by the Board or the public. 

(b) The Office of the Health Care Advocate has the right to receive copies of all materials 
submitted by an ACO under section 5.403 of this Rule and shall protect such information in 
conformity with any confidentiality orders or other protections that the Board may require. The 
Office of the Health Care Advocate may: 

1. ask questions of Board employees related to the Board's review of an ACO's proposed 
budget; 
2. submit written questions to the Board that the Board will ask of the ACO in advance of 
any hearing held under subsection (a) of this section; 
3. submit written comments for the Board's consideration; and 
4. ask questions and provide testimony in any hearing held under subsection (a) of this 
section. 

5.405 Review Process 
(a) The ACO shall have the burden of justifying its proposed budget to the Board. 
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(b) In deciding whether to approve or modify the proposed budget of an ACO 
~ n nnn ,. ~~,..;~,,,,o,~ i;.,o~ :,, ~~o..,,,,.~* ,~.,.•;n,. ~~,o „o.,~ ~.,a,.o+ vo.,r „ontractin with b 7 

Vermont Medicaid,-a e~ a Vermonter commercial ~a~e~insurer, or both, the Board will 
take into 
consideration: 

1. any ~~a~l~sbud~et benchmarks established under section 5.402 of this Rule; 
2. the criteria listed in 18 V.S.A. § 9382(b)(~-}; and 

b 
i Q v c n ~ ~cc i ,,,. ,t,o ~~o,•„,,,,,~ n ii n~~,o.. n ,.,.,,,,,,~.,~.to r~.,,.o n,.,~.,,,:-,.,~:,,., ~a,,,aoi 
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43. any other issues at the discretion of the Board. 
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5.406 Establishment of ACO Budgets; Decisions 
o~ ^ ~Thn~~~~'~~r ~~'~r,.~r" , , +"e Board will issue a written decision establishing each 
ACO's_budget for the-r~€~ Budget Year by December 31st of the year the budget was submitted. 
The decision of the Board is a final action or order, which maybe appealed pursuant to 18 
V.S.A. § 9381. 

5.407 Budget Performance Review and Adjustment 
(a) The Board may conduct an independent review of an ACO's performance under an 
established budget at any time. Such a review need not be limited to financial performance and 
may cover any matter approved by the Board as part of the ACO's budget. The Board may 
request, and an ACO must provide, information determined by the Board to be necessary to 
conduct the review. If, after conducting a review, the Board determines that an ACO's 
performance has varied substantially from its budget, the Board shall provide written notice to 
the ACO. The notice shall set forth the results of the Board's review, as well as a description of 
the facts the Board considered. 

(b) After determining that an ACO's performance has varied substantially from its budget, and 
upon application of the ACO, the Board may adjust the ACO's budget. In considering an 
adjustment of an ACO's budget, the Board will consider the financial condition of the ACO and 
any other factors it deems appropriate. 
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(~ The Board may take any and all actions within its power to compel compliance with an 
established budget. 

5.500 Monitoring and Enforcement 

5.501 Reporting and Recordkeeping Requirements 

(a) An ACO must completely, timely, and accurately report to the Board all data and 
analyses specified by the Board regarding the activities of the ACO, ACO Participants, 
ACO Providers, and any other individuals or entities performing functions or services 
related to ACO activities. Subjects on which the Board may require an ACO to report 
include Quality of Care; access to care; cost; attribution; utilization; population health 
management and care coordination processes, capabilities, activities, and results; patient 
experience; complaints, grievances, and appeals; Provider payments and incentives; 
solvency; and financial performance. An ACO must, if necessary, require ACO 
Participants to cooperate in preparing and submitting any required reports to the Board. 

(b) An ACO must, upon request, assist the Board in defining data elements, reporting 
formats, and other reporting requirements. 

(c) In addition to the reports an ACO may be required to submit to the Board under 
subsection (a) of this section, an ACO must report the following to the Board within 
fifteen (15) days of their occurrence: 

1. changes to the ACO's bylaws, operating agreement, or similar documents; 

_2 —changes to the ACO's provider selection criteria; 

~3.chan~es to the ACO's Vermont provider network; 

3-4.--sfor ACOs contracting with Medicaid or commercial insurers, changes to the ACO's 
Enrollee grievance and complaint process;-ate 

—any notice to or discussion within the ACO's governing body of the ACO's 
potential dissolution or bankruptcy, the potential termination of a Payer 
program, or a potential new Payer program; and-

6. an~pretermination notices) received from CMS including but not limited to a warning 
re~ardin~ noncompliance with program requirements, a request for a corrective action 
plan, or a notice of a special monitoring plan.; 

(d) An ACO must maintain all records, including books. contracts, software systems, and 
other information, relating to: 

1. information the ACO provides to the Board; 
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2. utilization and costs; and 

3. quality performance measures, shared savings distributions, and other 
financial arrangements. 

An ACO must maintain the records described in this subsection for a period often (10) 
years after the end of the calendar year to which the records relate or the completion of 
any audit, evaluation, inspection, or investigation, whichever is later. The Board may 
require an ACO to maintain records for a longer period by notifying the ACO prior to 
the end of the retention period. 

(e) Upon request, an ACO must provide the records described in subsection (d) of this 
section to the Board and to the federal government, including CMS, the Department of 
Health and Human Services, the Department of Justice, the Government Accountability 
Office, and other federal agencies or their designees. 
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5.502 Monitoring 

(a) The Board may use any and all powers granted to it by law to monitor an ACO's 
performance or operations or to investigate an ACO's compliance with the requirements 
of this Rule, other applicable laws or regulations, and decisions and orders of the Board. 
Such reviews may be performed at any time, including in response to: 

1. a complaint or grievance from a patient or Health Care Provider or a pattern of 

such complaints or grievances, including information provided by the Office of 

the Health Care Advocate; 

2. documents submitted by the ACO under section 5.501 of this Rule; 

3. analyses of information in Vermont's all-payer claims database established in 18 

V.S.A. § 9410; or 

4. any other information that has come to the attention of the Board, including 

information from a Payer. 

(b) The Board shall advise an ACO of the specific areas that will be reviewed and any 
statutory or regulatory provisions under examination. 

(c) In monitoring an ACO's activities under this Rule, the Board may, in its discretion, 
rely on any assessment conducted by or on behalf of CMS, DVHA, NCQA, or another 
entity. An ACO shall provide all such assessments to the Board within ten (10) days of 
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receipt. 

(d) If the Board has reason to suspect that an ACO, or any individual or entity working 
with or on behalf of an ACO, is engaging in anticompetitive behavior without the specific 
behavior creating a countervailing benefit of improving patient care, improving access to 
health care, increasing efficiency, or reducing costs, the Board will provide written notice 
to the individual or entity of such concerns and may require the individual or entity to 
respond to the concerns in writing within a specified time period. After providing the 
individual or entity notice and an opportunity for a hearing, the Board may refer the matter 
to the Attorney General for appropriate action. 

5.503 Remedial Actions; Corrective Action Plans 

(a) If the Board determines that an ACO, its Participants, or its Providers are failing to 
meet any requirements of this Rule or an order or decision of the Board, 18 V.S.A. § 9382, 
or any other legal requirements that apply to the operations of the ACO, the Board may, in 
its discretion, take remedial action against the ACO, including placing the ACO on a 
monitoring or auditing plan or requiring the ACO to implement a corrective action plan. 

(b) Before requiring an ACO to take remedial action, the Board will provide the ACO 
with a written explanation of the deficiency or deficiencies it has identified and any 
supporting data. Within thirty (30) days of receiving the Board's explanation and proposal, 
the ACO must submit a written response to the Board. If the Board's proposal for remedial 
action is that the ACO implement a corrective action plan, the ACO's written response 
must include a detailed description of the ACO's plan to correct the identified deficiencies, 
including the time in which the deficiencies will be corrected. 

(c) Within five (5) days of receiving an ACO's written response, the Board will post the 
response on its website. Within thirty (30) days of receiving an ACO's written response, 
the Board may, in its discretion, hold a public hearing. The Board will accept public 
comments for ten (10) days after the ACO's written response has been posted or, if a 
hearing is held, for ten (10) days after the hearing has concluded. 

(d) A decision of the Board requiring an ACO to take remedial action shall be considered 
a final action or order, which maybe appealed under 18 V.S.A. § 9381. 

5.504 Limitation, Suspension, and Revocation of Certification 

(a) The Board may limit, suspend, or revoke the certification of an ACO after written 
notice and an opportunity for review or hearing. Bases for limiting, suspending, or 
revoking the certification of an ACO include: 

_1 ~ '~.,..,,, ~,. ,..,~:~.,+~ ~'~.,~ : ~,,,-~ ~„~~+.,,,+;.,~~ ,,,. '~..+''failure to meet any requirement 
of 18 V.S.A. & 9382(al(11: 

~2.harm to patients that is imminent, substantial, or both; 
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3~. financial fraud or abuse; 

~4. fiscal insolvency or significant threat of fiscal insolvency of the ACO; 

45. the imposition of sanctions or other actions against the ACO by an accrediting 

organization or a state, federal, or local government agency leading to an inability 

of the ACO to comply with the requirements of this Rule or other applicable law; 

~6. violations of the physician self-referral prohibition, civil monetary penalties 

law, anti-kickback laws, antitrust laws, or any other applicable federal or state 

laws, rules, or regulations, taking into account any waivers that may apply; and 

b7. failure to comply with the requirements a corrective action plan or other remedial 

actions required by the Board under section 5.504 of this Rule, 

~. 

(b) Hearings under this section shall be conducted by the Board in accordance with 3 
V.S.A. §§ 809, 809a, 809b, and 810. Decisions of the Board under this section shall 
comply with the requirements of 3 V.S.A. § 812 and may be appealed pursuant to 18 
V.S.A. § 9381. 

5.600 Other Matters 

5.601 Waiver of Rules 

In order to prevent unnecessary hardship or delay, in order to prevent injustice, or for other 
good cause, the Board may waive the application of any provision of this Rule upon such 
conditions as it may require, unless precluded by the Rule itself or by statute. Any waiver 
granted by the Board shall be issued in writing and shall specify the grounds upon which it 
is based. 

5.602 Conflict 

In the event this Rule or any section thereof conflicts with a Vermont statute or a federal 
statute, rule, or regulation, the Vermont statute or federal statute, rule, or regulation shall 
govern. 

5.603 Severability 

If any provision of this Rule or the application thereof to any person or circumstance is 
for any reason held to be invalid, the remaining provisions of the Rule and the 
application of such provisions to other persons or circumstances shall not be affected 
thereby. 

5.604 Effective Date 

This Rule shall become effective'~e~F-~-1~~-8~~July 1, 2026. 

33 



34 



c I ~a►~ Co PY 
STATE OF VERMONT 

GREEN MOUNTAIN CARE BOARD 
Rule 5.000: OVERSIGHT OF ACCOiTNTABLE CARE ORGA1vIZATIONS 

5.100 General Provisions 
5.101 Authority 
5.102 Purpose 
5.103 Definitions 
5.104 Applicability 
5.105 Filing 
5.106 Confidentiality 
5.107 Time 

5.200 ACO Certification Requirements 
5.201 Legal Entity 
5.202 Governing Body 
5.203 Leadership and Management 
5.204 Solvency and Financial Stability 
5.205 Provider Network 
5.206 Performance Evaluation and Improvement 
5.207 Patient Protections and Support 
5.208 Provider Payment 
5.209 Health Information Technology 
5.210 Public Reporting and Transparency 

5.300 Certification Procedures 
5.301 Application for Certification 
5302 Deeming 
5303 Review of Applications; Decisions 
5304 Application Record 
5.305 Annual Eligibility Verifications 

5.400 Review of ACO Budgets and Paver Programs 
5.401 Uniform Formats for Data Filings 
5.402 Establishing Benchmarks 
5.403 ACO Duties and Obligations 
5.404 Public Hearing 
5.405 Review Process 
5.406 Establishment of ACO Budgets; Decisions 
5.407 Budget Performance Review and Adjustment 

5.500 Monitoring and Enforcement 
5.501 Reporting and Recordkeeping Requirements 
5.502 Monitoring 
5.503 Remedial Actions; Corrective Action Plans 



5.504 Limitation, Suspension, and Revocation of Certification 

5.600 Other Matters 
5.601 Waiver of Rules 
5.602 Conflict 
5.603 Severability 
5.604 Effective Date 



GREEN MOUNTAIN CARE BOARD 
RULE 5.000: OVERSIGHT OF ACCOUNTABLE CARE ORGANIZATIONS 

5.100 General Provisions 

5.101 Authority 

The Board adopts this Rule pursuant to 18 V.S.A. §§ 9375(b), 9380, and 9382, and Act 62 (2025 
adj. sess.) §§ 5 and 8. 

5.102 Purpose 

This Rule establishes standards and processes the Green Mountain Care Board (Board) will use 
to certify Accountable Care Organizations (ACOs) and review, modify, and approve the budgets 
of ACOs. This Rule also establishes mechanisms by which the Board will monitor and oversee 
the activities and performance of ACOs, including enforcement mechanisms by which the Board 
may limit, suspend, or revoke the certification of an ACO or require an ACO to take remedial 
action. The Board adopts this Rule to comply with its duties under 18 V.S.A. §§ 9375 and 9382; 
to provide sufficient oversight of ACOs operating in Vermont to comply with antitrust laws; and 
to ensure any ACO in Vermont is operating in a manner that is consistent with the requirements 
of 18 V.S.A. § 9551 and the health care reform principles of 18 V.S.A. § 9371. 

This Rule is adopted pursuant to Act 62 (2025), which amended the Green Mountain Care 
Board's authority with respect to the regulation of accountable care organizations (ACOs). The 
prior statutory and regulatory framework governing ACO oversight was designed primarily to 
align with the requirements of the All-Payer ACO Model and did not contemplate the 
participation of multi-state ACOs contracting exclusively with Medicare in Vermont. In light of 
existing federal oversight of such entities, this Rule has been drafted to minimize unnecessary 
regulatory duplication. Rather than prescribing specific models for reform, the Rule seeks to 
strike an appropriate balance between safeguarding providers and patients and preserving the 
flexibility of providers to contract with ACOs at their discretion. 

5.103 Definition 

For purposes of this Rule: 

1. "Accountable Care Organization" and "ACO" mean an organization of ACO Participants 
that has a formal legal structure, is identified by a federal Taxpayer Identification 
Number, and agrees to be accountable for the quality, cost, and overall care of the 
patients assigned to it. 

2. "ACO Participant" and "Participant" mean a Health Care Provider that has, through a 
formal, written document, agreed to participate in a Payer program with the ACO and 
collaborate on one or more ACO programs designed to improve Quality of Care and 
patient experience, and manage costs. 

3. "ACO Provider" means an individual or entity that bills for services under the billing 
number of an ACO Participant. 



4. "Applicant' means an ACO that has submitted an application to the Board for 
certification pursuant to section 5.301 of this Rule. 

5. "At-Risk Enrollee" means an Enrollee identified (e.g., through a validated risk 
adjustment methodology or an analysis of utilization data) as having a significant 
burden of illness and being someone for whom considerable future health care 
expenditures are highly likely. 

6. "Benchmark" means aPayer-specific financial target against which expenditures 
for Enrollees will be assessed. Payer-specific Shared Savings and Shared Losses 
for an ACO will be determined based on this assessment. 

7. "Benefit Enhancement Waiver" means authority or approval granted by the 
Centers for Medicare & Medicaid Services (CMS) under federal law, including 
but not limited to Section 1115 and Section 1115A of the Social Security Act, or 
approval by a commercial insurer, self-funded employer health plan, or the 
Vermont Department of Financial Regulation, that permits the provision of 
services, benefits, or flexibilities not otherwise available under the standard 
Medicare, Medicaid, or commercial benefit design. 

8. "Board" means the Green Mountain Care Board established in Title 18, chapter 
220 of the Vermont Statutes Annotated, and any designee of the Board. 

"Budget Benchmark" means indicators the Board may set in budget review to be 
used by ACOs in developing and preparing proposed budgets. 

10. "Budget Year" means the twelve-month period beginning on January 1 and 
ending on December 31. 

11. "CMS" means the Centers for Medicare and Medicaid Services, an agency within 
the United States Department of Health and Human Services. 

12. "Contracted Services" means the services for which an ACO is financially 
responsible, as defined by the terms of its contract with a Payer. 

13. "DVHA" means the Department of Vermont Health Access, a department 
within the Vermont Agency of Human Services. 

14. "Enrollee" means an individual covered by a Payer holding a contract with an 
ACO for whom the ACO has, based on acontractually-defined attribution 
methodology, assumed responsibility for managing cost and Quality of Care. 

15. "Health Care Provider" and "Provider" mean a person, partnership, corporation, 
unincorporated association, or other legal entity, including a health care facility, 
that is licensed, certified, or otherwise authorized by law to provide Health Care 
Services in Vermont to an individual during that individual's medical care, 
treatment, or confinement. 
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16. "Health Care Services" has the same meaning as "health service" in 18 V.S.A. § 9373. 

17. "HIPAA" means the Health Insurance Portability and Accountability Act of 
1996 and its associated rules and regulations, including the Standards for the 
Privacy of Individually Identifiable Health Information ("Privacy Rule") and 
the Security Standards ("Security Rule") at 45 C.F.R. Parts 160 and 164. 

18. "NCQA" means the National Committee for Quality Assurance. 

19. "Office of the Health Care Advocate" means the Office established by Title 18, 
chapter 229 of the Vermont Statutes Annotated. 

20. "Operate in Vermont" means to contract with one or more Vermont providers and 
have more than 50 Vermont residents attributed through Vermont providers. 

21. "Payer" means athird-party health care payer, including, to the extent permitted 
under federal law, any (a) publicly funded health care benefit plan; (b) health 
insurance company, health maintenance organization, or nonprofit hospital or 
medical service corporation; (c) employer or employee organization that offers a 
"group health plan" as defined by the federal Employee Retirement and Income 
Security Act; or (d) administrator for one of the above. 

22. "Primary Care Provider" means a Provider who, within that Provider's scope of 
practice, principally provides Primary Care Services. 

23. "Primary Care Services" are Health Care Services furnished by Providers 
specifically trained for and skilled in first-contact and continuing care for persons 
with signs, symptoms, or health concerns, not limited by problem origin 
(biological, behavioral or social), organ system, or diagnosis. Primary Care 
Services include health promotion, disease prevention, health maintenance, 
counseling, patient education, self-management support, care planning, and the 
diagnosis and treatment of acute and chronic illnesses in a variety of health care 
settings. 

24. "Quality Evaluation and Improvement Program" means a set of policies, 
procedures, and activities designed to improve the Quality of Care and the quality 
of the ACO's services to Enrollees and Participants by assessing the Quality of 
Care or service against a set of established standards and taking action to improve 
it. 

25. "Quality of Care" means the degree to which services for individuals and 
populations increase the likelihood of desired health outcomes, decrease the 
probability of undesired health outcomes, and are consistent with current 
professional knowledge or, where available, clinical best practices. 

26. "Shared Loss" means the monetary amount owed to a Payer by an ACO as 
determined by comparing the ACO's expenditures for Enrollees against the 
Benchmark for that Payer and accounting for the ACO's performance against any 



quality measures. 

27. "Shared Savings" means the monetary amount owed to an ACO by a Payer as 
determined by comparing the ACO's expenditures for Enrollees against the 
Benchmark for that Payer and accounting for the ACO's performance against any 
quality measures. 

28. "Vermont Commercial Insurer" means any entity that finances or administers 
private health benefit coverage for Vermont residents, whether through a fully 
insured health insurance product regulated by the Department of Financial 
Regulation or through aself-funded employer health benefit plan. The term does 
not include Medicare or Medicaid programs. 

29. "Vermont Medicaid" means the program of medical assistance benefits established 
under Title XIX of the Social Security Act, as amended, including any 
demonstration waivers approved by the Centers for Medicare and Medicaid 
Services, and administered by the DVHA within the Agency of Human Services. 

5.104 Applicability 

Starting January 1, 2027, an ACO must be certified by the Board to operate in Vermont. 
All ACOs wishing to operate in Vermont are subject to the certification requirements, 
certification procedures, and monitoring and enforcement procedures outlined below. An 
ACO is subject to the Board's budget review authority at Rule 5.400 if it contracts with 
Vermont Medicaid, a Vermont Commercial Insurer, or both, on behalf of attributed lives in 
Vermont. These ACOs are subject to additional certification requirements and procedures 
as identified throughout Rule 5.200 and Rule 5.300. 

5.105 Filing 

Unless otherwise specified in this Rule, all documents submitted to or filed with the Board 
under this Rule must be transmitted electronically, pursuant to Board instructions and 
processes, except where doing so would cause undue hardship to the person submitting or 
filing the document or where the document cannot readily be converted to electronic form. 
Each document submitted to or filed with the Board under this Rule must be copied to the 
Office of the Health Care Advocate. 

5.106 Confidentiality 

(a) For purposes of this section, "materials" means written or recorded information, 
regardless of physical form or characteristics. 

(b) The Board will make all materials provided to it under this Rule that are not 
confidential available to persons upon request, consistent with the Vermont Public 
Records Act. 

(c) If an ACO believes that materials provided to the Board under this Rule are exempt 
from public inspection and copying under Vermont's Public Records Act, the ACO must 
submit to the Board a written request that the Board treat certain materials as confidential. 
A request for confidential treatment must be included with the materials filed with the 



Board and include the following: 

1. a cover letter that supports the claim and which includes references to the 
applicable provisions of 1 V.S.A. § 317(c) and other law; 

2. one copy of the materials, marked as confidential, with highlighted text marking 
any portion that the ACO proposes to keep confidential; and 

3. one copy of the materials, marked as redacted, with redactions applied to any 
portion that the ACO proposes to keep confidential. 

(d) An ACO requesting confidential treatment bears the burden of establishing that 
the materials are exempt from public inspection and copying. 

(e) The Board will issue a written decision on the request. The Board's decision to grant 
or deny a request for confidential treatment will be based on the Board's determination as 
to whether the information identified in the request meets the statutory requirements. The 
Board will send a copy of its decision to the ACO and the Office of the Health Care 
Advocate. Pending a final decision by the Board, the materials identified in the request 
will be treated as confidential and will not be made available for public inspection and 
copying. 

( fl If the Board grants in full or in part a request for confidential treatment under this 
section, the Board will not make the confidential materials available for public inspection 
and copying and will omit references to the materials in the records of any public 
deliberations. 

(g) Notwithstanding anything to the contrary in this section, the Board may disclose 
confidential and non-confidential materials provided to it under this Rule to the Office of 
the Health Care Advocate, the State Auditor's Office, and other state or federal agencies, 
departments, offices, boards, or commissions, subject to any confidentiality order, 
confidentiality agreement, or other protections deemed appropriate by the Board. 

5.107 Time 

In computing any time period established or allowed by this Rule or by order of the Board 
or its Chair, the day of the act or event from which the designated time period begins to 
run shall not be included, nor shall weekends or federal or state holidays be included in 
the calculation if the last day in the time period falls on such weekend or holiday. 

5.200 ACO Certification Requirements 

5.201 Legal Entity 

(a) An ACO must be a legal entity that is identified by a unique Taxpayer Identification 
Number and authorized to conduct business in Vermont for purposes of complying with 
this Rule and performing ACO activities. 

(b) An ACO formed by two or more ACO Participants, each of which is identified by a 
unique Taxpayer Identification Number, must be formed as a legal entity separate from 
any of its ACO Participants. 



5.202 Governing Body 

(a) An ACO must maintain an identifiable governing body that: 

1. is the same as the governing body of the legal entity that is the ACO; 

2. is separate and unique to the ACO and not the same as the governing body of any 
ACO Participant, except where the ACO is formed by a single ACO Participant; 

3. has sole and exclusive authority to execute the functions of the ACO and to 
make final decisions on behalf of the ACO; and 

4. has ultimate authority and responsibility for the oversight and strategic direction 
of the ACO and for holding management accountable for the ACO's activities. 

(b) An ACO must have a governance structure that reasonably and equitably represents 
ACO Participants, including a governing body over which at least seventy-five percent 
(75%) control is held by ACO Participants or representatives of ACO Participants. An 
ACO's governing body must also include the following Enrollee members, whose 
positions may not be filled by the same person: 

at least one Enrollee member who is a Medicare beneficiary if the ACO 
contracts with Medicare; 

2. at least one Enrollee member who is a Vermont Medicaid beneficiary if the 
ACO contracts with Vermont Medicaid; and 

3. for each Vermont Commercial Insurer the ACO contracts with that has a Vermont 
market share of greater than five percent (5%), at least one Enrollee member who 
is a beneficiary of that commercial insurer. 

Notwithstanding subdivisions 1 through 3 above, an ACO's governing body must have 
at least one Enrollee member, regardless of the number of Payers the ACO contracts 
with. 

(c) For subdivision 2 and 3 above, an ACO must consult with local advocacy groups (e.g., 
the Office of the Health Care Advocate) and Provider organizations when recruiting 
Enrollee members of its governing body. An ACO must make a good faith attempt to 
recruit and select Enrollee members who are representative of the diversity of consumers 
served by the ACO, taking into account demographic and non-demographic factors, 
including gender, race, ethnicity, socioeconomic status, geographic region, medical 
diagnoses, and services utilized. Each Enrollee member must have experience or training 
advocating for consumers on health care issues or be provided training on the subject. No 
Enrollee member may be an ACO Provider, an employee of an ACO Provider, or an 
owner of an ACO Provider. In addition, no Enrollee member may have an immediate 
family member who is an ACO Provider, an employee of an ACO Provider, or an owner 
of an ACO Provider. 

(d) An ACO must, on an ongoing basis, assist the Enrollee members of its governing 



body in understanding the processes, purposes, and structures of the ACO, as well as 
specific issues under consideration by the governing body. 

(e) An ACO contracting with the Vermont Medicaid program must have a transparent governing 
process that includes: 

1. posting the names of each governing body member on the ACO's website; 

2. holding public meetings of the ACO's governing body in accordance with 18 
V.S.A. § 9572(a), (b), and (e); 

3. making the governing body's meeting schedule available to the public in 
accordance with 18 V.S.A. § 9572(c); 

4. making recordings or minutes of governing body meetings available to the 
public in accordance with 18 V.S.A. § 9572(d); 

5. providing a publicly accessible mechanism for explaining how the ACO works, 
including by posting on the ACO's website. 

( fl An ACO must have a conflict of interest policy that applies to members of the 
ACO's governing body and that: 

1. imposes on each member of the governing body a continuing duty to disclose 
relevant financial interests, including relevant financial interests of immediate 
family members; 

2. provides a procedure to determine whether a conflict of interest exists, including 
a conflict of interest arising from the financial interests of an immediate family 
member, and sets forth a process to address any conflicts that arise; and 

3. addresses remedial action for members of the governing body that fail to comply 
with the policy. 

5.203 Leadership and Management 

(a) An ACO must have a leadership and management structure that aligns with and 
supports the ACO's efforts to improve Quality of Care, improve population health, and 
reduce the rate of growth in health care expenditures. 

(b) An ACO's operations must be managed by an executive officer, manager, general 
partner, or similar party whose appointment and removal are under the control of the 
ACO's governing body and whose leadership team has demonstrated the ability to 
facilitate improvements in clinical practice that will lead to greater efficiencies and 
improved health outcomes. 

(c) An ACO's clinical management and oversight activities must be managed by a 
clinical director who is: 

1. part of the ACO's senior management team; and 
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2. aboard-certified physician actively licensed to practice medicine. 

(d) An ACO must have a compliance plan that is updated periodically to reflect changes in 
applicable laws, regulations, and guidance, and that includes at least the following elements: 

1. An independent compliance officer who: 

A. is neither legal counsel to the ACO nor subordinate to legal counsel to the ACO; 

B. reports directly to the ACO's governing body; and 

C. is responsible for developing and implementing policies, procedures, and 
standards of conduct designed to ensure the ACO's compliance with all 
applicable laws, regulations, and guidance; 

2. Mechanisms for identifying, investigating, and addressing compliance problems 
related to the ACO's operations and performance, including mechanisms for 
internal monitoring and auditing of compliance risks; 

3. A method for anonymously reporting compliance concerns to the compliance officer; 

4. Compliance training for the ACO, ACO Participants, and ACO Providers; and 

5. For an ACO that contracts with Vermont Medicaid, a requirement to report 
probable violations of law to the Medicaid Fraud Unit of the Vermont 
Attorney General's Office and concurrently to any other appropriate 
governmental agency or official, and identification of the individual or 
individuals responsible for making such reports. 

5.204 Solvency and Financial Stability 

(a) An ACO must conduct ongoing assessments of its legal and financial 
vulnerabilities and have a process for reporting the results of these assessments to the 
ACO's governing body. 

(b) An ACO must ensure that it maintains at all times an adequate level of financial 
stability and solvency. 

5.205 Provider Network 

(a) An ACO must execute written agreements with Participants who agree to adhere to 
the policies of the ACO. The written agreements between an ACO and its Participants 
must permit the ACO to take remedial actions to address Participants' noncompliance 
with the ACO's policies, procedures, and standards of conduct, as well as applicable 
laws and regulations. 

(b) An ACO must have appropriate mechanisms and criteria for accepting Providers to 
be Participants. An ACO's Participant selection mechanisms and criteria may not 
unreasonably discriminate against Providers by, for example, excluding Providers 
because they: 
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1. treat or specialize in treating At-Risk Enrollees; 

2. provide ahigher-than-average level of uncompensated care; or 

3. treat a higher proportion of Medicaid or Medicare beneficiaries than the ACO prefers. 

(c) Nothing in this section shall be construed to prohibit an ACO from declining to select 
a Provider to be a Participant, or from terminating or failing to renew the contract of a 
Participant, based on the Provider's failure to adhere to other legitimate selection criteria 
established by the ACO or the Participant's failure to conform to or comply with the 
ACO's established policies, procedures, or standards of conduct. 

(d) An ACO contracting with Vermont Medicaid or a Vermont Commercial Insurer must 
establish an appeal process through which a Provider who is denied participation in the 
ACO, and a Participant whose contract has been terminated or not renewed by the ACO, 
may obtain a review of those decisions. The ACO's appeal process must require the ACO 
to give the Provider or Participant a written statement of the reasons for the ACO's 
decision. The ACO's appeal process must also include reasonable time limits for taking 
and resolving appeals and provide a reasonable opportunity for Providers and Participants 
to respond to the ACO's statement of the reasons supporting its decision. An ACO must 
communicate the requirements of its appeal process to Providers who have been denied 
participation in the ACO and Participants whose contracts have been terminated or not 
renewed by the ACO. 

5.206 Quality Evaluation and Improvement 

(a) An ACO must develop and implement a Quality Evaluation and Improvement 
Program that is actively supervised by the ACO's clinical director or designee and that 
includes organizational arrangements and ongoing procedures for the identification, 
evaluation, resolution, and follow-up of potential and actual problems in health care 
administration and delivery, as well as opportunities for improvement. 

(b) The ACO's Quality Evaluation and Improvement Program must regularly evaluate 
the care delivered to Enrollees against defined measures and standards regarding access 
to care, Quality of Care, Enrollee and caregiver/family experience, utilization, and cost, 
for the overall Enrollee population and for key subpopulations (e.g., medically or socially 
high-needs individuals or vulnerable populations). The ACO must, to the extent possible, 
align its quality standards and measures with those established by state and national 
entities. 

(c) An ACO must utilize ACO- and Participant-level performance evaluations to provide 
feedback to Participants and to maintain or improve access to care and Quality of Care 
for Enrollees. 

(d) An ACO must promote evidence-based medicine, for example by requiring 
Participants to observe applicable professional standards, facilitating the dissemination of 
guidelines or best practices to Participants, and organizing or supporting educational 
programs for Participants. If requested by the Board, an ACO must describe for the Board 
its efforts to promote evidence-based medicine and provide the Board with any guidelines 
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or best practices disseminated by the ACO. An ACO must also, upon the request of an 
Enrollee, provide the Enrollee with its guidelines or best practices, unless prohibited 
under federal law or regulation or contractual arrangement. 

5.207 Patient Protections and Support 

(a) An ACO may not interfere with Enrollees' freedom to select their own Health Care 
Providers, consistent with their health plan benefit, regardless of whether the Providers are 
ACO Participants. An ACO may not provide incentives to restrict access to Health Care 
Services solely on the basis of cost. 

(b) An ACO may not reduce or limit the services covered by an Enrollee's health plan. An 
ACO may not offer an inducement to a Provider to forego providing medically necessary 
Health Care Services to an Enrollee or referring an Enrollee to such services. 

(c) An ACO may not increase an Enrollee's cost sharing under the Enrollee's health plan. 

(d) An ACO must ensure that no Enrollee or person acting on behalf of an Enrollee is 
billed, charged, or held liable for Contracted Services provided to the Enrollee which the 
ACO does not pay the Provider for, or for the ACO's debts or the debts of any 
subcontractor of the ACO in the event of the entity's insolvency. Nothing in this 
subsection shall prohibit a Provider from collecting coinsurance, deductibles, or copays, if 
specifically allowed by the Provider's agreement with a Payer. 

(e) An ACO may not prohibit any individual or organization from, or penalize any 
individual or organization for, reporting any act or practice of the ACO that the individual 
or organization reasonably believes could jeopardize patient health or welfare, or for 
participating in any proceeding arising from such report. 

( fl An ACO may not prohibit a Participant from, or penalize a Participant for: 

1. providing information to Enrollees about their health or decisions regarding their 
health, including the treatment options available to them; or 

2. advocating on behalf of an Enrollee, including within any utilization review, 
grievance, or appeal processes. 

(g) An ACO contracting with Vermont Medicaid or a Vermont Commercial Insurer must 
maintain a consumer telephone line for receiving complaints and grievances from 
Enrollees. An ACO must post the number for this line on its public website together with 
contact information for the Office of the Health Care Advocate. If an ACO cannot resolve 
an Enrollee's complaint, it must provide the Enrollee with contact information for the 
Office of the Health Care Advocate and, if appropriate given the nature of the complaint, 
the appropriate Payer's member services line. 

(h) In consultation with the Office of the Health Care Advocate, an ACO contracting with 
Vermont Medicaid or a Vermont Commercial Insurer must establish and maintain a 
process that provides Enrollees with a reasonable opportunity for a full and fair review of 
complaints and grievances regarding the ACO's activities, including complaints and 
grievances regarding the quality of care or services received and, for those ACOs that 

12 



reimburse Providers, the handling of or reimbursement for such services. The Enrollee 
complaint and grievance process must be culturally and linguistically sensitive and capable 
of identifying, preventing, and resolving cross-cultural conflicts or complaints by 
Enrollees. An ACO must respond to, and make best efforts to resolve, complaints and 
grievances in a timely manner, including by providing assistance to Enrollees in 
identifying appropriate rights under their health plan. An ACO must maintain accurate 
records of all grievances and complaints it receives, including, at a minimum: 

1. the detailed reason for and nature of the grievance or complaint; 

2. the date the grievance or complaint was received by the ACO; 

3. the date the grievance or complaint was reviewed and the individual or 
individuals that reviewed the grievance or complaint; 

4. the manner in which the grievance or complaint was resolved; 

5. the date the grievance or complaint was resolved; and 

6. copies of all communications between the ACO and the Enrollee or the 
Enrollee's representative regarding the grievance or complaint. 

(i) An ACO must provide complaint and grievance information to the Board and to the 
Office of the Health Care Advocate at times and in a manner specified by the Board under 
section 5.401 of this Rule, but in no event less than twice per year. An ACO must ensure 
that such information is deidentified in accordance with 45 C.F.R. § 164.514. 

(j) An ACO must provide new Enrollees with a written, plain language notice that they 
are attributed to the ACO. This requirement does not apply with respect to Enrollees 
attributed to an ACO under a Medicare ACO program or to Enrollees who will be notified 
by a Payer that they are attributed to the ACO. 

5.208 Provider Payment 

(a) If an ACO will be responsible for reimbursing Participants for delivering Health Care 
Services, the ACO, or any contractor performing this function on the ACO's behalf, must 
maintain the required functionality for, and demonstrated proficiency in, administering 
payments on behalf of Enrollees. 

(b) An ACO contracting with Vermont Medicaid or a Vermont Commercial Insurer 
must establish and maintain an appeals process that provides Participants with a 
reasonable opportunity for a full and fair review of complaints regarding payments 
from the ACO, including reimbursements for delivering Health Care Services. 

5.209 Health Information Technology 

(a) Data Collection and Integration. Recognizing the critical role of information 
technology to an ACO's effectiveness and also recognizing the burden associated with 
inputting and accessing data, an ACO must, to the best of its ability, with the health 
information infrastructure available, and with the explicit consent of Enrollees (unless 

13 



otherwise permitted by law), use and/or support its Participants in using an electronic 
system that meets the requirements of a Certified Electronic Health Record Technology 
(CEHRT). 

(b) Data Analytics. 

1. An ACO must apply health information technology to consolidate, 
standardize, and analyze the data collected from Participants. 

2. An ACO must have in place information systems to measure care process 
improvements, quality improvements, and costs of care, including the ability to 
retrieve information about Participant performance. 

3. The financial data systems of arisk-bearing ACO must be sufficient for assessing 
and managing financial risk and be integrated with clinical data systems. 

5.210 Public Reporting and Transparency 

(a) An ACO contracting with Vermont Medicaid, a Vermont commercial insurer, or both, must 
report on a publicly accessible website maintained by the ACO the following: 

1. Organizational information, including: 

A. the name and location of the ACO; 

B. the primary contact information for the ACO; 

C. the identity of each ACO Participant; 

D. each joint venture between or among the ACO and any of its Participants; and 

E. the identity of the ACO's key clinical and administrative leaders. 

2. Information on Shared Savings and Shared Losses, broken down by line of 
business, including: 

A. the amount of Shared Savings or Shared Losses for any performance year; 

B. the proportion of savings distributed to ACO Participants and the 
bases for determining how the savings were distributed. 

3. The ACO's performance on quality measures as specified by the Board. 

5.300 Certification Procedures 

5.301 Application for Certification 

(a) An ACO that wishes to operate in Vermont must submit an Application for 
Certification, in a format prescribed by the Board, by October 1 of the year preceding 
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its planned operation in Vermont. 

(b) An ACO must include with its application a filing fee, paid to the Green Mountain 
Care Board, consistent with 18 V.S.A. § 9382(g)(1). 

(c) An ACO executive (e.g., chief executive officer or president) with authority to 
legally bind the ACO must sign the application on behalf of the ACO and verify under 
oath that the information contained in the application is accurate, complete, and truthful 
to the best of his or her knowledge, information, and belief. 

(d) An ACO must provide as part of its application: 

1. the names and addresses of the Applicant's actual or expected Vermont Participants and a 
description of the services provided or expected to be provided by each and the Payer 
programs they will be participating in; 

2. any pretermination notices) received from CMS in the prior three budget years, 
including but not limited to a warning regarding noncompliance with program 
requirements, a request for a corrective action plan, or a notice of a special monitoring 
plan; 

evidence that the Applicant satisfies the requirements of 18 V.S.A. § 9382(a) and 
sections 5.201 - 5.210 of this Rule, examples of which may include: 

A. copies of the bylaws, operating agreement, and other authoritative 
documents that regulate the internal affairs of the Applicant; 

B. a list of the Applicant's governing body members that identifies which 
members are Enrollee members, which members represent Participants, and, 
for those members that represent Participants, which Participants they 
represent. This information may be submitted before November 1 if the 
ACO's governing body membership has not been finalized by the date of 
application. 

C. a description of, or documents sufficient to describe, how the ACO 
identifies, nominates, and elects members to its governing body; 

D. a copy of the conflict of interest policy that applies to members of the 
Applicant's governing body; 

E. a description of, or documents sufficient to describe, the mechanisms the 
Applicant utilizes or will utilize to assess its legal and financial 
vulnerabilities and report the results of these assessments to the Applicant's 
governing body; 

F. the Applicant's Participant selection criteria and a description of how these 
criteria relate to the needs of the Applicant's patient population; 

G. for an ACO contracting with Vermont Medicaid or a Vermont Commercial 
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Insurer, a description of, or documents sufficient to describe, the Provider 
appeals processes required by sections 5.205(d) and 5.208(b) of this Rule; 

H. illustrative copies of the Applicant's agreements with Participants; 

I. written descriptions of, or documents sufficient to describe, the Applicant's: 

i. population health management and care coordination program; 

ii. use of benefit enhancement waivers; 

iii. quality evaluation and improvement program, including the measures 
and standards the Applicant will utilize to measure the Quality of Care 
delivered to Enrollees; 

iv. enrollee grievance and complaint process; 

v. compliance plan; 

vi. plans for aligning Participant payment and compensation and other 
mechanisms utilized to influence Participants' performance with the 
ACO's performance incentives and for distributing shared savings; 
and 

vii. health information technology systems and how these systems are 
used by the Applicant, for example, to coordinate Enrollees' care and 
measure Participants' performance; 

J. a certification that the ACO will comply with all applicable patient 
protections set forth in section 5.207 of this Rule; 

K. any request for deeming under section 5.302 of this Rule; 

L. any request for confidential treatment of application materials under section 
5.106 of this Rule; and 

M. any other documents or materials requested by the Board for the purpose of 
reviewing the application. 

(e) An application must conform to any guidance or bulletins issued by the Board 
regarding the certification requirements in sections 5.201 through 5.210 of this Rule. 

( fl Within thirty (30) days of receiving an application, the Board will review the 
application and notify the Applicant in writing whether the application is complete or 
additional information is needed. If the Board notifies an Applicant that it must submit 
additional information in connection with its application, the Board will specify the 
deadline for submitting the additional information. The Board's decision to request 
additional information or allow an Applicant to amend a deficient or incomplete 
application is discretionary. It is the Applicant's burden to establish that it is eligible for 
certification. 
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5.302 Deeming 

(a) The Board may, in its discretion, deem any requirement of 18 V.S.A. § 9382 or this 
Rule satisfied based on the determination of an accrediting entity (e.g., NCQA) or a state 
or federal agency (e.g., CMS) that the Applicant satisfies substantially equivalent 
standards. 

(b) An Applicant must make a written request for deeming to the Board as part 
of its application. The ACO's request must: 

1. specifically identify each of the requirements the Applicant wishes to be deemed; 

2. specifically identify the standards of the accrediting entity or state or federal 
agency that the Applicant considers to be substantially equivalent to each 
requirement specified in subdivision 1 of this subsection; 

3. identify the entity that determined the Applicant met the standards specified in 
subdivision 2 of this subsection and provide documentation of the 
determination; and 

4. identify the date the entity made the determination specified in subdivision 3 of 
this subsection and describe any relevant changes that have occurred since the 
determination was made. 

(c) An Applicant that makes a request under subsection (b) of this section must 
cooperate with the Board in obtaining any other information the Board may require in its 
consideration of the request. The Board may deny the request of an Applicant that fails 
to completely and timely supply any materials required by the Board in its consideration 
of the request. 

5.303 Review of Applications; Decisions 

(a) An Applicant bears the burden of establishing that its application should be granted. 

(b) Failure by an Applicant to provide the Board with complete, accurate, and 
timely information during the Board's review process may result in rejection of 
an application. 

(c) The Board must evaluate an application and, no later than December 31St of the year 
the application was submitted, either approve, provisionally approve with conditions, or 
deny the application based on the Board's determination of whether the Applicant 
satisfies the requirements of 18 V.S.A. § 9382 and this Rule. The review period may be 
extended with the consent of the Applicant or for good cause. 

(d) If the Board approves or provisionally approves an application with conditions, the 
legal entity described in section 5.201 of this Rule will be eligible to receive payments 
from Medicaid or a commercial insurer as specified in the application and subject to 18 
V.S.A. § 9382(b). 

(e) An ACO may seek relief from any condition imposed as part of a provisional 
certification by filing a written request to the Board. Within sixty (60) days of receiving a 
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request for relief from a condition, the Board will issue a written decision on the request. 
Failure of an ACO to conform to a condition within any timeframe established by the 
Board will result in a denial of the ACO's application. 

( fl The following will be considered final actions or orders of the Board, which maybe 
appealed under 18 V.S.A. § 9381: 

1. the denial of an application for certification; 

2. the provisional approval of an application for certification with conditions; and 

3. the denial of a request for relief from a condition imposed by the Board as 
part of a provisional certification. 

5.304 Application Record 

(a) The Board must consider each application based on the materials included in the 
record, as designated and maintained by the Board. The record includes: 

1. all materials submitted by the Applicant in connection with the application, 
including the application and any attachments thereto, as well as any other 
materials submitted by the Applicant at the Board's request; 

2. all written communications between the Board and the Applicant relating 
to the application; 

3. any other materials relied upon by the Board in rendering its decision on the application; 

4. the Board's final, written decision on the application; and 

5. all materials submitted subsequent to the Board's decision that relate to the 
application, including any implementation reports required in connection with a 
provisional certification. 

(b) Materials included in the record are public records pursuant to 1 V.S.A. § 317. 

5.305 Annual Eligibility Verifications 

(a) An ACO must annually submit to the Board by September 1 an eligibility verification which: 

verifies that the ACO continues to meet the requirements of the 18 V.S.A 
9382 and this Rule; 

2. describes in detail any material changes to the ACO's policies, procedures, 
programs, organizational structures, provider network, health information 
infrastructure, or other matters addressed in sections 5.201 through 5.210 of this 
Rule that the ACO has not already reported to the Board; and 

3. includes with its eligibility verification a filing fee, paid to the Green Mountain 
Care Board, consistent with 18 V.S.A. § 9382(g)(2). 

(b) The eligibility verification must be signed by an ACO executive with authority to 
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legally bind the ACO, who must verify under oath that the information contained therein 
is accurate, complete, and truthful to the best of his or her knowledge, information, and 
belief. 

(c) Within thirty (30) days of receiving an eligibility verification, the Board will notify the 
ACO in writing if additional information is needed to review the ACO's continued 
eligibility for certification. An ACO's certification remains valid while the Board's review 
process is pending. 

5.400 Review of ACO Budgets and Paver Programs 

5.401 Uniform Formats for Data Filings 

An ACO must use the methods, formats, charts, and forms set forth in the annual reporting 
manual and budget guidance to report its budget and program-related data and information to the 
Board. The Board shall provide the manual to ACOs by March 1 and budget guidance by July 1 
of each year. 

5.402 Establishing Budget benchmarks 

The Board may establish budget benchmarks for any indicators to be used by ACOs in 
developing and preparing their proposed budgets. The Board will meet with ACOs and the 
Office of the Health Care Advocate to obtain input prior to establishing budget benchmarks. The 
established budget benchmarks will be included in the annual reporting and budget review 
manual and will assist the Board in determining whether to approve or modify an ACO's 
proposed budget. 

5.403 ACO Duties and Obligations 

(a) On or before October 1 of each year, an ACO must file the information set forth in this 
section with the Board in a manner specified in the budget guidance. The Board may establish 
later deadlines for submitting certain information in the budget guidance. The ACO must submit: 

1. documentation reflecting the ACO's use of Medicaid and commercial insurer funds to 
enhance and expedite Vermont's health care system transformation efforts, including but 
not limited to efforts to reform health care following the principles for health care reform, 
defined at 18 V.S.A. § 9371, and efforts to implement Vermont's Statewide Health Care 
Delivery Strategic Plan, once established, defined at 18 V.S.A. § 9403; 

2. information on the ACO's efforts to prevent duplication of services being provided 
effectively and efficiently by existing community-based providers in the same geographic 
area; 

3. the ACO's proposed budget for the next Budget Year, including detailed information on 
the ACO's expected expenditures, costs of operation, and revenues; 
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4. other financial information, which may include information on the ACO's reserves, 
assets, liabilities, fund balances, other income, short- and long-term investments, rates, 
charges, units of service, and administrative costs, including wage and salary data; 

5. financial and quality performance results under Payer contracts; 

6. the ACO's use of a consumer advisory board and other mechanisms for inviting and 
considering consumer input; 

7. information regarding the ACO's Provider payment strategies and methodologies; 

8. information regarding each contract the ACO plans to execute with a Payer covering any 
portion of the next Budget Year (e.g., information on attribution, the scope of Contracted 
Services, payment rates and mechanisms, quality measures, and risk arrangements); 

9. any reports from professional review organizations or Payers; 

10. information on the extent to which the ACO provides incentives for systemic health care 
investments to strengthen primary care, including strategies for recruiting additional 
primary care providers, providing resources to expand capacity in existing primary care 
practices, and reducing the administrative burden of reporting requirements for providers 
while balancing the need to have sufficient measures to evaluate adequately the quality of 
and access to care; 

11. should the ACO wish to bear risk during the next Budget Year, a full risk mitigation plan 
describing how the ACO would cover the losses it could incur under the Risk Cap (e.g., 
through reserves, collateral, or other liquid security; risk transfers to ACO Participants; or 
reinsurance, withholds, or other risk management mechanisms); 

12. each risk-bearing ACO that contracts with Vermont Medicaid or a Vermont Commercial 
Insurer must submit quarterly financial reports or statements to the Board in a form or 
format specified by the Board to enable the Board to monitor the ACO's financial 
stability and solvency; and 

13. such other information as the Board may require. 

5.404 Public Hearing 

(a) The Board shall meet with the ACO to review and discuss the ACO's proposed budget and 
the elements of its Payer programs. The Board shall hold one or more public hearings 
concerning a proposed budget submitted by an ACO, except that the Board may decline to hold a 
hearing concerning a proposed budget submitted by an ACO that will not be assuming risk 
during the next Budget Year. At a public hearing convened by the Board concerning an ACO's 
proposed budget, the Board may require ACO representatives to provide testimony and respond 
to questions raised by the Board or the public. 
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(b) The Office of the Health Care Advocate has the right to receive copies of all materials 
submitted by an ACO under section 5.403 of this Rule and shall protect such information in 
conformity with any confidentiality orders or other protections that the Board may require. The 
Office of the Health Care Advocate may: 

1. ask questions of Board employees related to the Board's review of an ACO's 
proposed budget; 

2. submit written questions to the Board that the Board will ask of the ACO in advance 
of any hearing held under subsection (a) of this section; 

3. submit written comments for the Board's consideration; and 

4. ask questions and provide testimony in any hearing held under subsection (a) of this 
section. 

5.405 Review Process 

(a) The ACO shall have the burden of justifying its proposed budget to the Board. 

(b) In deciding whether to approve or modify the proposed budget of an ACO contracting with 
Vermont Medicaid, a Vermont commercial insurer, or both, the Board will take into 
consideration: 

1. any budget benchmarks established under section 5.402 of this Rule; 

2. the criteria listed in 18 V.S.A. § 9382(b); and 

3. any other issues at the discretion of the Board. 

5.406 Establishment of ACO Budgets; Decisions 

The Board will issue a written decision establishing each ACO's budget for the Budget Year by 
December 31st of the year the budget was submitted. The decision of the Board is a final action 
or order, which may be appealed pursuant to 18 V.S.A. § 9381. 

5.407 Budget Performance Review and Adjustment 

(a) The Board may conduct an independent review of an ACO's performance under an 
established budget at any time. Such a review need not be limited to financial performance and 
may cover any matter approved by the Board as part of the ACO's budget. The Board may 
request, and an ACO must provide, information determined by the Board to be necessary to 
conduct the review. If, after conducting a review, the Board determines that an ACO's 
performance has varied substantially from its budget, the Board shall provide written notice to 
the ACO. The notice shall set forth the results of the Board's review, as well as a description of 
the facts the Board considered. 
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(b) After determining that an ACO's performance has varied substantially from its budget, and 
upon application of the ACO, the Board may adjust the ACO's budget. In considering an 
adjustment of an ACO's budget, the Board will consider the financial condition of the ACO and 
any other factors it deems appropriate. 

(c) The Board may take any and all actions within its power to compel compliance with an 
established budget. 

5.500 Monitoring and Enforcement 

5.501 Reporting and Recordkeeping Requirements 

(a) An ACO must completely, timely, and accurately report to the Board all data and 
analyses specified by the Board regarding the activities of the ACO, ACO Participants, 
ACO Providers, and any other individuals or entities performing functions or services 
related to ACO activities. Subjects on which the Board may require an ACO to report 
include Quality of Care; access to care; cost; attribution; utilization; population health 
management and care coordination processes, capabilities, activities, and results; patient 
experience; complaints, grievances, and appeals; Provider payments and incentives; 
solvency; and financial performance. An ACO must, if necessary, require ACO 
Participants to cooperate in preparing and submitting any required reports to the Board. 

(b) An ACO must, upon request, assist the Board in defining data elements, reporting 
formats, and other reporting requirements. 

(c) In addition to the reports an ACO may be required to submit to the Board under 
subsection (a) of this section, an ACO must report the following to the Board within 
fifteen (15) days of their occurrence: 

1. changes to the ACO's bylaws, operating agreement, or similar documents; 

2. changes to the ACO's provider selection criteria; 

3. changes to the ACO's Vermont provider network; 

4. for ACOs contracting with Medicaid or commercial insurers, changes to the ACO's Enrollee 
grievance and complaint process; 

5. any notice to or discussion within the ACO's governing body of the ACO's 

potential dissolution or bankruptcy, the potential termination of a Payer program, 

or a potential new Payer program; and 

6. any pretermination notices) received from CMS including but not limited to a warning 
regarding noncompliance with program requirements, a request for a corrective action plan, 
or a notice of a special monitoring plan. 
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(d) An ACO must maintain all records, including books, contracts, software systems, and 
other information, relating to: 

1. information the ACO provides to the Board; 

2. utilization and costs; and 

3. quality performance measures, shared savings distributions, and other 
financial arrangements. 

An ACO must maintain the records described in this subsection for a period often (10) 
years after the end of the calendar year to which the records relate or the completion of 
any audit, evaluation, inspection, or investigation, whichever is later. The Board may 
require an ACO to maintain records for a longer period by notifying the ACO prior to 
the end of the retention period. 

(e) Upon request, an ACO must provide the records described in subsection (d) of this 
section to the Board and to the federal government, including CMS, the Department of 
Health and Human Services, the Department of Justice, the Government Accountability 
Office, and other federal agencies or their designees. 

5.502 Monitoring 

(a) The Board may use any and all powers granted to it by law to monitor an ACO's 
performance or operations or to investigate an ACO's compliance with the requirements 
of this Rule, other applicable laws or regulations, and decisions and orders of the Board. 
Such reviews may be performed at any time, including in response to: 

1. a complaint or grievance from a patient or Health Care Provider or a pattern of 

such complaints or grievances, including information provided by the Office of 

the Health Care Advocate; 

2. documents submitted by the ACO under section 5.501 of this Rule; 

analyses of information in Vermont's all-payer claims database established in 

18 V.S.A. § 9410; or 

4. any other information that has come to the attention of the Board, including 

information from a Payer. 

(b) The Board shall advise an ACO of the specific areas that will be reviewed and any 
statutory or regulatory provisions under examination. 

(c) In monitoring an ACO's activities under this Rule, the Board may, in its discretion, 
rely on any assessment conducted by or on behalf of CMS, DVHA, NCQA, or another 
entity. An ACO shall provide all such assessments to the Board within ten (10) days of 
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receipt. 

(d) If the Board has reason to suspect that an ACO, or any individual or entity working 
with or on behalf of an ACO, is engaging in anticompetitive behavior without the specific 
behavior creating a countervailing benefit of improving patient care, improving access to 
health care, increasing efficiency, or reducing costs, the Board will provide written notice 
to the individual or entity of such concerns and may require the individual or entity to 
respond to the concerns in writing within a specified time period. A$er providing the 
individual or entity notice and an opportunity for a hearing, the Board may refer the matter 
to the Attorney General for appropriate action. 

5.503 Remedial Actions; Corrective Action Plans 

(a) If the Board determines that an ACO, its Participants, or its Providers are failing to 
meet any requirements of this Rule or an order or decision of the Board, 18 V.S.A. § 9382, 
or any other legal requirements that apply to the operations of the ACO, the Board may, in 
its discretion, take remedial action against the ACO, including placing the ACO on a 
monitoring or auditing plan or requiring the ACO to implement a corrective action plan. 

(b) Before requiring an ACO to take remedial action, the Board will provide the ACO 
with a written explanation of the deficiency or deficiencies it has identified and any 
supporting data. Within thirty (30) days of receiving the Board's explanation and proposal, 
the ACO must submit a written response to the Board. If the Board's proposal for remedial 
action is that the ACO implement a corrective action plan, the ACO's written response 
must include a detailed description of the ACO's plan to correct the identified deficiencies, 
including the time in which the deficiencies will be corrected. 

(c) Within five (5) days of receiving ari ACO's written response, the Board will post the 
response on its website. Within thirty (30) days of receiving an ACO's written response, 
the Board may, in its discretion, hold a public hearing. The Board will accept public 
comments for ten (10) days after the ACO's written response has been posted or, if a 
hearing is held, for ten (10) days after the hearing has concluded. 

(d) A decision of the Board requiring an ACO to take remedial action shall be considered 
a final action or order, which maybe appealed under 18 V.S.A. § 9381. 

5.504 Limitation, Suspension, and Revocation of Certification 

(a) The Board may limit, suspend, or revoke the certification of an ACO after written 
notice and an opportunity for review or hearing. Bases for limiting, suspending, or 
revoking the certification of an ACO include: 

1. failure to meet any requirement of 18 V.S.A. § 9382(a)(1); 

2. harm to patients that is imminent, substantial, or both; 

3. financial fraud or abuse; 
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4. fiscal insolvency or significant threat of fiscal insolvency of the ACO; 

5. the imposition of sanctions or other actions against the ACO by an accrediting 
organization or a state, federal, or local government agency leading to an inability 
of the ACO to comply with the requirements of this Rule or other applicable law; 

6. violations of the physician self-referral prohibition, civil monetary penalties 
law, anti-kickback laws, antitrust laws, or any other applicable federal or state 

laws, rules, or regulations, taking into account any waivers that may apply; and 

7. failure to comply with the requirements a corrective action plan or other remedial 

actions required by the Board under section 5.504 of this Rule. 

(b) Hearings under this section shall be conducted by the Board in accordance with 3 
V.S.A. §§ 809, 809a, 809b, and 810. Decisions of the Board under this section shall 
comply with the requirements of 3 V.S.A. § 812 and may be appealed pursuant to 18 
V.S.A. § 9381. 

5.600 Other Matters 

5.601 Waiver of Rules 

In order to prevent unnecessary hardship or delay, in order to prevent injustice, or for other 
good cause, the Board may waive the application of any provision of this Rule upon such 
conditions as it may require, unless precluded by the Rule itself or by statute. Any waiver 
granted by the Board shall be issued in writing and shall specify the grounds upon which it 
is based. 

5.602 Conflict 

In the event this Rule or any section thereof conflicts with a Vermont statute or a federal 
statute, rule, or regulation, the Vermont statute or federal statute, rule, or regulation shall 
govern. 

5.603 Severability 

If any provision of this Rule or the application thereof to any person or circumstance is 
for any reason held to be invalid, the remaining provisions of the Rule and the 
application of such provisions to other persons or circumstances shall not be affected 
thereby. 

5.604 Effective Date 

This Rule shall become effective July 1, 2026. 
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VERMONT GENERAL ASSEMBLY 

The Vermont Statutes Online 

The Statutes below include the actions of the 2025 session of the General Assembly. 

NOTE: The Vermont Statutes Online is an unofficial copy of the Vermont Statutes Annotated that is provided as a 

convenience. 

Title 18 : Health 

Chapter 220 : Green Mountain Care Board 

Subchapter 001 : GREEN MOUNTAIN CARE BOARD 

(Cite as: 18 V.S.A. § 9375) 

§ 9375. Duties 

(a) The Board shall execute its duties consistent with the principles expressed in 

section 9371 of this title. 

(b) The Board shall have the following duties: 

(1) Oversee the development and implementation, and evaluate the effectiveness, 

of health care payment and delivery system reforms designed to control the rate of 

growth in health care costs; promote seamless care, administration, and service delivery; 

and maintain health care quality in Vermont, including ensuring that the payment reform 

pilot projects set forth in this chapter are consistent with such reforms. 

(A) Implement by rule, pursuant to 3 V.S.A. chapter 25, methodologies for 

achieving payment reform and containing costs that may include the participation of 

Medicare and Medicaid, which may include the creation of health care professional cost-

containment targets, reference-based pricing, global payments, bundled payments, 

global budgets, risk-adjusted capitated payments, or other uniform payment methods 

and amounts for integrated delivery systems, health care professionals, or other provider 

arrangements. 

(i) The Board shall work in collaboration with providers to develop payment 

models that preserve access to care and quality in each community. 

(ii) The rule shall take into consideration current Medicare designations and 

payment methodologies, including critical access hospitals, prospective payment system 

hospitals, graduate medical education payments, Medicare dependent hospitals, and 

federally qualified health centers. 

(iii) The payment reform methodologies developed by the Board shall 



encourage coordination and planning on a regional basis, taking into account existing 

local relationships between providers and human services organizations. 

(B) Prior to the initial adoption of the rules described in subdivision (A) of this 

subdivision (1), report the Board's proposed methodologies to the House Committee on 

Health Care and the Senate Committee on Health and Welfare. 

(C) In developing methodologies pursuant to subdivision (A) of this subdivision 

(1), engage Vermonters in seeking ways to equitably distribute health services while 

acknowledging the connection between fair and sustainable payment and access to 

health care. 

(D) Nothing in this subdivision (1) shall be construed to limit the authority of other 

agencies or departments of State government to engage in additional cost-containment 

activities to the extent permitted by State and federal law. 

(2) [Repealed.] 

(3) Review and approve the Health Care Workforce Development Strategic Plan 

created in chapter 222 of this title. 

(4) Publish on its website the Health Resource Allocation Plan identifying Vermont's 

critical health needs, goods, services, and resources in accordance with section 9405 of 

this title. 

(5) Set rates for health care professionals pursuant to section 9376 of this title, to 

be implemented over time beginning with reference-based pricing as soon as 

practicable, but not later than hospital fiscal year 2027, and make adjustments to the 

rules on reimbursement methodologies as needed. 

(6) Approve, modify, or disapprove requests for health insurance rates pursuant to 

8 V.S.A. § 4026, taking into consideration the requirements in the underlying statutes; 

changes in health care delivery; changes in payment methods and amounts, including 

implementation of reference-based pricing; protecting insurer solvency; and other issues 

at the discretion of the Board. 

(7) Review and establish hospital budgets pursuant to chapter 221, subchapter 7 of 

this title, including establishing standards for global hospital budgets that reflect the 

implementation of reference-based pricing and the total cost of care targets determined 

in collaboration with federal partners and other stakeholders or as set by the Statewide 

Health Care Delivery Plan developed pursuant to section 9403 of this title, once 

established. Beginning not later than hospital fiscal year 2028, to the extent that 

resources are available, the Board shall establish global hospital budgets for one or 

more Vermont hospitals that are not critical access hospitals. By hospital fiscal year 

2030, to the extent that resources are available, the Board shall establish global hospital 

budgets for all Vermont hospitals. 



(8) Review and approve, approve with conditions, or deny applications for 

certificates of need pursuant to chapter 221, subchapter 5 of this title. 

(9) Review and approve, with recommendations from the Commissioner of Vermont 

Health Access, the benefit package or packages for qualified health benefit plans and 

reflective health benefit plans pursuant to 33 V.S.A. chapter 18, subchapter 1. The Board 

shall report to the House Committee on Health Care and the Senate Committee on 

Health and Welfare within 15 days following its approval of any substantive changes to 

the benefit packages. 

(10) Develop and maintain a method for evaluating systemwide performance and 

quality, including identification of the appropriate process and outcome measures: 

(A) for determining public and health care professional satisfaction with the 

health system; 

(B) for utilization of health services; 

(C) in consultation with the Department of Health and the Director of the 

Blueprint for Health, for quality of health services and the effectiveness of prevention 

and health promotion programs; 

(D) for cost-containment and limiting the growth in health care expenditures; 

(E) for determining the adequacy of the supply and distribution of health care 

resources in this State; 

(F) to address access to and quality of mental health and substance abuse 

services; and 

(G) for other measures as determined by the Board. 

(11) Develop the health care spending estimate pursuant to section 9383 of this 

title. 

(12) [Repealed.] 

(13) Adopt by rule pursuant to 3 V.S.A. chapter 25 such standards as the Board 

deems necessary and appropriate to the operation and evaluation of accountable care 

organizations pursuant to this chapter, including reporting requirements, patient 

protections, and solvency and ability to assume financial risk. 

[Subdivision (b)(14) repealed effective January 16, 2026.] 

(14)(A) Collect and review annualized data from ambulatory surgical centers 

licensed pursuant to chapter 49 of this title, which shall include net patient revenues and 

which may include data on an ambulatory surgical center's scope of services, volume, 

payer mix, and coordination with other aspects of the health care system. The Board's 

processes shall be appropriate to ambulatory surgical centers' scale, their role in 

Vermont's health care system, and their administrative capacity, and the Board shall 





seek to minimize the administrative burden of data collection on ambulatory surgical 

centers. The Board shall also consider ways in which ambulatory surgical centers can be 

integrated into systemwide payment and delivery system reform. 

(B) In its annual report pursuant to subsection (d) of this section, the Board shall 

describe its oversight of ambulatory surgical centers pursuant to subdivision (A) of this 

subdivision (14) for the most recently concluded 12-month period of the Board's review, 

including the amount of each ambulatory surgical center's net patient revenues and, 

using claims data from the Vermont Healthcare Claims Uniform Reporting and Evaluation 

System (VHCURES), information regarding high-volume outpatient surgeries and 

procedures performed in ambulatory surgical center and hospital settings in Vermont, 

any changes in utilization over time, and a comparison of the commercial insurance rates 

paid for the same surgeries and procedures performed in ambulatory surgical centers 

and in hospitals in Vermont. 

(15) Collect and review data from each community mental health and 

developmental disability agency designated by the Commissioner of Mental Health or of 

Disabilities, Aging, and Independent Living pursuant to chapter 207 of this title, which 

may include data regarding a designated or specialized service agency's scope of 

services, volume, utilization, payer mix, quality, coordination with other aspects of the 

health care system, and financial condition, including solvency. The Board's processes 

shall be appropriate to the designated and specialized service agencies' scale and their 

role in Vermont's health care system, and the Board shall consider ways in which the 

designated and specialized service agencies can be integrated fully into systemwide 

payment and delivery system reform. 

(c) The Board shall have the following duties related to Green Mountain Care: 

(1) Prior to implementing Green Mountain Care, consider recommendations from 

the Agency of Human Services, and define the Green Mountain Care benefit package 

within the parameters established in 33 V.S.A. chapter 18, subchapter 2, to be adopted 

by the Agency by rule. 

(2) When providing its recommendations for the benefit package pursuant to 

subdivision (1) of this subsection, the Agency of Human Services shall present a report 

on the benefit package proposal to the House Committee on Health Care and the. 

Senate Committee on Health and Welfare. The report shall describe the covered 

services to be included in the Green Mountain Care benefit package and any cost-

sharing requirements. If the General Assembly is not in session at the time that the 

Agency makes its recommendations, the Agency shall send its report electronically or by 

first-class mail to each member of the House Committee on Health Care and the Senate 

Committee on Health and Welfare. 

(3) Prior to implementing Green Mountain Care and annually after implementation, 

recommend to the Governor athree-year Green Mountain Care budget pursuant to 32 



V.S.A. chapter 5, to be adjusted annually in response to realized revenues and 

expenditures, that reflects any modifications to the benefit package and includes 

recommended appropriations, revenue estimates, and necessary modifications to tax 

rates and other assessments. 

[Subsection (d) effective until July 1, 2026; see also subsection (d) effective July 1, 

2026 set out below.] 

(d) Annually on or before January 15, the Board shall submit a report of its activities for 

the preceding calendar year to the House Committee on Health Care and the Senate 

Committee on Health and Welfare. 

(1) The report shall include: 

(A) any changes to the payment rates for health care professionals pursuant to 

section 9376 of this title; 

(B) any new developments with respect to health information technology; 

(C) the evaluation criteria adopted pursuant to subdivision (b)(8) of this section 

and any related modifications; 

(D) the results of the systemwide performance and quality evaluations required 

by subdivision (b)(8) of this section and any resulting recommendations; 

(E) the process and outcome measures used in the evaluation; 

(F) the impact of the Medicaid and Medicare cost shifts and uncompensated 

care on health insurance premium rates and any recommendations on mechanisms to 

ensure that appropriations intended to address the Medicaid cost shift will have the 

intended result of reducing the premiums imposed on commercial insurance premium 

payers below the amount they otherwise would have been charged; 

(G) any recommendations for modifications to Vermont statutes; and 

(H) any actual or anticipated impacts on the work of the Board as a result of 

modifications to federal laws, regulations, or programs. 

(2) The report shall identify how the work of the Board comports with the principles 

expressed in section 9371 of this title. 

[Subsection (d) effective July 1, 2026; see also subsection (d) effective until July 1, 

2026 set out above.] 

(d) Annually on or before January 15, the Board shall submit a report of its activities for 

the preceding calendar year to the House Committee on Health Care and the Senate 

Committee on Health and Welfare. 

(1) The report shall include: 

(A) any changes to the payment rates for health care professionals pursuant to 



section 9376 of this title; 

(B) any new developments with respect to health information technology; 

(C) the evaluation criteria adopted pursuant to subdivision (b)(8) of this section 

and any related modifications; 

(D) the results of the systemwide performance and quality evaluations required 

by subdivision (b)(8) of this section and any resulting recommendations; 

(E) the process and outcome measures used in the evaluation; 

(F) the impact of the Medicaid and Medicare cost shifts and uncompensated 

care on health insurance premium rates and any recommendations on mechanisms to 

ensure that appropriations intended to address the Medicaid cost shift will have the 

intended result of reducing the premiums imposed on commercial insurance premium 

payers below the amount they otherwise would have been charged; 

(G) the status of its efforts to establish methodologies for and begin 

implementation of reference-based pricing and development of global hospital budgets, 

and the effects of these efforts and activities on increasing access to care, improving the 

quality of care, and reducing the cost of care in Vermont; 

(H) any recommendations for modifications to Vermont statutes; and 

(I) any actual or anticipated impacts on the work of the Board as a result of 

modifications to federal laws, regulations, or programs. 

(2) The report shall identify how the work of the- Board comports with the principles 

expressed in section 9371 of this title. 

(e)(1) The Board shall summarize and synthesize the key findings and 

recommendations from reports prepared by and for the Board, including its expenditure 

analyses and focused studies. The Board shall develop, in consultation with the Office of 

the Health Care Advocate, a standard for creating plain language summaries that the 

public can easily use and understand. 

(2) All reports and summaries prepared by the Board shall be available to the public 

and shall be posted on the Board's website. (Added 2011, No. 48, § 3, eff. May 26, 2011; 

amended 2011, No. 171 (Adj. Sess.), § 12, eff. May 16, 2012; 2013, No. 79, § 5 I, eff. Jan. 1, 

2014; 2013, No. 79, § 41; 2015, No. 54, § 7, eff. June 5, 2015; 2015, No. 113 (Adj. Sess.), § 4, 

eff. Jan. 1, 2018; 2017, No. 88 (Adj. Sess.), § 1, eff. Feb. 20, 2018; 2017, No. 113 (Adj. Sess.), 

§ 105; 2017, No. 154 (Adj. Sess.), § 3, eff. May 21, 2018; 2017, No. 167 (Adj. Sess.), §§ 1, 8, 

eff. May 22, 2018; 2017, No. 187 (Adj. Sess.), § 4, eff. May 28, 2018; 2019, No. 19, § 3, eff. 

Jan. 1, 2020; 2019, No. 53, § 2; 2019, No. 55, § 4, eff. June 10, 2019; 2019, No. 63, § 10 eff. 

June 17, 2019; 2019, No. 140 (Adj. Sess.), § 1, eff. July 6, 2020; 2021, No. 167 (Adj. Sess.), § 

9, eff. June 1, 2022; 2025, No. 11, § 19, eff. September 1, 2025; 2025, No. 62, § 4, eff. July 

1, 2025; 2025, No. 68, § 2, eff. June 12, 2025; 2025, No. 68, § 16, eff. July 1, 2026.) 
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Title 18 : Health 

Chapter 220 : Green Mountain Care Board 

Subchapter 001 : GREEN MOUNTAIN CARE BOARD 

(Cite as: 78 V.S.A. § 9382) 

§ 9382.Oversight of accountable care organizations 

[Subsection (a) effective until January 1, 2027; see also subsection (a) effective 

January 1,.2027, set out below] 

(a) In order to be eligible to receive payments from Medicaid or commercial insurance 

through any payment reform program or initiative, including an all-payer model, each 

accountable care organization shall obtain and maintain certification from the Green 

Mountain Care Board. The Board shall adopt rules pursuant to 3 V.S.A. chapter 25 to 

establish standards and processes for certifying accountable care organizations. To the 

extent permitted under federal law, the Board shall ensure these rules anticipate and 

accommodate a range of ACO models and sizes, balancing oversight with support for 

innovation. In order to certify an ACO to operate in this State, the Board shall ensure that 

the following criteria are met: 

(1) The ACO's governance, leadership, and management structure is transparent, 

reasonably and equitably represents the ACO's participating providers and its patients, 

and includes a consumer advisory board and other processes for inviting and 

considering consumer input. 

(2) The ACO has established appropriate mechanisms and care models to provide, 

manage, and coordinate high-quality health care services for its patients, including 

incorporating the Blueprint for Health, coordinating services for complex high-need 

patients, and providing access to health care providers who are not participants in the 

ACO. The ACO ensures equal access to appropriate mental health care that meets 

standards of quality, access, and affordability equivalent to other components of health 

care as part of an integrated, holistic system of care. 

(3) The ACO has established appropriate mechanisms to receive and distribute 



payments to its participating health care providers in a fair and equitable manner. To the 

extent that the ACO has the authority and ability to establish provider reimbursement 

rates, the ACO shall minimize differentials in payment methodology and amounts among 

comparable participating providers across all practice settings, as long as doing so is not 

inconsistent with the ACO's overall payment reform objectives. 

(4) The ACO has established appropriate mechanisms and criteria for accepting 

health care providers to participate in the ACO that prevent unreasonable discrimination 

and are related to the needs of the ACO and the patient population served. 

(5) The ACO has established mechanisms and care models to promote evidence-

based health care, patient engagement, coordination of care, use of electronic health 

records, and other enabling technologies to promote integrated, efficient, seamless, and 

effective health care services across the continuum of care, where feasible. 

(6) The ACO's participating providers have the capacity for meaningful participation 

in health information exchanges. 

(7) The ACO has performance standards and measures to evaluate the quality and 

utilization of care delivered by its participating health care providers. 

(8) The ACO does not place any restrictions on the information its participating 

health care providers may provide to patients about their health or decisions regarding 

their health. 

(9) The ACO's participating health care providers engage their patients in shared 

decision making to inform them of their treatment options and the related risks and 

benefits of each. 

(10) The ACO offers assistance to health care consumers, including: 

(A) maintaining a consumer telephone line for complaints and grievances from 

attributed patients; 

(B) responding and- making best efforts to resolve complaints and grievances 

from attributed patients, including providing assistance in identifying appropriate rights 

under a patient's health plan; 

(C) providing an accessible mechanism for explaining how ACOs work; 

(D) providing contact information for the Office of the Health Care Advocate; and 

(E) sharing deidentified complaint and grievance information with the Office of 

the Health Care Advocate at least twice annually. 

(11) The ACO collaborates with providers not included in its financial model, 

including home- and community-based providers and dental health providers. 

(12) The ACO does not interfere with patients' choice of their own health care 

providers under their health plan, regardless of whether a provider is participating in the 



ACO; does not reduce covered services; and does not increase patient cost sharing. 

(13) The meetings of the ACO's governing body comply with the provisions of 

section 9572 of this title. 

(14) The impact of the ACO's establishment and operation does not diminish access 

to any health care or community-based service or increase delays in access to care for 

the population and area it serves. 

(15) The ACO has in place appropriate mechanisms to conduct ongoing 

assessments of its legal and financial vulnerabilities. 

(16) The ACO has in place a financial guarantee sufficient to cover its potential 

losses. 

(17) The ACO provides connections and incentives to existing community services 

for preventing and addressing the impact of childhood adversity. The ACO collaborates 

on the development of quality-outcome measurements for use by primary care providers 

who work with children and families and fosters collaboration among care coordinators, 

community service providers, and families. 

[Subsection (a) effective January 1, 2027; see also subsection (a) effective until 

January 1; 2027, set out above.] 

(a)(1) In order to be eligible to operate in Vermont, each accountable care organization 

shall obtain and maintain certification from the Green Mountain Care Board. The Board 

shall adopt rules pursuant to 3 V.S.A. chapter 25 to establish standards and processes 

for certifying accountable care organizations. To the extent permitted under federal law, 

the Board shall ensure these rules anticipate and accommodate a range of ACO models 

and sizes, balancing oversight with support for innovation. In order to certify an ACO to 

operate in this State, the Board shall ensure that the following criteria are met: 

(A) The ACO's mechanisms and care models, taken as a whole, support and do 

not hinder the State's principles for health care reform as set forth in section 9371 of this 

title. 

(B) The ACO's financial incentives for providers and patients are reasonably 

calculated to improve, or at a minimum, maintain, the quality of, access to, and 

affordability of care. 

(C) The ACO has established appropriate mechanisms to receive and distribute 

payments to its participating health care providers in a fair and equitable manner. 

(D) The ACO has established appropriate mechanisms and criteria for accepting 

health care providers to participate in the ACO that prevent unreasonable discrimination. 

(E) The ACO has performance standards and measures to evaluate the quality 

and utilization of care delivered by its participating health care providers. 



(F) The ACO does not place any restrictions on the information its participating 

health care providers may provide to patients about their health or decisions regarding 

their health. 

(G) The ACO offers assistance to health care consumers, including: 

(i) maintaining a consumer telephone line for questions, complaints, and 

grievances from attributed patients; 

(ii) responding and making best efforts to resolve complaints and grievances 

from attributed patients, including providing assistance in identifying appropriate rights 

under a patient's health plan; 

(iii) providing an accessible mechanism for explaining how ACOs work; 

(iv) providing contact information for the Office of the Health Care Advocate; 

and 

(v) sharing deidentified complaint and grievance information with the Office of 
the Health Care Advocate at least twice annually. 

(H) The ACO has in place a financial guarantee sufficient to cover its potential 

losses. 

(2) Notwithstanding subdivision (1) of this subsection, the Green Mountain Care 

Board may adopt rules in accordance with 3 V.S.A. chapter 25 to establish a streamlined 

process for certification as a Medicare-only ACO for an entity authorized by the Centers 
for Medicare and Medicaid Services to act as an accountable care organization under 

the Medicare program. The streamlined process may require aMedicare-only ACO to 
meet one or more of the criteria set forth in subdivision (1) of this subsection. Certification 

obtained pursuant to the streamlined process shall apply to the Medicare-only ACO's 

actions only as they relate to Medicare beneficiaries and only to the extent that the 
federal authorization allows. 

[Subsections (b)—(e) effective until January 1, 2026; see also subsections (b)—(g) 

effective January 1, 2026, set out below.] 

(b)(1) The Green Mountain Care Board shall adopt rules pursuant to 3 V.S.A. chapter 

25 to establish standards and processes for reviewing, modifying, and approving the 

budgets of ACOs with 10,000 or more attributed lives in Vermont. To the extent 

permitted under federal law, the Board shall ensure the rules anticipate and 

accommodate a range of ACO models and sizes, balancing oversight with support for 

innovation. In its review, the Board shall review and consider: 

(A) information regarding utilization of the health care services delivered by 
health care providers participating in the ACO and the effects of care models on 

appropriate utilization, including the provision of innovative services; 

(B) the Health Resource Allocation Plan identifying Vermont's critical health 



needs, goods, services, and resources as identified pursuant to section 9405 of this title; 

(C) the expenditure analysis for the previous year and the proposed expenditure 

analysis for the year under review by payer; 

(D) the character, competence, fiscal responsibility, and soundness of the ACO 

and its principals; 

(E) any reports from professional review organizations; 

(F) the ACO's efforts to prevent duplication of high-quality services being 

provided efficiently and effectively by existing community-based providers in the same 

geographic area, as well as its integration of efforts with the Blueprint for Health and its 

regional care collaboratives; 

(G) the extent to which the ACO provides incentives for systemic health care 
investments to strengthen primary care, including strategies for recruiting additional 

primary care providers, providing resources to expand capacity in existing primary care 

practices, and reducing the administrative burden of reporting requirements for 
providers while balancing the need to have sufficient measures to evaluate adequately 

the quality of and access to care; 

(H) the extent to which the ACO provides incentives for systemic integration of 

community-based providers in its care model or investments to expand capacity in 
existing community-based providers, in order to promote seamless coordination of care 

across the care continuum; 

(I) the extent to which the ACO provides incentives for systemic health care 

investments in social determinants of health, such as developing support capacities that 
prevent hospital admissions and readmissions, reduce length of hospital stays, improve 
population health outcomes, reward healthy lifestyle choices, and improve the solvency 
of and address the financial risk to community-based providers that are participating 

providers of an accountable care organization; 

(J) the extent to which the ACO provides incentives for preventing and 
addressing the impacts of adverse childhood experiences (ACEs) and other traumas, 
such as developing quality outcome measures for use by primary care providers working 

with children and families, developing partnerships between nurses and families, 
providing opportunities for home visits, and including parent-child centers and 
designated agencies as participating providers in the ACO; 

(K) public comment on all aspects of the ACO's costs and use and on the ACO's 
proposed budget; 

(L) information gathered from meetings with the ACO to review and discuss its 
proposed budget for the forthcoming fiscal year; 

(M) information on the ACO's administrative costs, as defined by the Board; 



(N) the effect, if any, of Medicaid reimbursement rates on the rates for other 

payers; 

(O) the extent to which the ACO makes its costs transparent and easy to 

understand so that patients are aware of the costs of the health care services they 

receive; and 

(P) the extent to which the ACO provides resources to primary care practices to 

ensure that care coordination and community services, such as mental health and 

substance use disorder counseling that are provided by community health teams, are 

available to patients without imposing unreasonable burdens on primary care providers 

or on ACO member organizations. 

(2) The Green Mountain Care Board shall adopt rules pursuant to 3 V.S.A. chapter 

25 to establish standards and processes for reviewing, modifying, and approving the 

budgets of ACOs with fewer than 10,000 attributed lives in Vermont. In its review, the 

Board may consider as many of the factors described in subdivision (1) of this subsection 

as the Board deems appropriate to a specific ACO's size and scope. 

(3)(A) The Office of the Health Care Advocate shall have the right to receive copies 

of all materials related to any ACO budget review and may: 

(i) ask questions of employees of the Green Mountain Care Board related to 

the Board's ACO budget review; 

(ii) submit written questions to the Board that the Board will ask of the ACO in 

advance of any hearing held in conjunction with the Board's ACO review; 

(iii) submit written comments for the Board's consideration; and 

(iv) ask questions and provide testimony in any hearing held in conjunction 

with the Board's ACO budget review. 

(B) The Office of the Health Care Advocate shall not disclose further any 

confidential or proprietary information provided to the Office pursuant to this subdivision 

(3). 

(c) The Board's rules shall include requirements for submission of information and 

data by ACOs and their participating providers as needed to evaluate an ACO's success. 

They may also establish standards as appropriate to promote an ACO's ability to 

participate in applicable federal programs for ACOs. 

(d) All information required to be filed by an ACO pursuant to this section or to rules 

adopted pursuant to this section shall be made available to the public upon request, 

provided that individual patients or health care providers shall not be directly or 

indirectly identifiable. 

(e) To the extent required to avoid federal antitrust violations, the Board shall 

supervise the participation of health care professionals, health care facilities, and other 



persons operating or participating in an accountable care organization. The Board shall 

ensure that its certification and oversight processes constitute sufficient State 

supervision over these entities to comply with federal antitrust provisions and shall refer 

to the Attorney General for appropriate action the activities of any individual or entity 

that the Board determines, after notice and an opportunity to be heard, may be in 

violation of State or federal antitrust laws without a countervailing benefit of improving 

patient care, improving access to health care, increasing efficiency, or reducing costs by 

modifying payment methods. 

[Subsections (b)—(g) effective January 1, 2026; see also subsections (b)—(e) effective 

until January 1, 2026, set out above.] 

(b) The Green Mountain Care Board shall adopt rules in accordance with 3 V.S.A. 

chapter 25 to establish standards and processes for reviewing, modifying, and 

approving the budgets of ACOs that receive payments from Medicaid or commercial 

insurers, or both, on behalf of attributed lives in Vermont. To the extent permitted under 

federal law, the Board shall ensure the rules anticipate and accommodate a range of 

ACO models and sizes, balancing oversight with support for innovation. In its review, the 

Board shall review and consider: 

(1) information gathered from meetings with the ACO to review and discuss its 

proposed budget for the forthcoming fiscal year; 

(2) the efficacy with which the ACO uses funds from Medicaid and commercial 

insurers, as applicable, to enhance and expedite the State's health care system 

transformation efforts; 

(3) the ACO's reasonable use of State and commercial insurance funds for its own 

administrative costs, as defined by the Board; 

(4) the ACO's collaboration with a range of provider types, such as home- and 

community-based providers, dental health providers, and mental health and substance 

use disorder treatment providers; 

(5) the ACO's use of a consumer advisory board and other mechanisms for inviting 

and considering consumer input; and 

(6) public comment on all aspects of the ACO's costs, operations, and proposed 

budget. 

(c)(1) The Office of the Health Care Advocate shall have the right to receive copies of 

all materials related to any ACO certification or budget review and. may: 

(A) ask questions of employees of the Green Mountain Care Board related to the 

Board's ACO budget review; 

(B) submit written questions to the Board that the Board will ask of the ACO in 

advance of any hearing held in conjunction with the Board's ACO review; 



(C) submit written comments for the Board's consideration; and 

(D) ask questions and provide testimony in any hearing held in conjunction with 

the Board's ACO budget review. 

(2) The Office of the Health Care Advocate shall not disclose further any 

confidential or proprietary information provided to the Office pursuant to this subsection. 

(d) The Board's rules shall include requirements for submission of information and 

data by ACOs and their participating providers as needed to evaluate an ACO's success. 

The rules may also establish standards as appropriate to promote an ACO's ability to 

participate in applicable federal programs for ACOs. 

{e) All information required to be filed by an ACO pursuant to this section or to rules 

adopted pursuant to this section shall be made available to the public in accordance 

with 1 V.S.A. chapter 5, subchapter 3 (Public Records Act), provided that individual 

patients or health care providers shall not be directly or indirectly identifiable. 

(fl To the extent required to avoid federal antitrust violations, the Board shall 

supervise the participation of health care professionals, health care facilities, and other 

persons operating or participating in an accountable care organization. The Board shall 

ensure that its certification and oversight processes constitute sufficient State 

supervision over these entities to comply with federal antitrust provisions and shall refer 

to the Attorney General for appropriate action the activities of any individual or entity 

that the Board determines, after notice and an opportunity to be heard, may be in 

violation of State or federal antitrust laws without a countervailing benefit of improving 

patient care, improving access to health care, increasing efficiency, or reducing costs by 

modifying payment methods. 

(g) The Board shall collect the following amounts from an accountable care 

organization: 

(1) $10,000.00 for initial certification in accordance with subsection (a) of this 

section; 

(2) $2,000.00 annually following initial certification to maintain certification; and 

(3) $125,000.00 for each review of the accountable care organization's budget 

in accordance with subsection (b) of this section. (Added 2015, No. 113 (Adj. Sess.), § 5, 

eff. Jan. 1, 2018; amended 2017, No. 59, § 1; 2017, No. 167 (Adj. Sess.), §§ 2, 13a, eff. May 

22, 2018; 2017, No. 200 (Adj. Sess.), § 15; 2017, No. 204 (Adj. Sess.), § 7; 2019, No. 14, § 

54, eff. April 30, 2019; 2019, No. 52, § 2a; 2025, No. 62, § 5.) 
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No. 62. An act relating to modifying the regulatory duties of the Green 
Mountain Care Soard. 

(5.63) 

It is hereby enacted by the General Assembly of the State of Vermont: 

Sec. 1. 18 V.S.A. § 9351 is amended to read: 

§ 9351. HEALTH INFORMATION TECHNOLOGY PLAN 

(a)(1) The Department of Vermont Health Access, in consultation with the 

Department's Health Information Exchange Steering Committee, shall be 

responsible for the overall coordination of Vermont's statewide Health 

Information Technology Plan. The Plan shall be revised annually and updated 

comprehensively every five years to provide a strategic vision for clinical 

health information technology. 

~2) 

,:,,, .r,...,:.::.,.....:.:._.~,:.~..:. _ 

~~.o ~,.,,, ~,,.,,, ~.e aoo,,.,oa ~,. ~,.,.,o ~.00„ ., ,aa. fRepealed.l 

(3)(A) The Department, in consultation with the Steering Committee, 

shall administer the Plan. 

(B) The Plan shall 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. The Plan shall provide for each patient's 
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electronic health information that is contained in the Vermont Health 

Information Exchange to be accessible to health care facilities, health care 

professionals, and public and private payers to the extent permitted under 

federal law unless the patient has affirmatively elected not to have the patient's 

electronic health information shared in that manner. 

(C) The Plan shall 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. 

(D) A representative of the Green Mountain Care Board shall be a 

voting member of the Steering Committee. 

*~* 

(c) The Department of Vermont Health Access, in consultation with the 

Steering Committee , may 

propose updates to the Plan in addition to the annual updates as needed to 

reflect emerging technologies, the State's changing needs, and such other areas 

as the Department deems appropriate. The Department shall solicit 

recommendations from interested stakeholders in order to propose updates to 

the Health Information Technology Plan pursuant to subsection (a) of this 

section and to this subsection, including applicable standards, protocols, and 

pilot programs, and 
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"'~~„„*~:r r~r~'~~~ra, may enter into a contract or grant agreement.with 

appropriate entities to update some or all of the Plan. 

The Department of 

Vermont Health Access shall distribute the updated Plan to the Secretary of 

Administration; the Secretary of Digital Services; the Commissioner of 

Financial Regulation; the Green Mountain Care Board; the Secretary of 

Human Services; the Commissioner of Health; the Commissioner of Mental 

Health; the Commissioner of Disabilities, Aging, and Independent Living; the 

Senate Committee on Health and Welfare; the House Committee on Health 

Care; affected parties; and interested stakeholders. Unless major modifications 

are required, the Department may present updated information about the Plan 

to the legislative committees of jurisdiction in lieu of creating a written report. 

(d) The Health Information Technology Plan shall serve as the framework 

within which the Green Mountain Care Board reviews certificate of need 

applications for information technology under section 9440b of this title. In 

addition, the Secretar}~ of Di  gital 

Services shall use the Health Information Technology Plan as the basis for 

independent review of State information technology procurements. 

*~* 

Sec. 2. 18 V.S.A. § 9352 is amended to read: 

§ 9352. VERMONT INFORMATION TECHNOLOGY LEADERS 

*** 

VT LEG #384283 v.l 
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(c) Health information exchange operation. 

(1) VITL shall be designated in the Health Information Technology Plan 

~e to operate the exclusive statewide health information exchange network 

for this State. The Plan shall determine the manner in which Vermont's health 

information exchange network shall be managed. T~,o rroo~ "~r~„r*~;~ r~ro 

.. !te!sr_e~ 

''''n ~~+'~;~ +;+'~. Nothing in this chapter shall impede local community 

providers from the exchange of electronic medical data. 

*** 

(e) Report. On or before January 15 of each year, VITL shall file a report 

with the Green Mountain Care Board; the Secretary of Administration; the 

Secretary of Digital Services; the Commissioner of Financial Regulation; the 

Commissioner of Vermont Health Access; the Secretary of Human Services; 

the Commissioner of Health; the Commissioner of Mental Health; the 

Commissioner of Disabilities, Aging, and Independent Living; the Senate 

Committee on Health and Welfare; and the House Committee on Health Care. 

The report shall include an assessment of progress in implementing health 

information technology in Vermont and recommendations for additional 

funding and legislation required. In addition, VITL shall publish minutes of 

VITL meetings and any other relevant information on a public website. The 
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provisions of 2 V.S.A. § 20(d) (expiration of required reports) shall not apply 

to the report to be made under this subsection. 

*** 

(i) Certification of meaningful use and connectivity. 

(1) To the extent necessary to support Vermont's health care reform 

goals or as required by federal law, VITL shall be authorized to certify the 

meaningful use of health information technology and electronic health records 

by health care providers licensed in Vermont. 

(2) VITL, in consultation with health care providers and health care 

facilities, shall establish criteria for creating or maintaining connectivity to the 

State's health information exchange network. ~~rTr ~~,.,» r,.,..,;ao ~~,o ,.,.;~o,.;., 

*** 

Sec. 3. 18 V.S.A. § 9374(h) is amended to read: 

(h)(1)(A) Except as otherwise provided in subdivisions (1)(C) and (2) of 

this subsection (h), the expenses of the Board shall be borne as follows: 

(i) 4&9 40 percent by the State from State monies; 

(ii) ~ 36 percent by the hospitals; and 

(iii) ~ 24 percent by nonprofit hospital and medical service 

corporations licensed under 8 V.S.A. chapter 123 or 125, health insurance 
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No. 62 
2025 

Page 6 of 22 

companies licensed under 8 V.S.A. chapter 101, and health maintenance 

organizations licensed under 8 V.S.A. chapter 139 

(B) Expenses under subdivision (A)(iii) of this subdivision (1) shall 

be allocated to persons licensed under Title 8 based on premiums paid for 

health care coverage, which for the purposes of this subdivision (1) shall 

include major medical, comprehensive medical, hospital or surgical coverage, 

and comprehensive health care services plans, but shall not include long-term 

care, limited benefits, disability, credit or stop loss, or excess loss insurance 

coverage. 

(C) €~e~ses Amounts assessed pursuant to the provisions of sec-~ie~ 

sections 9382 and 9441 of this title shall not be assessed in accordance with the 

formula set forth in subdivision (A) of this subdivision (1). 

(2) The Board may determine the scope of the incurred expenses to be 

allocated pursuant to the formula set forth in subdivision (1) of this subsection 

if, in the Board's discretion, the expenses to be allocated are in the best 

interests of the regulated entities and of the State. 

(3) If the amount of the proportional assessment to any entity calculated 

in accordance with the formula set forth in subdivision (1)(A) of this 

subsection would be less than $150.00, the Board shall assess the entity a 

minimum fee of $150.00. The Board shall apply the amounts collected based 

on the difference between each applicable entity's proportional assessment 
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amount and $150.00 to reduce the total amount assessed to the regulated 

entities pursuant to subdivisions {~}~4~ ~ (1)(A)(iil and (iii of this 

subsection. 

~** 

Sec. 4. 18 V.S.A. § 9375 is amended to read: 

§ 9375. DUTIES 

*** 

(b) The Board shall have the following duties: 

*** 

~2~~ n ~ n o ra o ~~o ,,,-~~ ~,-.,*a ,;ao uo.,~~t, r„~ ,-.,,~~;r,n 

• 

.. .r-~ea • ~ ~_ 

iiasz~ZiE'B4=~ic~~£('-ii~t$-EtEE6~H?~7TTT ~ '1.'1; ~ t., t' -z~sz~pvrr~ivirr~ic~~crrs~n:cirrcv-~ cccion 
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(12l Do~.:o.~~ .a.,t., ,- .,,-.a;,,.r „-.0„x.,1 L.o.,l~l, .,,,.] ~„L.~*.,,,..o .,1.,,~0 ~.-o~~,~,o„* 
l 1 

~~~~~ov~~ „~~~,;., ~:~~o. (Repealed.] 

(13) Adopt by rule pursuant to 3 V.S.A. chapter 25 such standards as the 

Board deems necessary and appropriate to the operation and evaluation of 

accountable care organizations pursuant to this chapter, including reporting 

requirements, patient protections, and solvency and ability to assume financial 

risk. 

*~* 

Sec. 5. 18 V.S.A. § 9382 is amended to read: 

§ 9382. OVERSIGHT OF ACCOUNTABLE CARE ORGANIZATIONS 

(a)~ In order to be eligible to ~-~ ~ ~r+~ ~ ~m "'~~a;~~;a 

r .~ e~!ssee's. 

operate in Vermont, each accountable care 

organization shall obtain and maintain certification from the Green Mountain 

Care Board. The Board shall adopt rules pursuant to 3 V.S.A. chapter 25 to 

establish standards and processes for certifying accountable care organizations. 
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To the extent permitted under federal law, the Board shall ensure these rules 

anticipate and accommodate a range of ACO models and sizes, balancing 

oversight with support for innovation. In order to certify an ACO to operate in 

this State, the Board shall ensure that the following criteria are met: 

{~}~ The ACO's , 

~~~ T~,o n rn t,.,~ o~+.,~.~:~~,oa „~r,.,,r,.;.,+o mechanisms and care models 

~•, •; •~ ~ ~ •," E6 ""vmiiriric r~n ~iccc~r+cr~'rcccirrci~iccTivni6 

■ 
'~~~' - 

taken as a whole, support and do not hinder 

the State's principles for health care reform as set forth in section 9371 of this 

title. 

~Bl The ACO's financial incentives for providers and patients are 

reasonably calculated to improve, or at a minimum, maintain, the quality of, 

access to, and affordability of care. 
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{~}~ The ACO has established appropriate mechanisms to receive and 

distribute payments to its participating health care providers in a fair and 

equitable manner. ~,-„ +~,o o.,~o„~ ~~,.,~ *~,o n rn ~,,,~ ~~.o .,,,+~,,,,.;~, ,,,,a .,~,;u,~> ~„ 

o ~~ 

~~ The ACO has established appropriate mechanisms and criteria 

for accepting health care providers to participate in the ACO that prevent 

unreasonable discrimination ~Na ~r~ r~'~*~a *~ *'~~ r~~~'~ ~~*'~~ n rn ,,,,a *,,o 

e~~e~~~e~~~e-~pu~-egg-~ge~e~eee~~e~-e else-e~ 

. ~° 

~o., _ ,,,.o .,on>.,.o 

E6~l~~i -vrcF"'crc=wzi2~'{' icusi-~i'n~ 

(~}~E~ The ACO has performance standards and measures to evaluate 

the quality and utilization of care delivered by its participating health care 

providers. 
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{-~}~F,~ The ACO does not place any. restrictions on the information its 

participating health care providers may provide to patients about their health or 

decisions regarding their health. 

(-~-A-}~ The ACO offers assistance to health care consumers, including: 

~}~ maintaining a consumer telephone line for questions, 

complaints, and grievances from attributed patients; 

{~ ii responding and making best efforts to resolve complaints and 

grievances from attributed patients, including providing assistance in 

identifying appropriate rights under a patient's health plan; 

work; 

{~} iii providing an accessible mechanism for explaining how ACOs 

{~} iv providing contact information for the Office of the Health 

Care Advocate; and 

~}~v,~ sharing deidentified complaint and grievance information with 

the Office of the Health Care Advocate at least twice annually. 
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~~„ n ran a„o~ i~~~e~f~c~t~i~t~e~~c~re}Ee-a€-t~~r~n 

~ Y

• ,~~_:. - 

{~}~H,~ The ACO has in place a financial guarantee sufficient to cover 

-its potential losses. 

(2) Notwithstanding subdivision (1) of this subsection, the Green 

Mountain Care Board may adopt rules in accordance with 3 V.S.A. chapter 25 

to establish a streamlined process for certification as a Medicare-only ACO for 
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an entity authorized by the Centers for Medicare and Medicaid Services to act 

as an accountable care organization under the Medicare program. The 

streamlined process mawrequire a Medicare-only ACO to meet one or more of 

the criteria set forth in subdivision (11 of this subsection. Certification 

obtained pursuant to the streamlined process shall a~ply to the Medicare-only 

ACO's actions onl, das they relate to Medicare beneficiaries and onl. t 

extent that the federal authorization allows. 

(b){-~} The Green Mountain Care Board shall adopt rules ~~t~e in 

accordance with 3 V.S.A. chapter 25 to establish standards and processes for 

reviewing, modifying, and approving the budgets of ACOs •_~~*'~ ~ n~nnn ,,,. 

~e~e that receive payments from Medicaid or commercial insurers, or both, on 

behalf of attributed lives in Vermont. To the extent permitted under federal 

law, the Board shall ensure the rules anticipate and accommodate a range of 

ACO models and sizes, balancing oversight with support for innovation. In its 

review, the Board shall review and consider: 

... 
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~~~:~sa 

!mil ., ,.,,,-tom ~-,.,~. ,.r„~ ~~;,,,,.,1 ,- ~~t;~.,,~• 

t 

~~[~iii" 

~~ 

,4,10 ,-,7; .,~: ,~~,. ~L.o ,~~'„ e o m~ 
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. te r: ~ass!~s~e!te!~se!~rsisrl 

t,-.,,,,,,.,~ ,,.1, .,~ .ao~~ol,,,~;,,~. ,. ,~l;h> .,,,t..,,,,,o ,,, ~ F ,- „moo t,., ,~,-;,,,~,-~. ~~ra 
~ n

=~ J" 

.. s:...~~:.::.::.~:.~:.: ~.~. ~, r,:.'~~r~:. t 

t 

,.~.~~ !4!*R:~!t'S!:!S'i!*!~~:lBS!7~:l~!~!!*~rTJsf l"!'f-'!.'l~.~ 
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t~c~ese a 

o 

~ 1) information gathered from meetings with the ACO to review and 

discuss its proposed budget for the forthcomin fib 

(2) the efficacy with which the ACO uses funds from Medicaid and 

commercial insurers, as applicable, to enhance and expedite the State's health 

care system transformation efforts; 

(3) the ACO's reasonable use of State and commercial insurance funds 

for its own administrative costs, as defined by the Board; 
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(4) the ACO's collaboration with a range of provider types, such as 

home- and communi -based providers, dental health providers, and mental 

health and substance use disorder treatment providers; 

(5) the ACO's use of a consumer advisory board and other mechanisms 

for inviting and considering consumer input; and 

(6) public comment on all aspects of the ACO's costs, operations, and 

proposed budget. 

~~}~4} c 1 The Office of the Health Care Advocate shall have the right 

to receive copies of all materials related to any ACO certification or budget 

review and may: 

~}~ ask questions of employees of the Green Mountain Care 

Board related to the Board's ACO budget review; 

{~}~ submit written questions to the Board that the Board will 

ask of the ACO in advance of any hearing held in conjunction with the Board's 

ACO review; 

and 

(-~ii-}~ submit written comments for the Board's consideration; 

~~ ask questions and provide testimony in any hearing held in 

conjunction with the Board's ACO budget review. 

{~}~2~ The Office of the Health Care Advocate shall not disclose 

further any confidential or proprietary information provided to the Office 

pursuant to this ~~~'~a~~~~^~^~ ~~` subsection. 
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(~}~ The Board's rules shall include requirements for submission of 

information and data by ACOs and their participating providers as needed to 

evaluate an ACO's success. ~~ The rules may also establish standards as 

appropriate to promote an ACO's ability to participate in applicable federal 

programs for ACOs. 

~}~ All information required to be filed by an ACO pursuant to this 

section or to rules adopted pursuant to this section shall be made available to 

the public ~e~ in accordance with 1 V.S.A. chapter 5, subchapter 3 

(Public Records Acts, provided that individual patients or health care providers 

shall not be directly or indirectly identifiable. 

~e}~f To the extent required to avoid federal antitrust violations, the Board 

shall supervise the participation of health care professionals, health care 

facilities, and other persons operating or participating in an accountable care 

organization. The Board shall ensure that its certification and oversight 

processes constitute sufficient State supervision over these entities to comply 

with federal antitrust provisions and shall refer to the Attorney General for 

appropriate action the activities of any individual or entity that the Board 

determines, after notice and an opportunity to be heard, maybe in violation of 

State or federal antitrust laws without a countervailing benefit of improving 

patient care, improving access to health care, increasing efficiency, or reducing 

costs by modifying payment methods. 

VT LEG #384283 v.l 



No. 62 
2025 

Page 19 of 22 

(~) The Board shall collect the following amounts from an accountable care 

organization: 

~1) $10,000.00 for initial certification in accordance with subsection (a) 

of this section; 

(2) $2,000.00 annually following initial certification to maintain 

certification; and 

(3) $125,000.00 for each review of the accountable care organization's 

budget in accordance with subsection (b) of this section. 

Sec. 6. 18 V.S.A. § 9454 is amended to read: 

§ 9454. HOSPITALS; DUTIES 

*~* 

(b)~1,~ mes s General hospitals, as defined in section 1902 of this title, 

shall adopt a fiscal year that shall begin on October 1. 

(2) Psychiatric hospitals, as defined in section 1902 of this title but 

excluding those conducted, maintained, or operated by the State of Vermont, 

shall adopt a fiscal year that shall begin on January 

Sec. 7. 18 V.S.A. § 9456 is amended to read: 

§ 9456. BUDGET REVIEW 

(a) The Board shall conduct reviews of each hospital's proposed budget 

based on the information provided pursuant to this subchapter and in 

accordance with a schedule established by the Board. Notwithstandingany 

provision of 3 V.S.A. chapter 25 to the contrary, the Board's review, 
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establishment, and enforcement of hospital budgets under this section shall not 

be construed to be a contested case. Andperson aggrieved by a final Board 

action, order, or determination under this section may appeal as set forth in 

section 9381 of this title. 

(d)(1)~ Annually, the Board shall establish a budget for each  ~eneral 

hospital, as defined in section 1902 of this title, on or before September 15, 

followed by a written decision ~ on or before October 1. 

(B) Annually, the Board shall establish a budget for each psychiatric 

hospital, as defined in section 1902 of this title but excluding those conducted, 

maintained, or operated by the State of Vermont, on or before December 15, 

followed by a written decision on or before December 31. 

~C~ Each hospital shall operate within the budget established under 

this section. 

~** 

(h)(1) If a hospital violates a provision of this section, the Board may 

maintain an action in the Superior Court of the county in which the hospital is 

located to enjoin, restrain, or prevent such violation. 

(2)(A) After notice and an opportunity for hearing, the Board may 

impose on a person who knowingly violates a provision of this subchapter, or a 

rule adopted pursuant to this subchapter, a civil administrative penalty of ~e 

not more than $40,000.00, or in the case of a continuing violation, a civil 
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administrative penalty of ~e not more than $100,000.00 or one-tenth of one 

percent of the gross annual revenues of the hospital, whichever is greater. This 

subdivision shall not apply to violations of subsection (d) of this section caused 

by exceptional or unforeseen circumstances. 

(B)(i) The Board may order a hospital to: 

(ii) Orders issued under this subdivision (2)(B) shall be issued 

after notice and an opportunity to be heard, except where the Board finds that a 

hospital's financial or other emergency circumstances pose an immediate 

threat of harm to the public or to the financial condition of the hospital. Where 

there is an immediate threat, the Board may issue orders under this subdivision 

(2)(B) without written or oral notice to the hospital. Where an order is issued 

without notice, the hospital shall be notified of the right to a hearing at the time 

the order is issued. The hearing shall be held within 30 days after receipt of 

the hospital's request for a hearing, and a decision shall be issued within 30 

days after conclusion of the hearing. The Board may increase the time to hold 

the hearing or to render the decision for good cause shown. 
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Sec. 8. 18 V.S.A. § 9572 is amended to read: 

§ 9572. MEETINGS OF AN ACCOUNTABLE CARE ORGANIZATION' S 

GOVERNING BODY 

(a) Application. This section shall apply to all regular, special, and 

emergency meetings of the ~overnin~ board of an accountable care 

~~~*~^r'~ ~^•~~~~„^'~^a~~ organization that contracts with the Vermont 

Medicaid program, whether the meeting is held in person or by electronic 

means, as well as to any other assemblage of members of the ACO's governing 

body at which binding action is taken on behalf of the ACO. For purposes of 

this section, the term "ACO's governing body" shall also include the 

governing body of any organization acting as a coordinating entity for two or 

more ACOs that contract with Vermont Medicaid. 

*~* 

Sec. 9. REPEAL 

18 V.S.A. & 9573 (Medicaid advisory rate case) is repealed. 

Sec. 10. EFFECTIVE DATES 

(a) In Sec. 5, (18 V.S.A. § 93821, subsection (a) shall take effect on January 

1, 2027 and subsections (b)—(,gl shall take effect on January 1, 2026. 

(b) Secs. 6 (18 V.S.A. & 9454) and 7 (18 V.S.A. ~ 94561 and this section 

shall take effect on passage. 

~c) The remaining sections shall take effect on July 1, 2025. 

Date Governor signed bill: June 12, 2025 
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