
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop: S2-26-12 
Baltimore, Maryland 21244-1850 

June 28, 2022 

Jenney Samuelson 
Secretary 
Vermont Agency of Human Services 
280 State Drive 
Waterbury, VT 05671 

Dear Secretary Samuelson: 

The Centers for Medicare & Medicaid Services (CMS) is approving Vermont’s request to extend 
the demonstration project entitled, “Global Commitment to Health” (GCH) (Project Number 11-
W-00194/1), in accordance with section 1115(a) of the Social Security Act (the Act).  Approval 
of the GCH extension request will enable the state to continue to test, monitor, and evaluate a 
managed care-like delivery system, home and community-based services (HCBS), and pilot 
programs, as well as pursue innovations within the Medicaid program to maintain high quality 
services and programs that are cost-effective.  Approval of the extension request allows the state 
to modify existing demonstration programs as well as add additional programs to the 
longstanding demonstration.  This approval is effective July 1, 2022 t hrough December 31, 2027, 
upon which date, unless extended or otherwise amended, all authorities granted to operate this 
demonstration will expire.

The GCH demonstration extension advances several key priorities of the Biden-Harris 
Administration by leveraging Medicaid as a tool to help address the complex challenges facing 
Vermont’s most vulnerable residents, such as behavioral health care access, prescription drug 
costs, and the health needs of individuals receiving HCBS.  In this demonstration, Vermont is 
introducing new initiatives and investments to assist the state in improving health coverage, 
access, and equity for Medicaid beneficiaries and other low-income individuals in the state.    

Over the past several years, Vermont has had higher rates of substance use disorders (SUDs) and 
illicit drug use disorders than the national average1,2 and the state has been implementing 
initiatives to increase access to treatment services and improve health outcomes.  Through this 
demonstration extension, Vermont will continue and expand efforts to provide community-based 
interventions and inpatient treatment services for individuals with a SUD or serious mental 
illness (SMI).  New efforts in this extension include the creation of a new SUD Community 

1 “State Level Data National Survey on Drug Use and Health 2017-2018.” Vermont Department of Health, 
December 2019. https://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP-NSDUH-Summary-2017-
2018.pdf.  
2 Vermont’s 2018 GCH demonstration amendment application. 

https://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP-NSDUH-Summary-2017-2018.pdf
https://www.healthvermont.gov/sites/default/files/documents/pdf/ADAP-NSDUH-Summary-2017-2018.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/vt/vt-global-commitment-to-health-pa2.pdf
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Intervention and Treatment (CIT) eligibility group that will provide benefits, such as service 
coordination, counseling, and residential treatment, for low and moderate-income Vermonters 
with a SUD.  Vermont is also establishing a Maternal Health and Treatment Services initiative 
that provides a whole-person and family-centered care model for treating pregnant women and 
mothers with SUD and/or a mental health condition at the Lund Home facility.  The Lund Home 
provides mental health and SUD treatment to pregnant women, postpartum women, and mothers 
with children up to age five in a setting that allows the family to stay and be treated together. 
   
Vermont is continuing and expanding benefits for the VPharm premium assistance program 
authorized in the GCH demonstration.  The VPharm program helps individuals enrolled in 
Medicare Part D, including those over 65 and those with disabilities, pay their monthly Part D 
premiums and lower the co-pays for many of their prescriptions.  Currently, Vermont provides 
the same prescription coverage as under the Medicaid State Plan to eligible individuals with 
incomes up to 150 percent of the Federal Poverty Level (FPL), and maintenance drug-only 
coverage for eligible individuals with incomes between 150 percent and 225 percent FPL.  In this 
demonstration extension, Vermont is extending state plan-equivalent prescription coverage to 
VPharm-eligible individuals at all income levels up to 225 percent FPL.  This program supports 
the objectives of Medicaid by expanding premium assistance and access to affordable healthcare 
for low-income individuals. 
 
Vermont is also maintaining and strengthening existing programs offering HCBS.  For instance, 
Vermont is continuing the Developmental Disabilities Services program and adding an enhanced 
dental benefit in excess of the limitations set forth in the state plan, because individuals enrolled 
in the program may have more significant dental needs than other Medicaid enrollees (e.g., 
needing sedation for regular dental services).   
 
Notable new programs include the Supportive Housing Assistance Pilot program, which will 
provide individuals with services to successfully transition into and maintain residency in close 
coordination and collaboration with agencies that provide rental assistance.  Eligible individuals 
will have access to pre-tenancy supports, tenancy sustaining services, and community transition 
services for enrollees moving to supportive housing from any setting.  Furthermore, Vermont is 
creating a new incentive-based program, titled Medicaid Data Aggregation and Access Program 
(MDAAP), that will provide health information technology (HIT) infrastructure support to 
Medicaid providers in order to increase HIT use and connectivity to the state’s health 
information exchange.  Eligible providers include mental health providers, SUD treatment 
providers, and long-term services and supports (LTSS) providers who meet the Medicaid patient 
volume criteria in the STCs.   
 
CMS is also taking steps in this demonstration extension to reinforce and ensure the authorized 
programs offering HCBS comply with HCBS rules and regulations.  Following a review of 
information and stakeholder feedback, CMS determined the state’s five HCBS programs do not 
separate case management from the direct service providers; therefore, the state is out of 
compliance with 42 CFR section 441.730(b).  CMS directed Vermont to submit a corrective 
action plan (CAP) that outlines the state’s process to reach full compliance with conflict of 
interest regulations.  On December 17, 2021, Vermont submitted the plan for CMS review, and 
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CMS and Vermont are working together to finalize the plan.  Once approved, the CAP will be 
appended to the STCs as Attachment Q. 
 
In Vermont’s demonstration extension application, the state requested to transition the 
Department of Vermont Health Access (DVHA) from a non-risk prepaid inpatient health plan 
(PIHP) to a full-risk bearing MCO subject to the Medicaid managed care requirements under 42 
CFR 438.  CMS is not approving this request, and instead, the state will maintain the current 
managed care-like model that was approved in the 2016 demonstration extension.  The Agency 
for Human Services (AHS) will continue the interagency agreement with the DVHA to deliver 
services through a managed care-like model, subject to the requirements that would be applicable 
to a non-risk PIHP.  As a part of the state’s unique model, Vermont has authority to pay for 
services and fund programs, referred to as investments, that improve public health, reduce the 
rate of uninsured and/or underinsured, increase access to care, and support the health care 
delivery system.  In this extension, Vermont will maintain this authority but with a new 
investment framework and updated investment goals that include investments in social 
determinants of health, HCBS, and supports to increase community living for individuals at risk 
of needing facility-based care.    
 
CMS is authorizing Vermont’s request to extend a COVID-19 public health emergency (PHE) 
flexibility for Children’s Personal Care Services that permits the state to reimburse legally 
responsible individuals, which could be inclusive of legally responsible family caregivers, for 
personal care services following a reasonable assessment by the state that the caregiver is 
capable of rendering the service.  This flexibility will be active at the conclusion of the COVID-
19 PHE and after Vermont notifies CMS of its readiness to effectuate the flexibility. 
 
Components of the Proposal Still Under Review 
CMS and Vermont are continuing discussions regarding the state’s pending requests, which are 
key components of the state’s strategy to improve equitable access and outcomes for individuals 
enrolled in Medicaid: services and supports for justice-involved adults to stabilize health pre-
release, ensure continuity of coverage through Medicaid pre-release enrollment strategies, 
increase mental health services for inmates, and support re-entry into the community.  CMS is 
supportive of increasing prerelease services for justice involved populations and we will work 
with the state on its prerelease initiatives in the coming year.   CMS is also continuing to review 
the state’s request pertaining to in-lieu of services that would be authorized under the state’s 
managed care plan-like framework. 
 
Monitoring and Evaluation 
Vermont conducted and submitted to CMS an Interim Evaluation Report that covered calendar 
years 2016 to 2019 of the Global Commitment to Health demonstration.3  This evaluation report 
found that the demonstration was associated with an overall improvement in beneficiaries’ 
access to care.  Specifically, there was an increase in access to ambulatory and preventive care 
visits, well-child visits, and dental care during the evaluation period.  In addition, while there 
were mixed findings on a range of quality of care outcome measures, the report found that the 
demonstration improved initiation and engagement in SUD treatment, and improved self-
                                                           
3 The Pacific Health Policy Group. State of Vermont: Global Commitment to Health Section 1115 Medicaid 
Demonstration 11-W-00194/1. December 21, 2020. Draft Interim Evaluation Report submitted for CMS review. 
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reported health status for enrollees with LTSS needs.  The report also showed that the ACO 
model improved diabetes and hypertension control, increased engagement of eligible 
beneficiaries over time, and improved access to mental health care and SUD treatment.  
Furthermore, the demonstration reduced overall Medicaid spending and total per capita risk-
adjusted expenditures for enrollees who were between 1 and 64 years old. 
 
Consistent with CMS requirements for section 1115 demonstrations, and as outlined in the 
demonstration extension special terms and conditions (STCs), the state is required to conduct 
systematic monitoring of the various demonstration components, per applicable CMS guidance 
and technical assistance.  Such monitoring will support tracking the state’s progress with the 
demonstration components towards their corresponding milestones and/or goals.  Furthermore, in 
alignment with CMS guidance and STC requirements, Vermont will develop a rigorous 
Evaluation Design using robust data sources and analytic approaches that will support a 
comprehensive evaluation of the demonstration to assess whether the demonstration initiatives 
are effective in producing the desired outcomes for its beneficiaries and providers, as well as for 
the state’s overall Medicaid program.  The evaluation must outline and address well-crafted 
hypotheses and research questions for all key demonstration policy components that support 
understanding the demonstration’s impact on beneficiary coverage, access to and quality of care, 
and health outcomes, as well as its effectiveness in achieving the policy goals and objectives.  
For example, the evaluation must assess the likelihood of enrollment and enrollment continuity 
and beneficiary financial status in the context of the waiver of retroactive eligibility.  Likewise, 
as another example, the evaluation of the SUD demonstration component should assess initiation 
and compliance with treatment, utilization of health services in appropriate care settings, and 
reductions in key outcomes, such as deaths due to overdose.  CMS underscores the importance of 
the state undertaking a well-designed beneficiary survey to assess, for instance, beneficiary 
understanding of the various demonstration policy components, including the waiver of 
retroactive eligibility, beneficiary experiences with access to and quality of care, as well as the 
incidence and extent of beneficiary medical debt.  The state must also investigate cost outcomes 
for the demonstration as a whole, including but not limited to, uncompensated care costs.  In 
addition, the state must revisit and revise the Evaluation Design, if necessary, each time a new 
investment is approved by CMS to ensure the state is evaluating the effectiveness of each 
investment opportunity. 
 
The state’s monitoring and evaluation should accommodate data collection and analyses 
stratified by key subpopulations of interest to inform a fuller understanding of existing disparities 
in access and health outcomes, and how the demonstration’s various policies might support 
bridging any such inequities. 
 
Consideration of Public Comments 
 
To increase the transparency of demonstration projects, section 1115(d)(1) and (2) of the Act 
direct the Secretary to issue regulations providing for two periods of public comment on a state’s 
application for a section 1115 demonstration that would result in an impact on eligibility, 
enrollment, benefits, cost-sharing, or financing.  The first comment period occurs at the state 
level before submission of the section 1115 application, and the second comment period occurs 
at the federal level after the application is received by the Secretary. 
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Section 1115(d)(2)(A) and (C) of the Act further specify that comment periods should be 
“sufficient to ensure a meaningful level of public input,” but the statute imposed no additional 
requirement on the states or the Secretary to address those comments, as might otherwise be 
required under a general rulemaking.  Accordingly, the implementing regulations issued in 2012 
provide that CMS will review and consider all comments received by the deadline, but will not 
necessarily provide written responses to all public comments (42 CFR 431.416(d)(2)).  The 
federal comment period opened on July 9, 2021, and closed on August 8, 2021.  There were five 
public comments received during the federal comment period; however, two of these comments 
did not contain any feedback or information about the commenter, therefore they were not 
considered.  One commenter supported Vermont’s proposed supportive housing pilot and 
recommended it for approval.  One commenter supported the demonstration, in particular the 
innovative care models such as family-focused residential mental health and SUD treatment.   
 
One commenter raised several concerns with some of the state’s extension proposals and did not 
recommend approval.  The commenter opposed the IMD provisions of the demonstration for 
various reasons, including that the IMD exclusion cannot be waived.  CMS is approving the 
expenditures associated with SMI IMD section 1115(a)(2) of the Act.  Section 1115(a)(2) of the 
Act grants the Secretary the authority, in the context of a demonstration project under section 
1115(a), to provide federal matching of state expenditures that would not otherwise be federally 
matchable under the terms of section 1903.  Specifically, with respect to state expenditures under 
a section 1115 “demonstration project which, in the judgment of the Secretary, is likely to assist 
in promoting the objectives of [Medicaid],” expenditures that would “not otherwise” be 
matchable under section 1903 may “be regarded as expenditures under the State plan or plans 
approved under such title, or for administration of such State plan or plans . . . as may be 
appropriate.”  This “expenditure authority” has been exercised by the Secretary for decades to 
conduct demonstration projects that provide coverage for individuals or services that could not 
otherwise be covered under a State’s Medicaid State plan.  This has allowed the Secretary to 
expand eligibility for benefits to individuals who would not otherwise be eligible, and for 
services that would not otherwise be covered.  This interpretation has been upheld in court as a 
valid exercise of the Secretary’s demonstration authority under section 1115.  For example, 
federal courts have upheld demonstration projects that covered individuals under section 
1115(a)(2) who would not otherwise be eligible for coverage.  Spry v. Thompson, 487 F.3d 1272 
(9th Cir. 2007); Wood v. Betlach, No. CV-12-08098, 2013 WL 3871414 (D. Ariz. July 26, 
2013). 
 
Additionally, the commenter shared concerns that it does not view receiving FFP as a valid 
experiment.  CMS has determined that Vermont’s request serves a research and demonstration 
purpose as outlined in the SMDL #18-011.  As noted above, testing the benefits of covering 
individuals and services that could not otherwise be covered promotes the coverage objective of 
Medicaid, and helps states and CMS gather information to inform any potential future legislation 
CMS believes that this authority will yield useful data as this demonstration includes robust 
monitoring and evaluation requirements.   
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The commenter said that, “Should CMS grant this extension, it should at least reject Vermont’s 
request to modify the STCs to permit FFP for IMD stays over 60 days.”  CMS agrees and has not 
included this in the state’s extension.  
 
The commenter also raises concerns with Vermont’s request to continue its waiver to impose 
premiums per month on children under 18 with household incomes above 195% FPL, because 
section 1115 authority cannot be used to allow Vermont to charge premiums; premiums are not 
experimental and conflict with Medicaid objectives.   
 
CMS has determined states can be authorized to set premiums for optional populations, including 
those at a higher household income (e.g., above 195% FPL).  Therefore, Vermont is permitted to 
continue setting premiums for these optional populations. 
 
Finally, the commenter states there is nothing experimental about Vermont’s proposal to extend 
its waiver for eliminating retroactive coverage because states have been permitted to waive it 
since at least the 1990s.  The commenter also argued that waiving retroactive coverage doesn’t 
promote Medicaid objectives and evidence suggests it reduces access to coverage and care 
among low income individuals, leaving them with unmet needs and/or medical debt.  They note 
that this could cause significant hardship for individuals and Vermont doesn’t justify its request 
and why it’s experimental in its extension application. 
 
We appreciate the concerns raised regarding waiving retroactive eligibility and CMS is 
examining this further, with plans to share additional guidance regarding its limitations.  The 
three populations that Vermont has a waiver of retroactive eligibility for (CFC Moderate Needs, 
VPharm, and VPharm Expansion) are optional demonstration populations that do not receive full 
Medicaid benefits, and Vermont can continue to apply this waiver. 
 
After carefully reviewing the public comments submitted during the federal comment period and 
information received from the state public comment period, CMS has concluded that the 
demonstration is likely to assist in promoting the objectives of Medicaid.   
 
Other Information 
 
CMS’s approval of this section 1115(a) demonstration is subject to the limitations specified in 
the attached waiver and expenditure authorities, STCs, and any supplemental attachments 
defining the nature, character, and extent of federal involvement in this project.  The state may 
deviate from Medicaid state plan requirements only to the extent those requirements have been 
specifically listed as waived or not applicable under the demonstration.   
 
The award is subject to CMS receiving written acceptance of this award within 30 days of the 
date of this approval letter.  Your project officer is Ms. Rabia Khan.  Ms. Khan is available to 
answer any questions concerning implementation of the state’s section 1115(a) demonstration 
and her contact information is as follows: 
 

Centers for Medicare & Medicaid Services 
Center for Medicaid and CHIP Services 
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Mail Stop S2-25-26 
7500 Security Boulevard 
Baltimore, Maryland 21244-1850 
Email: Rabia.Khan1@cms.hhs.gov  

 
We appreciate your state’s commitment to improving the health of people in Vermont, and we 
look forward to our continued partnership on the GCH section 1115(a) demonstration.  If you 
have any questions regarding this approval, please contact Ms. Judith Cash, Director, State 
Demonstrations Group, Center for Medicaid and CHIP Services, at (410) 786-9686. 
 
 
      Sincerely, 
 
 
 
      Daniel Tsai 
      Deputy Administrator and Director 
       
 
Enclosure 
 
cc: Gilson DaSilva, State Monitoring Lead, CMS Medicaid and CHIP Operations Group   

mailto:Rabia.Khan1@cms.hhs.gov
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	b. Individually Assessed Cost-Effective Alternative Services.  Vermont may provide individuals with the option to receive cost-effective treatment as patients in lieu of otherwise covered services in other settings.  This option must be voluntary with...
	c. Special programs.  In addition to the services described in subparagraph (a), the state shall provide the following services, through “special programs” to individuals who would have been eligible under a separate 1915(c) waiver, 1915(i) state plan...
	d. SUD Community Intervention and Treatment (CIT).  SUD CIT services are provided to individuals with a diagnosis of SUD with income above 133 percent of the FPL up to and including 225 percent of the FPL.  Individuals in this population are not eligi...
	i. Benefits.  Individuals will have access to the following SUD treatment services covered under the Medicaid state plan: service coordination, recovery supports, psychoeducation, peer supports (upon approval of a State Plan amendment and promulgation...
	ii. For individuals who are enrolled in both the CRT expansion group and the SUD Intervention and Treatment group, Vermont will ensure that there is not duplication of services.  The CIT program will have a limited network of providers enrolled.

	e. Palliative Care Program.  The Palliative Care Program is for children under the age of 21 years in populations 1, 2, and 3 who have been diagnosed with a life-limiting illness that is expected to be terminal before adulthood.  The program will allo...
	i. Participation.  Demonstration participants will be identified based on diagnostic codes found on claims data and referrals from medical professionals.
	1. Eligibility will be determined by the nurse care manager and/or DVHA Medical Director, based on the assessment tool and supplemental clinical information (as needed).  Continued eligibility will be re-assessed at least annually.
	2. Care planning activities for children enrolled in the palliative care program will meet the requirements specified in federal managed care regulations for enrollees with special health care needs.

	ii. Benefits.  In addition to state plan services, children enrolled in the palliative care program may also receive care and services that meet the definition of ‘medical assistance’ contained in section 1905(a) of the Act if determined to be medical...
	1. Care Coordination.  Development and implementation of a family-centered care plan that includes telephonic and home visits by a licensed nurse.
	2. Respite Care.  Short-term relief for caretaker relatives from the demanding responsibilities for caring for a sick child.
	3. Expressive Therapies.  Therapies provided by licensed therapist to provide support to the child to help the child to creatively and kinesthetically express their reaction to their illness.  The palliative care program offers 52 hours of expressive ...
	4. Family Training.  Training to teach family members palliative care principles, medical treatment regimen, use of medical equipment, and how to provide in-home care.
	5. Bereavement Counseling.  Anticipatory counseling and up to 6 months after the child’s death for the family by a licensed professional trained in grief counseling.  Payment for bereavement counseling services may be provided for on-going counseling ...

	iii. Cost Sharing.  Cost sharing requirements as described in STC 5.1 will apply.

	f. Supportive Housing Assistance Pilot.  The Supportive Housing Assistance Pilot is for Medicaid enrollees age 18 and older eligible for full Medicaid state plan benefits who meet the health needs-based and risk-based criteria defined by the state in ...
	i. Individuals who are eligible for full State Plan benefits and are enrolled in Choices for Care or one of Vermont’s special programs defined in 4.4(c) (i.e., CRT, Developmental Disabilities Services, Brain Injury Program, or Mental Health Under 22) ...



	5. COST SHARING
	5.1. Premiums and Cost Sharing.
	a. Populations 1, 2, and 3.
	i. Premiums for populations 1, 2, and 3, must be in compliance with Medicaid requirements that are set forth in statute, regulation and policy.  Premiums may be charged for this population in accordance with the approved state plan.
	ii. Cost sharing for populations 1, 2, and 3, must be in compliance with Medicaid requirements that are set forth in statute, regulation and policies.  Standard Medicaid exemptions from cost-sharing set forth in 42 CFR 447(b) applies to the demonstrat...

	b. Populations 7 and 8. Detailed cost-sharing and premium requirements for Populations 7 and 8 are included in Attachment G.  The state must not apply co-payment requirements to excluded populations (children under age 21, pregnant women or individual...
	c. Notwithstanding STC 5.1(a)(i) above, and consistent with the waiver of premiums (section 1902(a)(14) of the Act insofar as it incorporates section 1916 of the Act) in this demonstration project, premiums for children through age 18 with income abov...


	6. DELIVERY SYSTEMS
	6.1. Delivery System Overview.  Costs of all Medicaid covered services will be covered by DVHA and may be furnished through contracts with providers and through interagency agreements with governmental partners.  Contracts with providers may include c...
	6.2. Submission of Interagency Agreement and Rate Certification.  At least 90 days prior to the effective date of the interagency agreement, AHS shall submit for CMS review and approval the interagency agreement and corresponding rate certification as...
	6.3. Managed Care-Like Model – Designated Non-Risk PIHP.  The managed care-like model shall be subject to 42 CFR 438 requirements as a non-risk PIHP, and AHS shall be subject to 42 CFR 438 requirements as the state, and DVHA shall be subject to 42 CFR...
	a. AHS shall develop a per member per month (PMPM) capitation rate consistent with the requirements for actuarial soundness, rate development, special contract provisions (as applicable), and rate certifications in 42 CFR 438.4 through 438.7; The PMPM...
	i. The provider reimbursement rates are not based on the rate of federal financial participation associated with the covered populations;
	ii. The provider reimbursement rates are appropriate for the populations to be covered and the services to be furnished under the contract; and
	iii. The provider reimbursement rates are adequate to meet the requirements on MCOs, PIHPs, and PAHPs in §§438.206, 438.207, and 438.208;

	b. DVHA shall calculate and report a Medical Loss Ratio.  The MLR shall be calculated consistent with all applicable parts of 42 CFR 438.8;
	c. Neither the capitation rates determined under the interagency agreement nor the underlying provider payments shall be subject to the upper payment limits specified in 42 CFR 447.362; and
	d. AHS will be responsible for oversight of the managed care-like model acting as a non-risk PIHP, ensuring compliance with state and federal statutes, regulations, special terms and conditions, waiver, and expenditure authority.  AHS shall be respons...
	e. During periods of a public health emergency (PHE), as declared by the Secretary of Health and Human Services as a result of a Presidential declaration under the Stafford Act, the non-risk PIHP (DVHA) is not required to offer in person opportunities...

	6.4. Capitation Rate Development.  In addition to the requirements described in STC 6.3, the development of the capitation rate must:
	a. Be developed consistent with the requirements in 42 CFR 438.5 and based on DVHA’s actual experience and expected costs;
	b. Be developed for 12-month periods;
	c. Not include any administrative services and costs that are required to be incurred by AHS as the Single State Agency under federal law, regulation, or these STCs.  Such administrative services and costs that cannot be part of the capitation rate in...
	d. Include only costs for services included under 42 CFR 438.3(c)(1)(ii);
	e. Not include any costs for “investments” as described in STC 11.1;
	f. AHS shall require DVHA through its interagency agreement to maintain an 85 percent medical loss ratio calculated consistent with 42 CFR 438.8 and these STCs;
	g. To the extent that DVHA does not meet at least an 85 percent medical loss ratio, the PMPM capitation rates must be reduced to the extent necessary to achieve an 85 percent medical loss ratio;
	h. DVHA shall not be eligible for an incentive payment above the actuarial sound capitation rate under 438.6(b); and
	i. AHS shall be required to comply with 42 CFR 438.6(c) and (d), in that:
	i. Neither AHS, nor DVHA, shall make any pass-through payments, as defined in 42 CFR 438.6(a) to providers;
	ii. Any reimbursement arrangements between DVHA and providers that is based entirely on a fee-for-service style of fee schedule, consistent with the fee schedule arrangements described in 42 CFR 438.6(c)(1)(iii), shall not require AHS to obtain prior ...
	iii. Any reimbursement arrangements between AHS or DVHA and providers that are a value-based payment style fee schedule shall be required to meet the prior approval requirements in 42 CFR 438.6(c)(2) consistent with reimbursement arrangements describe...


	6.5. Choice under the Managed Care-Like Model.  All Medicaid beneficiaries are enrolled in the managed care-like model that operates as if it were a non-risk PIHP.  AHS shall not be subject to 42 CFR 438.52(a)(1).  AHS shall be required to meet the re...
	6.6. Non-Application of 42 CFR 438.3(m).  AHS and DVHA shall not be determined out of compliance with 42 CFR 438.3(m) if AHS and DVHA meet the financial reporting requirements, consistent with requirements in sections 12 and 13 of these STCs, as well ...
	6.7. Limitation of Freedom of Choice.  Freedom of choice is limited to the DVHA network of providers.  However, populations must have freedom of choice when selecting enrolled providers within that network (when applicable, the provider must be enroll...
	6.8. Contracts and Provider Payments.  Payments to providers for Global Commitment will be set by DVHA and approved by AHS and will not be required to comply with the payment provisions in the approved state plan.
	a. All services provided under the demonstration, including nursing facility and home and community-based services, are included in the actuarially-determined per member per month calculation.  Therefore, these payments are subject to the applicable r...

	6.9. Contracting with Federally Qualified Health Centers (FQHCs).  The state shall not reduce the number of FQHCs and rural health centers available to provide services to beneficiaries under this demonstration.
	6.10. Beneficiary Support System.  AHS shall develop and implement a beneficiary support system consistent with the requirements of 42 CFR 438.71. AHS shall ensure the independence and conflict of interest requirements in 42 CFR 438.71(c)(2) are satis...
	6.11. Appeals and Grievance.  AHS and DVHA shall comply with all aspects of 42 CFR 438, subpart F, with AHS as the state and DVHA as if it were a non-risk PIHP.  All requirements related to State Fair Hearings in federal statute and regulations shall ...
	6.12. Program Integrity.  AHS and DVHA shall comply with all requirements of 42 CFR 438, subpart H, with AHS as the state and DVHA as a PIHP unless specified herein.  All program integrity requirements in federal statute and regulations that are requi...
	a. 42 CFR 438.604(a)(4) pertaining to documentation against risk of insolvency is not applicable to DVHA.
	b. The data, information, and documentation submission requirements on DVHA as a non-risk PIHP in 42 CFR 438.604(a)(1) and (a)(2) is satisfied so long as AHS has direct access to the information systems that maintain such data, documentation and infor...

	6.13. Data Sharing.  DVHA acting as a non-risk PIHP under a managed care-like model shall comply with all privacy and confidentiality requirements on PIHPs in 42 CFR 438.  Nothing in this STC prohibits AHS from delegating data and information rights a...
	6.14. State Quality Strategy.  The state must meet the managed care quality strategy requirements at 42 CFR 438.340 and adopt and implement a comprehensive, dynamic, and holistic continuous quality improvement strategy that integrates all aspects of q...
	a. Quality Improvement Strategy (QIS) for 1915(c) or 1915(i) approvable HCBS Services.  For services that could have been authorized to individuals under a 1915(c) waiver or under a 1915(i) HCBS State plan amendment, the state’s Quality Strategy must ...
	i. Administrative Authority.  A performance measure should be developed and tracked for any authority that AHS (State Medicaid Agency) delegates to another agency, unless already captured in another performance measure.
	ii. Level of Care or Eligibility based on 1115 Requirements.  Performance measures are required for the following: applicants with a reasonable likelihood of needing services receive a level of care determination or an evaluation for HCBS eligibility,...
	iii. Qualified Providers.  The state must have performance measures that track that providers meet licensure/certification standards, that non-certified providers are monitored to assure adherence to demonstration requirements, and that the state veri...
	iv. Service Plan.  The state must demonstrate it has designed and implemented an effective system for reviewing the adequacy of service plans for HCBS participants.  The state must have one or more performance measures that track choice of HCBS and pr...
	v. Health and Welfare.  The state must demonstrate it has designed and implemented an effective system for assuring HCBS participants’ health and welfare.  The state must have one or more performance measures that track that on an ongoing basis it ide...
	vi. Financial Accountability.  The state must demonstrate that it has designed and implemented an adequate system for ensuring financial accountability of the HCBS program.
	vii. To demonstrate the requirements of STC 6.14 (a)(i)-(vi) above, the state must submit performance measures to CMS for review and approval within 90 days following approval of the demonstration extension.
	viii. The state will submit a report to CMS following receipt of an Evidence Request letter and report template from the Division of HCBS Operations & Oversight (DHCBSO) no later than 21 months prior to the end of the approved waiver demonstration per...
	ix. Beginning with the DY 19 annual monitoring report, the state must report the deficiencies found during the monitoring and evaluation of the HCBS demonstration assurances and measures, an explanation of how these deficiencies have been or are being...



	7. LONG-TERM SERVICES AND SUPPORTS PROTECTIONS
	7.1. Person-Centered Planning.  The state assures there is a person-centered service plan for each individual determined to be eligible for HCBS.  The person-centered service plan is developed using a person-centered service planning process in accord...
	7.2. Self-Directed Supports.  The state agrees to provide resources to support participants in the Choices for Care, Developmental Disabilities Services, and Brain Injury programs or their proxies (e.g., a surrogate, parent or legal guardian/represent...
	a. Choices for Care program enrollees will have full informed choice on the requirements and options to: self-direct Choices for Care services; have a qualified designated representative direct Choices for Care services on their behalf; or select trad...

	7.3. Home and Community Based Settings.  The state will assure compliance with the characteristics of home and community-based settings in accordance with 42 CFR 441.301(c)(4), for those Choices for Care services (e.g., those not found in the Vermont ...
	7.4. Single State Agency LTSS oversight.  In its role as single state agency, the AHS will ensure a managed LTSS plan for a comprehensive care model is developed that promotes the integration of home and community-based services, institutional, acute,...
	7.5. Choices for Care Enrollee Access.  To support the beneficiary’s experience receiving medical assistance and long-term services and supports, the state shall assure that all Choices for Care program enrollees have access to independent support ser...
	a. Operate independently from any provider and to the extent possible, services will be provided independently of the state and support transparent and collaborative resolution of issues between beneficiaries and state government;
	b. Be easily accessible and available to all Choices for Care enrollees.  Activities will be directed toward enrollees in all settings (institutional, residential and community-based), accessible through multiple entryways (e.g., phone, internet, offi...
	c. Assist with access to services and supports and help individuals understand their choices, resolve problems and address concerns that may arise between the individual and a provider or payer.  The state will assure:
	i. Beneficiaries have support in the pre-enrollment stage, such as unbiased options counseling and general program-related information.
	ii. Beneficiaries have an access point for complaints and concerns about Choices for Care enrollment, access to services, and other related matters.
	iii. Enrollees understand the fair hearing, grievance, and appeal rights and processes within the Choices for Care program and assist them through the process if needed/requested.
	iv. Trainings are conducted with providers on community-based resources and covered services and supports.

	d. Ensure staff and volunteers are knowledgeable.  Training will include information about the state’s Medicaid programs; beneficiary protections and rights under Medicaid managed care arrangements; and the health and service needs of persons with com...
	e. Collect and report information on the volume and nature of beneficiary contacts and the resolution of such contacts on a schedule and manner determined by the state, but no less frequently than quarterly.  This information will inform the state of ...

	7.6. HCBS Electronic Visit Verification System.  The state will demonstrate compliance with the Electronic Visit Verification System (EVV) requirements for personal care services (PCS) by January 1, 2021 and home health services by January 1, 2023 in ...
	7.7. Conflict of Interest Protections.  Regulations at 42 CFR 441.301(c)(1)(vi) require that providers of HCBS for the individual, or those who have an interest in or are employed by a provider of HCBS for the individual must not provide case manageme...
	a. The safeguards to mitigate and address the potential problems that may arise when the individual’s HCBS provider, or an entity with an interest in or employed by a provider of HCBS, performs service plan development (e.g., self-referral) need to in...
	i. Full disclosure to participants and assurance that participants are supported in exercising their right to free choice of providers and are provided information about the full range of HCBS, not just the services furnished by the entity that is res...
	ii. An opportunity for the participant to dispute the state’s assertion that there is not another entity or individual that is not that individual’s provider to develop the person-centered service plan through a clear and accessible alternative disput...
	iii. Direct oversight of the process or periodic evaluation by a state agency;
	iv. Restricting the entity that develops the person-centered service plan from providing services without the direct approval of the state; and
	v. Requiring the agency that develops the person-centered service plan to administratively separate the plan development function from the direct service provider functions.

	b. When the state allows for an entity that is responsible for person-centered service plan development to also provide other direct HCBS, the state must:
	i. Demonstrate that the entity is the only willing and qualified provider to develop the person-centered service plan; and
	ii. Describe safeguards that mitigate and address the potential problems that may arise, with the service providers’ influence on the person-centered planning process (exercising free choice of providers, controlling the content of the plan, including...
	1. Full disclosure to participants and assurance that participants are supported in exercising their right to free choice of providers and are provided information about the full range of HCBS, not just the services furnished by the entity that is res...
	2. An opportunity for the participant to dispute the state’s assertion that there is not another entity or individual that is not that individual’s provider to develop the person-centered service plan through a clear and accessible alternative dispute...
	3. Direct oversight of the process or periodic evaluation by a state agency;
	4. Restricting the entity that develops the person-centered service plan from providing services without the direct approval of the state; and
	5. Requiring the agency that develops the person-centered service plan to administratively separate the plan development function from the direct service provider functions.


	c. On December 17, 2021, Vermont submitted a plan to CMS describing the process it will take to comply with HCBS conflict of interest protections described in STC 7.7(a) and (b).  Once approved by CMS, the plan will be appended as Attachment Q.


	8. OTHER PROGRAMS
	8.1. State-Funded Marketplace Subsidies Program.  The state may claim as allowable expenditures under the demonstration the payments for premium subsidies made through its state-funded program for individuals who purchase health insurance through the ...
	1. are not Medicaid eligible;
	2. are eligible for the advance premium tax credit (APTC) on the Marketplace; and
	3. whose household MAGI, as determined for APTC and consistent with all applicable federal laws, is at or below 300 percent of the FPL.

	Expenditures for this state health program must not include any expenditures listed in STC 11.5 (“Investment Approval Process”).
	a. Reporting.  The state must provide data regarding the operation of this subsidy program in the annual report required per STC 12.7. This data must, at a minimum, include:
	i. The number of individuals served by the program;
	ii. The size of the subsidies; and
	iii. A comparison of projected costs with actual costs.

	b. Budget Neutrality.  This subsidy program will be subject to the budget neutrality limit specified in STC 14.15.

	8.2. Maternal Health and Treatment Services.  The state may claim as allowable expenditures otherwise covered state plan services furnished to otherwise Medicaid eligible pregnant women, postpartum women, and mothers ages 19-64 who are residents at th...
	a. Services.  The Lund Home (or its successor) provides the following state plan services:
	i. Individual, group, family therapy
	ii. Medication assisted treatment
	iii. Health screening, education, monitoring and referral
	iv. Case management
	v. NEMT

	b. Monitoring.  The state must incorporate in the SUD and SMI Monitoring Protocol (as required under STC 9.3 and 10.5, respectively) plans to stratify appropriate monitoring metrics for the Maternal Health and Treatment Services program authorized by ...
	c. Evaluation.  The state’s Evaluation Design must include a separate discussion of the maternal health and treatment services provided at the Lund Home (or its successor) including evaluation questions and hypotheses that the state intends to test.  ...
	d. Unallowable Expenditures.  Under no circumstances may the state receive FFP under expenditure authority approved for the Lund Home (or its successor) for room and board costs.  Treatment for children receiving care within the Lund Home (or its succ...

	8.3. Medicaid Data Aggregation and Access Program (MDAAP).  The state may claim as allowable expenditures, up to $14.9 million (total computable) for five years, payments to incentivize health information technology (HIT) use.  This program is distinc...
	a. Eligibility.  Providers that are eligible to receive incentive payments to purchase tools are limited to those whose Medicaid patient volume is at least 20% (Children’s Health Insurance Plan (CHIP) does not count toward the Medicaid patient volume ...
	b. Reporting.  The state will report on the activities of the MDAAP Incentive Payment Program in the Annual Monitoring Reports.  The state will report the amount and types of providers participating, the amount of funding given to providers, and an an...
	c. MDAAP Incentive Payment Protocol.  The MDAAP Incentive Payment Protocol establishes rules and guidelines for participation in the MDAAP Incentive Payment Program as well as how the State will claim FFP for incentive payments.  The approved MDAAP In...
	d. Unallowable Expenditures.  Under no circumstances, may the state receive FFP under this expenditure authority for provider incentive payments made to anyone who was previously included under the Health Information Technology for Economic and Clinic...


	9. OPIOID USE DISORDER (OUD)/SUBSTANCE USE DISORDER (SUD)
	9.1. Opioid Use Disorder/Substance Use Disorder Program.  Since CMS’s approval of the SUD Implementation Plan on June 6, 2018, effective July 1, 2018, the demonstration benefit package for Vermont Medicaid recipients has included OUD/SUD services prov...
	The coverage of OUD/SUD inpatient, residential treatment and withdrawal management services in IMDs expands Vermont’s current OUD/SUD benefit package available to all Vermont Medicaid recipients as outlined in the table below.  Room and board costs ar...
	The state attests that the services indicated in the table above, as being covered under the Medicaid state plan authority are currently covered in the Vermont Medicaid state plan.
	9.2. SUD Implementation Plan.  The state’s SUD Implementation Plan, initially approved for the period from July 1, 2018 through December 31, 2021, remains in effect for the approval period from July 1, 2022 through December 31, 2027, and is affixed to...
	a. Access to Critical Levels of Care for OUD and other SUDs: Service delivery for new benefits, including residential treatment and withdrawal management, within 12-24 months of OUD/SUD program demonstration approval;
	b. Use of Evidence-based SUD-specific Patient Placement Criteria: Establishment of a requirement that providers assess treatment needs based on SUD-specific, multidimensional assessment tools, such as the American Society of Addiction Medicine (ASAM) ...
	c. Patient Placement: Establishment of a utilization management approach such that beneficiaries have access to SUD services at the appropriate level of care and that the interventions are appropriate for the diagnosis and level of care, including an ...
	d. Use of Nationally Recognized SUD-specific Program Standards to set Provider Qualifications for Residential Treatment Facilities: Currently, residential treatment service providers must be a licensed organization, pursuant to the residential service...
	e. Standards of Care: Establishment of a provider review process to ensure that residential treatment providers deliver care consistent with the specifications in the ASAM Criteria or other comparable, nationally recognized SUD program standards based...
	f. Standards of Care: Establishment of a requirement that residential treatment providers offer MAT on-site or facilitate access to MAT off-site within 12-24 months of SUD program demonstration approval;
	g. Sufficient Provider Capacity at each Level of Care including Medication-assisted Treatment for OUD: An assessment of the availability of providers in the key levels of care throughout the state, or in the regions of the state participating under th...
	h. Implementation of Comprehensive Treatment and Prevention Strategies to Address Opioid Abuse and OUD: Implementation of opioid prescribing guidelines along with other interventions to prevent prescription drug abuse and expand coverage of and access...
	i. SUD Health IT Plan:  Implementation of the milestones and metrics as detailed in STC 9.6; and
	j. Improved Care Coordination and Transitions between Levels of Care: Establishment and implementation of policies to ensure residential and inpatient facilities link beneficiaries with community-based services and supports following stays in these fa...

	9.3. SUD Monitoring Protocol.  The state must submit an updated Monitoring Protocol for the SUD programs authorized by this demonstration within one hundred fifty (150) calendar days after approval of the demonstration.  The Monitoring Protocol Templa...
	a. An assurance of the state’s commitment and ability to report information relevant to each of the program implementation areas listed in STC 9.2 and reporting relevant information to the state’s Health IT plan described in STC 9.6;
	b. A description of the methods of data collection and timeframes for reporting on the state’s progress on required measures as part of the general reporting requirements described in Section 12 of the demonstration; and
	c. A description of baselines and targets to be achieved by the end of the demonstration.  Where possible, baselines will be informed by state data, and targets will be benchmarked against performance in best practice settings.

	9.4. SUD Mid-Point Assessment.  The state must conduct an independent mid-point assessment by June 30, 2025.  In the design, planning and conduction of the mid-point assessment, the state must require that the independent assessor consult with key sta...
	The state must require that the assessor provide a report to the state that includes the methodologies used for examining progress and assessing risk, the limitations of the methodologies, its determinations and any recommendations.  The state must pr...
	For milestones and measure targets at medium to high risk of not being achieved, the state must submit to CMS modifications to the SUD Implementation Plan, and/or SUD Monitoring Plan for ameliorating these risks.  Modifications to the applicable Imple...
	a. An examination of progress toward meeting each milestone and timeframe approved in the SUD Implementation Plans and toward meeting the targets for performance measures as approved in the SUD Monitoring Protocol;
	b. A determination of factors that affected achievement on the milestones and performance measure gap closure percentage points to date;
	c. A determination of selected factors likely to affect future performance in meeting milestones and targets not yet met and information about the risk of possibly missing those milestones and performance targets;
	d. For milestones or targets at medium to high risk of not being met, recommendations for adjustments in the state’s SUD Implementation Plan or to pertinent factors that the state can influence that will support improvement; and
	e. An assessment of whether the state is on track to meet the budget neutrality requirements.

	9.5. SUD Evaluation.  The SUD Evaluation will be subject to the same requirements as the overall demonstration evaluation, as listed in sections 12 (Monitoring and Reporting Requirements) and 15 (Evaluation of the Demonstration) of these STCs.
	9.6. SUD Health Information Technology (Health IT).  The state will provide CMS with an assurance that it has a sufficient health IT infrastructure/“ecosystem” at every appropriate level (i.e. state, delivery system, and individual provider) to achiev...
	a. The SUD Health IT section of the Implementation Plan will include implementation milestones and dates for achieving them.
	b. The SUD Health IT Plan must be aligned with the state’s broader State Medicaid Health IT Plan (SMHP) and, if applicable, the state’s Behavioral Health (BH) “Health IT” Plan.
	c. The SUD Health IT Plan will describe the state’s goals, each DY, to enhance the state’s prescription drug monitoring program’s (PDMP).0F
	d. The SUD Health IT Plan will address how the state’s PDMP will enhance ease of use for prescribers and other state and federal stakeholders.1F   This will also include plans to include PDMP interoperability with a statewide, regional or local Health...
	e. The SUD Health IT Plan will, as applicable, describe the state’s capabilities to leverage a master patient index (or master data management service, etc.) in support of SUD care delivery.  Additionally, the SUD Health IT Plan must describe current ...
	f. The SUD Health IT Plan will describe how the activities described in (a) through (e) above will support broader state and federal efforts to diminish the likelihood of long-term opioid use directly correlated to clinician prescribing patterns.2F
	g. In developing the Health IT Plan, states should use the following resources:
	i. States may use resources at Health IT.Gov (https://www.healthit.gov/playbook/opioid-epidemic-and-health-it/) in “Section 4: Opioid Epidemic and Health IT.”
	ii. States may also use the CMS 1115 Health IT resources available on “Medicaid Program Alignment with State Systems to Advance HIT, HIE and Interoperability” at  https://www.medicaid.gov/medicaid/data-and-systems/hie/index.html.  States should review...
	iii. States may request from CMS technical assistance to conduct an assessment and develop plans to ensure they have the specific health IT infrastructure with regards to PDMP plans and, more generally, to meet the goals of the demonstration

	h. The state will include in its SUD Monitoring Protocol (see STC 9.3) an approach to monitoring its SUD Health IT Plan which will include performance metrics provided by CMS or State defined metrics to be approved in advance by CMS.
	i. The state will monitor progress, each DY, on the implementation of its SUD Health IT Plan in relationship to its milestones and timelines—and report on its progress to CMS in an addendum to its Annual Reports (see STC 12.7).
	j. As applicable, the state should advance the standards identified in the ‘Interoperability Standards Advisory—Best Available Standards and Implementation Specifications’ (ISA) in developing and implementing the state’s SUD Health IT policies and in ...
	k. Where there are opportunities at the state and provider levels (up to and including usage in MCO or ACO participation agreements) to leverage federal funds associated with a standard referenced in 45 CFR 170 Subpart B, the state should use the fede...
	l. Where there are opportunities at the state and provider levels to leverage federal funds associated with a standard not already referenced in 45 CFR 170 but included in the ISA, the state should use the federally recognized ISA standards, barring n...

	9.7. Deferral of Federal Financial Participation (FFP) from IMD claiming for Insufficient Progress Toward Milestones.  Up to $5,000,000 in FFP for services in IMDs may be deferred if the state is not making adequate progress on meeting the milestones ...

	10. SERIOUS MENTAL ILLNESS (SMI) AND SERIOUS EMOTIONAL DISTURBANCE (SED)
	10.1. SMI/SED Program Benefits.  Under this demonstration, beneficiaries have access to high quality, evidence-based SMI/SED treatment services.  These services range in intensity from short-term acute care in inpatient settings for SMI to ongoing chr...
	Vermont attests that the services indicated in the table below are either already covered under the Medicaid state plan authority or being authorized under the terms of this demonstration.
	10.2. SMI/SED Implementation Plan.
	a. The state’s SMI/SED Implementation plan approved on December 5, 2019 for the period from December 5, 2019 to December 31, 2021 remains in effect for the approval period from January 1, 2022 through December 31, 2027.
	b. The approved SMI/SED Implementation Plan is incorporated into the STCs as Attachment L, and once incorporated, may be altered only with CMS approval.  Failure to progress in meeting the milestone goals agreed upon by the state and CMS will result i...
	c. The approved SMI/SED Implementation Plan describes the strategic approach and detailed project implementation plan, including timetables and programmatic content where applicable, for meeting the following milestones which reflect the key goals and...
	i. Ensuring Quality of Care in Psychiatric Hospitals and Residential Treatment Settings.
	1. Participating hospitals must be licensed or approved as meeting standards for licensing established by the agency of the state or locality responsible for licensing hospitals prior to the state claiming FFP for services provided to beneficiaries re...
	2. Participating residential treatment providers must be licensed, or otherwise authorized, by the state to primarily provide treatment for mental illnesses.  They must also be accredited by a nationally recognized accreditation entity prior to the st...
	3. Establishment of an oversight and auditing process that includes unannounced visits for ensuring participating psychiatric hospitals and residential treatment settings meet state licensure or certification requirements as well as a national accredi...
	4. Use of a utilization review entity (for example, a managed care organization or administrative service organization) to ensure beneficiaries have access to the appropriate levels and types of care and to provide oversight to ensure lengths of stay ...
	5. Establishment of a process for ensuring that participating psychiatric hospitals and residential treatment settings meet federal program integrity requirements and establishment of a state process to conduct risk-based screening of all newly enroll...
	6. Implementation of a state requirement that participating psychiatric hospitals and residential treatment settings screen enrollees for co-morbid physical health conditions and substance use disorders (SUDs) and demonstrate the capacity to address c...

	ii. Improving Care Coordination and Transitions to Community-Based Care.
	1. Implementation of a process to ensure that psychiatric hospitals and residential treatment facilities provide intensive pre-discharge, care coordination services to help beneficiaries transition out of those settings into appropriate community-base...
	2. Implementation of a process to assess the housing situation of a beneficiary transitioning to the community from psychiatric hospitals and residential treatment settings and to connect beneficiaries who are homeless or who have unsuitable or unstab...
	3. Implementation of a requirement that psychiatric hospitals and residential treatment settings have protocols in place to ensure contact is made by the treatment setting with each discharged beneficiary within 72 hours of discharge and to ensure fol...
	4. Implementation of strategies to prevent or decrease the length of stay in emergency departments among beneficiaries with SMI or SED (e.g., through the use of peers and psychiatric consultants in EDs to help with discharge and referral to treatment ...
	5. Implementation of strategies to develop and enhance interoperability and data sharing between physical, SUD, and mental health providers, with the goal of enhancing coordination so that disparate providers may better share clinical information to i...

	iii. Increasing Access to Continuum of Care Including Crisis Stabilization Services.
	1. Establishment of a process to annually assess the availability of mental health services throughout the state, particularly crisis stabilization services, and updates on steps taken to increase availability;
	2. Commitment to implementation of the SMI/SED Financing Plan described in STC 10.4;
	3. Implementation of strategies to improve the state’s capacity to track the availability of inpatient and crisis stabilization beds to help connect individuals in need with that level of care as soon as possible;
	4. Implementation of a requirement that providers, plans, and utilization review entities use an evidence-based, publicly available patient assessment tool, preferably endorsed by a mental health provider association (e.g., LOCUS or CASII) to determin...

	iv. Earlier Identification and Engagement in Treatment Including Through Increased Integration
	1. Implementation of strategies for identifying and engaging individuals, particularly adolescents and young adults, with SMI or SED in treatment sooner, including through supported employment and supported education programs;
	2. Increasing integration of behavioral health care in non-specialty care settings, including schools and primary care practices, to improve identification of SMI or SED conditions sooner and improve awareness of and linkages to specialty treatment pr...
	3. Establishment of specialized settings and services, including crisis stabilization services, focused on the needs of young people experiencing SMI or SED.



	10.3. SMI/SED Health IT Plan:   The state will provide CMS with an assurance that it has a sufficient health IT infrastructure/“ecosystem” at every appropriate level (i.e. state, delivery system, and individual provider) to achieve the goals of the de...
	a. The SMI/SED Health IT plan applies to all states where the Health IT functionalities are expected to impact beneficiaries within the demonstration.  As outlined in SMDL #18-011, states must submit to CMS the applicable Health IT Plans, to be includ...
	b. The Health IT Plan must detail the necessary health IT capabilities in place to support beneficiary health outcomes to address the SMI/SED goals of the demonstration.  The plans will also be used to identify areas of health IT ecosystem improvement...
	c. The state must include in its SMI/SED Monitoring Protocol (see STC 10.4) an approach to monitoring its SMI/SED Health IT Plan which will include performance metrics to be approved in advance by CMS.
	d. The state must monitor progress, each DY, on the implementation of its SMI/SED Health IT Plan in relationship to its milestones and timelines—and report on its progress to CMS in an addendum to its Annual Report (see STC 12.7).
	e. As applicable, the state should advance the standards identified in the ‘Interoperability Standards Advisory—Best Available Standards and Implementation Specifications’ (ISA) in developing and implementing the state’s SMI/SED Health IT policies and...
	f. Where there are opportunities at the state- and provider-level (up to and including usage in MCO or ACO participation agreements) to leverage federal funds associated with a standard referenced in 45 CFR 170 Subpart B, the state should use the fede...
	g. Where there are opportunities at the state- and provider-level to leverage federal funds associated with a standard not already referenced in 45 CFR 170 but included in the ISA, the state should use the federally-recognized ISA standards, barring n...
	h. Components of the Health IT Plan include:
	i. The Health IT Plan will describe the state’s current and future capabilities to support providers implementing or expanding Health IT functionality in the following areas:
	1. Referrals,
	2. Electronic care plans and medical records,
	3. Consent,
	4. Interoperability,
	5. Telehealth,
	6. Alerting/analytics, and
	7.  Identity management.

	ii. In developing the Health IT Plan, states should use the following resources:
	1. States may use federal resources available on Health IT.Gov (https://www.healthit.gov/topic/behavioral-health) including but not limited to “Behavioral Health and Physical Health Integration” and “Section 34: Opioid Epidemic and Health IT” (https:/...
	2. States may also use the CMS 1115 Health IT resources available on “Medicaid Program Alignment with State Systems to Advance HIT, HIE and Interoperability” at https://www.medicaid.gov/medicaid/data-and-systems/hie/index.html.  States should review t...
	3. States may request from CMS technical assistance to conduct an assessment and develop plans to ensure they have the specific health IT infrastructure with regards to electronic care plan sharing, care coordination, and behavioral health-physical he...



	10.4. SMI/SED Financing Plan.  As part of the SMI/SED Implementation Plan referred to in STC 10.2, the state must submit, within 90 calendar days after approval of the demonstration, a financing plan that will be approved by CMS.  Once approved, the S...
	a. A plan to increase the availability of non-hospital, non-residential crisis stabilization services, including but not limited to the following: services made available through crisis call centers, mobile crisis units, coordinated community response...
	b. A plan to increase availability of ongoing community-based services such as intensive outpatient services, assertive community treatment, and services delivered in integrated care settings;
	c. A plan to ensure the on-going maintenance of effort (MOE) on funding outpatient community-based services to ensure that resources are not disproportionately drawn into increasing access to treatment in inpatient and residential settings at the expe...

	10.5. SMI/SED Monitoring Protocol(s).  The state must submit an updated SMI/SED Monitoring Protocol for the SMI/SED program authorized by this demonstration that reflects the changes to the SMI/SED Monitoring Protocol required by STC 10.2(c) within on...
	a. An assurance of the state’s commitment and ability to report information relevant to each of the program implementation areas listed in STC 10.2 and STC 10.4, reporting relevant information to the state’s SMI/SED Financing Plan described in Attachm...
	b. A description of the methods of data collection and timeframes for reporting on the state’s progress on required measures as part of the general reporting requirements described in Section 12 of the demonstration; and
	c. A description of baselines and targets to be achieved by the end of the demonstration.  Where possible, baselines will be informed by state data, and targets will be benchmarked against performance in best practice settings.

	10.6. Evaluation.  The SMI/SED Evaluation will be subject to the same requirements as the overall demonstration evaluation, as described in Sections 12 (Monitoring and Reporting Requirements) and 15 (Evaluation of the Demonstration) of these STCs.
	10.7. Availability of FFP for the SMI/SED Services under the SMI IMD expenditure authority.  FFP is only available for services provided to beneficiaries during short term stays for acute care in IMDs.  The state may claim FFP for stays up to 60 days ...
	10.8. SMI/SED Mid-Point Assessment.  The state must conduct an independent mid-point assessment by June 30, 2024.  In the design, planning and conducting of the mid-point assessment, the state must require that the independent assessor consult with ke...
	The state must require that the assessor provide a report to the state that includes the methodologies used for examining progress and assessing risk, the limitations of the methodologies, its determinations and any recommendations.  The state must pr...
	For milestones and measure targets at medium to high risk of not being achieved, the state must submit to CMS modifications to the SMI/SED Implementation Plan, the SMI/SED Financing Plan, and the SMI/SED Monitoring Protocol for ameliorating these risk...
	Elements of the mid-point assessment include:
	a. An examination of progress toward meeting each milestone and timeframe approved in the SMI/SED Implementation Plan, the SMI/SED Financing Plan, and toward meeting the targets for performance measures as approved in the SMI/SED Monitoring Protocol;
	b. A determination of factors that affected achievement on the milestones and performance measure gap closure percentage points to date;
	c. A determination of selected factors likely to affect future performance in meeting milestones and targets not yet met and information about the risk of possibly missing those milestones and performance targets;
	d. For milestones or targets at medium to high risk of not being met, recommendations for adjustments in the state’s SMI/SED Implementation Plan or SMI/SED Financing Plan or to pertinent factors that the state can influence that will support improveme...
	e. An assessment of whether the state is on track to meet the budget neutrality

	10.9. Unallowable Expenditures Under the SMI and SUD IMD Expenditure Authority.  In addition to the other unallowable costs and caveats already outlined in these STCs, the state may not receive FFP under any expenditure authority approved under this d...
	a. Room and board costs for residential treatment service providers unless they qualify as inpatient facilities under section 1905(a) of the Act.
	b. Costs for services provided in a nursing facility as defined in section 1919 of the Act that qualifies as an IMD.
	c. Costs for services provided to individuals who are involuntarily residing in a psychiatric hospital or residential treatment facility by operation of criminal law.
	d. Costs for services provided to beneficiaries under age 21 residing in an IMD unless the IMD meets the requirements for the “inpatient psychiatric services for individuals under age 21” benefit under 42 CFR 440.160, 441 Subpart D, and 483 Subpart G.

	10.10. Maintenance of effort (MOE).  The state must maintain a level of state and local funding for outpatient community-based mental health services for Medicaid beneficiaries for the duration of the SMI/SED program under the demonstration that is no...

	11. USE OF DEMONSTRATION FUNDS
	11.1. Use of Demonstration Funds.  The demonstration provides authority for expenditures within the annual limits specified in STC 11.4 for public health, health care, and health-related investments.  Advancing health equity and addressing health disp...
	a. Reduce the rate of uninsured and/or underinsured in Vermont.  Examples of potentially approvable investments under this category:
	i. The delivery of 1905(a) benefits to underinsured and uninsured Vermonters.
	ii. Programs to promote enrollment in health care plans by Vermonters.
	iii. Specialized wraparound benefits for uninsured or underinsured populations with significant needs, comparable to benefits available through the CRT and CIT programs.

	b. Increase the access to quality health care by low income, uninsured, underinsured individuals and Medicaid beneficiaries in Vermont.  Examples of potentially approvable investments under this category:
	i. Workforce development trainings to promote linguistically and culturally appropriate, trauma-informed and disability-competent care.
	ii. Initiatives to improve the integration of physical and mental health and SUD treatment needs at the provider level.
	iii. Mobile health care clinics or home visitations by health care providers.
	iv. Non-emergency health-related transportation.
	v. Care management and care transitions programs for low-income, underinsured, and uninsured Vermonters.
	vi. Parenting support programs.
	vii. Support services, consistent with 1915(c) or 1915(i) services, to address the root causes of homelessness.
	viii. Alternative pain management treatments.
	ix. Health care workforce capacity building initiatives, including recruitment and retention incentives and initiatives targeted toward increasing representation of members of historically marginalized populations in the workforce.  Graduate medical e...

	c. Provide public health approaches, investments in social determinants of health, and other innovative programs that benefit low-income, uninsured, underinsured individuals and Medicaid beneficiaries in Vermont.  Examples of potentially approvable in...
	i. Initiatives to promote awareness of maternal health-related care needs in the community and improve outcomes in maternal/child health.
	ii. Nurse-partnership programs, such as visiting nurse programs.
	iii. Initiatives to promote vaccinations (e.g., vaccination drives).
	iv. Self-management and tobacco cessation initiatives.
	v. Building capacity in community-based organizations to interface with traditional health care providers.
	vi. Repairs or remediation for issues such as mold or pest infestation.
	vii. Assistance with connecting the enrollee to expert community resources to address legal issues impacting housing or interpersonal violence related issues.
	viii. Targeted nutritious food or meal delivery services for individuals with medical or medically-related special dietary needs that do not provide a full nutritional regimen (i.e., must abide by limits in 1915(c) services).
	ix. Contingency management
	x. Innovative care models and care transitions initiatives for justice-involved populations and initiatives to prevent recidivism.
	xi. Community crisis support and capacity, including, but not limited to, hotlines, mobile crisis, and psychiatric urgent care.
	xii. Lead and other environmental health remediation.
	xiii. Water fluoridization
	xiv. Early detection and screening programs for mental health conditions and substance use disorders.
	xv. Screening for unmet social needs.
	xvi. Innovative health-related services and supports to promote family togetherness.
	xvii. Weatherization activities that promote health and safety.

	d. Implement initiatives to increase transformation to value-based and integrated models of care.  Examples of potentially approvable investments under this category:
	i. Technical assistance to select providers to prepare them for alternative payment methodologies (APM) following the Healthcare Partnership Learning Action Network (HCP-LAN) criteria.
	ii. Technical assistance to select providers for designing alternative care delivery models.
	iii. Incentives to providers that engage in delivery system reform, value-based payment, and/or APM.
	iv. Systems enhancement for APM readiness where not duplicating other federal/state/private funding.
	v. Technical assistance for select providers for organization-wide adoption of financial models and business practices.
	vi. Technical assistance for select providers for performance evaluation and management.
	vii. Support for the following Blueprint for Health initiatives: practice participation in the State’s patient-centered medical home (PCMH) initiative; implementation of local community health teams; implementation of Vermont’s care coordination model...

	e. Provide home and community-based services and supports necessary to increase community living for individuals in Vermont at risk of needing facility-based care.  Examples of potentially approvable investments under this category:
	i. The delivery of 1915(c) and 1915(i)-like services to vulnerable Vermonters who need or are at risk of needing institutional care.
	ii. The delivery of innovative care models to vulnerable Vermonters who need or are at risk of needing institutional care.
	iii. Programs that support family caregivers.
	iv. Provider rate increases and incentive payments to support the LTSS workforce.
	v. Mobile Response Program for mental health crisis care.
	vi. Programs that promote health and wellness such as preventive healthcare and chronic disease self-management programs designed for people with HCBS, mental health and SUD treatment needs.


	11.2. Investment Framework.  Together, CMS and Vermont have defined an Investment Framework that outlines the investment categories in STC 11.1 and identifies the specific types of investments that may be included in each category in addition to those...
	11.3. Phase-Down of IMD Investments.  The state must follow the phase-down schedule below for the following IMD investments.  The percentages note what proportion of the expenditures the state has authority to spend for DY 18 through DY 23 during the ...
	11.4. Investment Annual Limits.  The table below shows the specific annual limits.  These amounts can be rolled over from DY to DY during this demonstration period (DY 18-DY 23).
	11.5. Investment Approval Process.  The state may spend up to the amounts listed in STC 11.4 on approved investments during each DY.  Approval is subject to CMS review and approval of state submissions using the Template (Attachment S).  All approved ...
	a. Construction costs (bricks and mortar) or capital investments;
	b. Room and board;
	c. Animal shelters and vaccines;
	d. Provider or beneficiary debt relief and restructuring;
	e. Sheltered workshops;
	f. Research grants and expenditures not related to monitoring and evaluation;
	g. Ongoing rent and/or utility subsidies that are not allowable under 1915(c) or 1915(i);
	h. Costs for prisons, correctional facilities or services for people who are civilly committed and unable to leave an institutional setting;
	i. Services provided to individuals who are not lawfully present in the United States or are undocumented;
	j. Facility closures;
	k. Expenditures that supplant services and activities funded by other state and federal governmental entities;
	l. School based programs for children that supplant Medicaid state plan programs; and
	m. Unspecified projects.

	11.6. New Investment Notification.  The state must notify CMS of any new investments.  Investments must meet the criteria in STC 11.1 and must not include any of the activities listed in STC 11.5 above.  The state must submit information regarding new...
	11.7. Requirement for Approval of Investments That Do Not Meet Criteria.  The state may request to add an investment that does not meet the requirements of STC 11.1.  In this instance, the state must submit a letter to CMS at least 120 days prior to t...
	11.8. Investment Monitoring and Evaluation.
	a. Consistent with the requirements and timelines outlined in STC 12.7, the quarterly and annual monitoring reports will monitor implementation and performance of the investments to ensure that expenditures advance the goals of the demonstration and t...
	b. The state will evaluate all investments authorized under this demonstration in accordance with STC 15.3.  Where the state introduces a new investment or makes substantial changes to an existing investment, the state must review the Evaluation Desig...
	c. The state’s monitoring and evaluation should accommodate data collection and analyses stratified by key subpopulations of interest (e.g., race and ethnicity, income level, and regional population density) to inform a fuller understanding of existin...


	12. MONITORING AND REPORTING REQUIREMENTS
	12.1. Monitoring Calls.  CMS will convene periodic conference calls with the state.
	a. The purpose of these calls is to discuss ongoing demonstration operation, to include (but not limited to), any significant actual or anticipated developments affecting the demonstration.  Examples include implementation activities, trends in report...
	b. CMS will provide updates on any pending actions, as well as federal policies and issues that may affect any aspect of the demonstration.
	c. The state and CMS will jointly develop the agenda for the calls.

	12.2. Post-Award Forum.  Pursuant to 42 CFR 431.420(c), within six (6) months of the demonstration’s implementation, and annually thereafter, the state shall afford the public with an opportunity to provide meaningful comment on the progress of the de...
	12.3. Submission of Post-Approval Deliverables.  The state shall submit all deliverables as stipulated by CMS and within the timeframes outlined within these STCs.
	12.4. Compliance with Federal Systems Innovation.  As federal systems continue to evolve and incorporate 1115 waiver reporting and analytics functions, the state shall work with CMS to:
	a.  Revise the reporting templates and submission processes to accommodate timely compliance with the requirements of the new systems;
	b. Ensure all 1115, Transformed Medicaid Statistical Information System (T-MSIS), and other data elements that have been agreed to for reporting and analytics are provided by the state; and
	c. Submit all deliverables to the appropriate system as directed by CMS.

	12.5. Deferral for Failure to Submit Timely Demonstration Deliverables.  CMS may issue deferrals in the amount of $5,000,000 per deliverable (federal share) when items required by these STCs (e.g., required data elements, analyses, reports, design doc...
	The following process will be used: 1) thirty (30) days after the deliverable was due if the state has not submitted a written request to CMS for approval of an extension as described in subsection (b) below; or 2) thirty (30) days after CMS has notif...
	a. CMS will issue a written notification to the state providing advance notification of a pending deferral for late or non-compliant submissions of required deliverable(s).
	b. For each deliverable, the state may submit a written request for an extension to submit the required deliverable that includes a supporting rationale for the cause(s) of the delay and the state’s anticipated date of submission.  Should CMS agree to...
	c. If CMS agrees to an interim corrective process in accordance with subsection (b), and the state fails to comply with the corrective action steps or still fails to submit the overdue deliverable(s) that meets the terms of this agreement, CMS may pro...
	d. If the CMS deferral process has been initiated for state non-compliance with the terms of this agreement for submitting deliverable(s), and the state submits the overdue deliverable(s), and such deliverable(s) are accepted by CMS as meeting the sta...
	e. As the purpose of a section 1115 demonstration is to test new methods of operation or service delivery, a state’s failure to submit all required reports, evaluations, and other deliverables will be considered by CMS in reviewing any application for...

	12.6. Cooperation with Federal Learning Collaboration Efforts.  The state will cooperate with improvement and learning collaboration efforts by CMS.
	12.7. Quarterly and Annual Monitoring Reports.  The state must submit three (3) Quarterly Monitoring Reports and one (1) compiled Annual Monitoring Report each DY.  The fourth quarter information that would ordinarily be provided in a separate report ...
	a. Operational Updates.  Per 42 CFR 431.428, the Monitoring Reports must document any policy or administrative difficulties in operating the demonstration.  The reports shall provide sufficient information to document key operational and other challen...
	b. Performance Metrics.  Per applicable CMS guidance and technical assistance, the performance metrics will provide data to  support tracking the state’s progress towards meeting the demonstration’s annual goals and overall targets as will be identifi...
	c. Additionally, per 42 CFR 431.428, the Monitoring Reports must document the impact of the demonstration in providing insurance coverage to beneficiaries and the uninsured population, as well as outcomes of care, quality and cost of care, and access ...
	d. The required monitoring and performance metrics must be included in the Monitoring Reports, and will follow the framework provided by CMS to support federal tracking and analysis.
	e. Budget Neutrality and Financial Reporting Requirements.  Per 42 CFR 431.428, the Monitoring Reports must document the financial performance of the demonstration.  The state must provide an updated budget neutrality workbook with every Monitoring Re...
	f. Evaluation Activities and Interim Findings.  Per 42 CFR 431.428, the Monitoring Reports must document any results of the demonstration to date per the evaluation hypotheses.  Additionally, the state shall include a summary of the progress of evalua...
	g. The Annual Report must include all items outlined in STC 12.7. In addition, the Annual Report must at a minimum include the requirements outlined below:
	i. All items included in the Quarterly Reports must be summarized to reflect the operation/activities throughout the DY;
	ii. Total annual expenditures for the demonstration population for each DY, with administrative costs reported separately;
	iii. Total contributions, withdrawals, balances, and credits; and
	iv. Yearly unduplicated enrollment reports for demonstration enrollees for each DY (enrollees include all individuals enrolled in the demonstration) that include the member months, as required to evaluate compliance with the budget neutrality agreement.
	v. Reporting annual HCBS QIS requirements in accordance with STC 6.14(a)(ix).


	12.8. Compliance with Managed Care, Network Adequacy, Quality Strategy and EQR Reporting Requirements.  The state must comply with all managed care reporting regulations at 42 CFR Part 438 et.  seq., except as expressly identified as not applicable in...
	12.9. State Data Collection.  The state must collect data and information necessary to oversee service utilization and rate setting by provider/plan, comply with the Core Set of Children’s Health Care Quality Measures for Medicaid and CHIP (Child Core...
	a. The state will use this information in ongoing monitoring of individual well-being, provider/plan performance, and continuous quality improvement efforts, in addition to complying with CMS reporting requirements.
	b. The state must maintain data dictionary and file layouts of the data collected.
	c. The raw and edited data will be made available to CMS within 30 days of a written request.

	12.10. Corrective Action Plan Related to Demonstration Monitoring.  If monitoring indicates that demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS reserves the right to require the state to submit a correctiv...

	13. GENERAL FINANCIAL REQUIREMENTS
	13.1. Allowable Expenditures.  This demonstration project is approved for expenditures applicable to services rendered during the demonstration approval period designated by CMS.  CMS will provide FFP for allowable demonstration expenditures only so l...
	13.2. Standard Medicaid Funding Process.  The standard Medicaid funding process will be used for this demonstration.  The state will provide quarterly expenditure reports through the Medicaid and CHIP Budget and Expenditure System (MBES/CBES) to repor...
	a. Intergovernmental transfers of the individual per member per month fixed amount from AHS to DVHA are not reportable expenditures, but provide funding for reportable DVHA expenditures.  CMS will reconcile expenditures reported on the form CMS-64 wit...

	13.3.  Sources of Non-Federal Share.  As a condition of demonstration approval, the state certifies that the non-federal share is obtained from permissible state and/or local funds that, unless permitted by law, are not other federal funds.  The state...
	a. If requested, the state must submit for CMS review and approval documentation of any sources of non-federal share that would be used to fund the demonstration.
	b. If CMS determines that any funding sources are not consistent with applicable federal regulations, the state must address CMS’s concerns within the time frames allotted by CMS.
	c. Without limitation, CMS may request information about the non-federal share sources for any amendments that CMS determines may financially impact the demonstration.

	13.4. State Certification of Funding Conditions.  As a condition of demonstration approval, the state certifies that the following conditions for non-federal share funding of demonstration expenditures have been met:
	a. Units of state or local government, including health care providers that are units of state or local government, certify that state or local monies have been expended as the non-federal share of funds under the demonstration.
	b. To the extent the state utilizes certified public expenditures (CPE) as the funding mechanism for the state share of title XIX payments, including expenditures authorized under a section 1115 demonstration, the state must obtain CMS approval for a ...
	c. To the extent the state utilizes CPEs as the funding mechanism to claim federal match for expenditures under the demonstration, governmental entities to which general revenue funds are appropriated must certify to the state the amount of such state...
	d. The state may use intergovernmental transfers (IGT) to the extent that such funds are derived from state or local revenues and are transferred by units of government within the state.  Any transfers from units of government for purposes of Title XI...
	e. Under all circumstances, health care providers must retain 100 percent of the reimbursement for claimed expenditures.  Moreover, consistent with 42 CFR 447.10, no pre-arranged agreements (contractual, voluntary, or otherwise) may exist between heal...
	f. The State Medicaid Director or his/her designee certifies that all state and/or local funds used as the state’s share of the allowable expenditures reported on the CMS-64 for this demonstration were in accordance with all applicable federal require...

	13.5. Financial Integrity for Managed Care and Other Delivery Systems.  As a condition of demonstration approval, the state attests to the following, as applicable:
	a. All risk-based managed care organization, prepaid inpatient health plan (PIHP), and prepaid ambulatory health plan (PAHP) payments comply with all requirements on payments in 42 CFR §438, including 438.6(b)(2), 438.6(c), 438.6(d), 438.60 and/or 438...

	13.6. Requirements for health care related taxes and provider donations.  As a condition of demonstration approval, the state attests to the following, as applicable:
	a. All health care-related taxes as defined by Section 1903 (w)(3)(A) of the Social Security Act and 42 CFR § 433.55 are broad-based as defined by Section 1903 (w)(3)(B) of the Social Security Act and 42 CFR § 433.68 (c).
	b. All health care-related taxes are uniform as defined by Section 1903 (w)(3)(C) of the Social Security Act and 42 CFR § 433.68 (d).
	c. If the health care-related tax is either not broad-based or not uniform, the state has applied for and received a waiver of the broad-based and/or uniformity requirements as specified by 1903 (w)(3)(E)(i) of the Social Security Act and 42 CFR § 433...
	d. The tax does not contain a hold harmless arrangement as described by Section 1903 (w)(4) of the Social Security Act and 42 CFR § 433.68 (f).
	e. All provider related-donations as defined by 42 CFR § 433.52 are bona fide as defined by Section 1903 (w)(2)(B) of the Social Security Act, 42 CFR § 433.66, and 42 CFR § 433.54.

	13.7. State Monitoring of Non-federal Share.  No later than 60 days after demonstration approval, the state must provide a report to CMS regarding payments under the demonstration specifying that payments under the demonstration are funded all or in p...
	a. Any agreement written or otherwise regarding the arrangement among the providers with counties, the state or other entities for each locality tax;
	b. Number of hospitals in each locality of the taxing entities for each locality tax;
	c. Whether or not all hospitals will be paying the assessment for each locality tax;
	d. The assessment rate that the hospitals will be paying for each locality tax;
	e. Whether any hospitals that pay the assessment will not be receiving payments funded by the assessment;
	f. Number of hospitals that receive at least the total assessment back in the form of Medicaid payments for each locality tax;
	g. The monitoring plan for the taxing arrangement to ensure that the tax comply with section 1903(w)(4) of the Social Security Act and 42 CFR 433.68(f); and
	h. Information on whether the state will be reporting the assessment on the CMS form 64.11A as required under Section 1903(w) of the Act.
	This deliverable is subject to the deferral as described in STC 12.5.

	13.8. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS approval of the source(s) of the non-federal share of funding, CMS will provide FFP at the applicable federal matching rate for the demonstration as a whole for the...
	a. Administrative costs, including those associated with the administration of the demonstration;
	b. Net expenditures and prior period adjustments of the Medicaid program that are paid in accordance with the approved Medicaid state plan; and
	c. Medical assistance expenditures and prior period adjustments made under section 1115 demonstration authority with dates of service during the demonstration extension period; including those made in conjunction with the demonstration, net of enrollm...

	13.9. Program Integrity.  The state must have processes in place to ensure there is no duplication of federal funding for any aspect of the demonstration.  The state must also ensure that the state and any of its contractors follow standard program in...
	13.10. Medicaid Expenditure Groups (MEG).  MEGs are defined for the purpose of identifying categories of Medicaid or demonstration expenditures subject to budget neutrality, components of budget neutrality expenditure limit calculations, and other pur...
	13.11. Reporting Expenditures and Member Months.  The state must report all demonstration expenditures claimed under the authority of title XIX of the Act and subject to budget neutrality each quarter on separate forms CMS-64.9 WAIVER and/or 64.9P WAI...
	a. Cost Settlements.  The state will report any cost settlements attributable to the demonstration on the appropriate prior period adjustment schedules (form CMS-64.9P WAIVER) for the summary sheet line 10b, in lieu of lines 9 or 10c.  For any cost se...
	b. Premiums and Cost Sharing Collected by the State.  The state will report any premium contributions collected by the state from demonstration enrollees quarterly on the form CMS-64 Summary Sheet line 9D, columns A and B.  In order to assure that the...
	c. Pharmacy Rebates.  Because pharmacy rebates are included in the base expenditures used to determine the budget neutrality expenditure limit, the state must report the portion of pharmacy rebates applicable to the demonstration on the appropriate fo...
	d. Administrative Costs.  The state will separately track and report additional administrative costs that are directly attributable to the demonstration.  All administrative costs must be identified on the forms CMS-64.10 WAIVER and/or 64.10P WAIVER. ...
	e. Member Months.  As part of the Quarterly and Annual Monitoring Reports described in section 12, the state must report the actual number of “eligible member months” for all demonstration enrollees for all MEGs identified as WOW Per Capita in the Mas...
	f. Budget Neutrality Specifications Manual.  The state will create and maintain a Budget Neutrality Specifications Manual that describes in detail how the state will compile data on actual expenditures related to budget neutrality, including methods u...

	13.12. Demonstration Years.  Demonstration Years (DY) for this demonstration are defined in the Demonstration Years table below.
	13.13. Budget Neutrality Monitoring Tool.  The state must provide CMS with quarterly budget neutrality status updates, including established baseline and member months data, using the Budget Neutrality Monitoring Tool provided through the Performance ...
	13.14. Claiming Period.  The state will report all claims for expenditures subject to the budget neutrality agreement (including any cost settlements) within two years after the calendar quarter in which the state made the expenditures.  All claims fo...
	13.15. Future Adjustments to Budget Neutrality.  CMS reserves the right to adjust the budget neutrality expenditure limit:
	a. To be consistent with enforcement of laws and policy statements, including regulations and letters, regarding impermissible provider payments, health care related taxes, or other payments, CMS reserves the right to make adjustments to the budget ne...
	b. To the extent that a change in federal law, regulation, or policy requires either a reduction or an increase in FFP for expenditures made under this demonstration.  In this circumstance, the state must adopt, subject to CMS approval, a modified bud...

	13.16. Budget Neutrality Adjustments.  To the extent that there are any changes to the federal Section 1115 demonstration budget neutrality approach during the demonstration period, the state has the opportunity to submit an adjustment aligning with t...
	13.17. Budget Neutrality Adjustments for Increased Provider Rates.  The state may submit an adjustment to its budget neutrality for CMS review, upon receiving an appropriation for provider rate increases, without submitting an amendment pursuant to ST...
	13.18. The state certifies that the data it provided to establish the budget neutrality expenditure limit are accurate based on the state's accounting of recorded historical expenditures or the next best available data, that the data are allowable in ...

	14. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION
	14.1. Limit on Title XIX Funding.  The state will be subject to limits on the amount of federal Medicaid funding the state may receive over the course of the demonstration approval.  The limit may consist of a Main Budget Neutrality Test, and one or m...
	14.2. Risk.  The budget neutrality expenditure limits are determined on either a per capita or aggregate basis.  If the per capita method is used, the state is at risk for the per capita cost of state plan and hypothetical populations, but not for the...
	14.3. Calculation of the Budget Neutrality Limits and How They Are Applied.  To calculate the budget neutrality limits for the demonstration, separate annual budget limits are determined for each DY on a total computable basis.  Each annual budget lim...
	14.4. Main Budget Neutrality Test.  The Main Budget Neutrality Test allows the state to show that demonstration waivers granted have not resulted in increased costs to Medicaid, and that federal Medicaid “savings” have been achieved sufficient to offs...
	*PC = Per Capita, Agg = Aggregate

	14.5. Hypothetical Budget Neutrality.  When expenditure authority is provided for coverage of populations or services that the state could have otherwise provided through its Medicaid state plan or other title XIX authority (such as a waiver under sec...
	14.6. Hypothetical Budget Neutrality Test 1: New Adult Group Spending.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 1.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate th...
	14.7. Hypothetical Budget Neutrality Test 2: SUD Expenditures.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 2.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget...
	14.8. Hypothetical Budget Neutrality Test 3: SMI/SED Services.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 3.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget...
	14.9. Hypothetical Budget Neutrality Test 4: Supportive Housing Assistance.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 4.  MEGs that are designated “WOW Only” or “Both” are the components used to calcula...
	14.10. Hypothetical Budget Neutrality Test 5: Maternal Health and Treatment Services.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 5.  MEGs that are designated “WOW Only” or “Both” are the components used ...
	14.11. Hypothetical Budget Neutrality Test 6: CRT Services.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 6.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget ne...
	14.12. Hypothetical Budget Neutrality Test 7: SUD CIT.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 7.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget neutral...
	14.13. Hypothetical Budget Neutrality Test 8: VT Global Rx.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 8.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget ne...
	14.14. Hypothetical Test Budget Neutrality Test 9: Moderate Needs Group.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 9.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate ...
	14.15. Hypothetical Test Budget Neutrality Test 10: Marketplace Subsidy.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 10.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate...
	14.16. Composite Federal Share Ratios.  The Composite Federal Share is the ratio that will be used to covert the total computable budget neutrality limit to federal share.  The Composite Federal Share is the ratio calculated by dividing the sum total ...
	14.17. Exceeding Budget Neutrality.  CMS will enforce budget neutrality agreement over the life of the demonstration, which extends from July 1, 2022 to December 31, 2027.  If at the end of the demonstration approval period the budget neutrality limit...
	14.18. Mid-Course Correction If at any time during the demonstration approval period CMS determines that the demonstration is on course to exceed its budget neutrality expenditure limit, CMS will require the state to submit a corrective action plan (C...

	15. EVALUATION OF THE DEMONSTRATION
	15.1. Independent Evaluator.  Upon approval of the demonstration, the state must arrange with an independent party to conduct an evaluation of the demonstration to ensure that the necessary data is collected at the level of detail needed to research t...
	15.2. Evaluation Budget.  A budget for the evaluation shall be provided with the draft Evaluation Design.  It will include the total estimated cost, as well as a breakdown of estimated staff, administrative and other costs for all aspects of the evalu...
	15.3. Draft Evaluation Design.  The state must submit, for CMS comment and approval, a draft Evaluation Design no later than one hundred eighty (180) days after the approval date of the demonstration.  Any modifications to an existing approved Evaluat...
	a. Evaluation Design of PHE flexibilities for Medicaid beneficiaries.  The state has submitted an Evaluation Design to CMS to reflect the December 3, 2020 amendment approval that allows flexibilities during public health emergencies.  CMS approved thi...

	15.4. Evaluation Design Approval and Updates.  The state must submit a revised draft Evaluation Design within sixty (60) calendar days after receipt of CMS’s comments.  Upon CMS approval of the draft Evaluation Design, the document will be included as...
	15.5. Interim Evaluation Report.  The state must submit an Interim Evaluation Report for the completed years of the demonstration, and for each subsequent extension of the demonstration, as outlined in 42 CFR 431.412(c)(2)(vi).  When submitting an app...
	a. The interim evaluation report will discuss evaluation progress and present findings to date as per the approved Evaluation Design.
	b. For demonstration authority that expires prior to the overall demonstration’s expiration date, the Interim Evaluation Report must include an evaluation of the authority as approved by CMS.
	c. If the state is seeking to extend the demonstration, the draft Interim Evaluation Report is due when the application for extension is submitted.  If the state made changes to the demonstration in its application for extension, the research question...
	d. The state must submit a revised Interim Evaluation Report sixty (60) calendar days after receiving CMS comments on the draft Interim Evaluation Report.  Once approved by CMS, the state must post the final Interim Evaluation Report to the state’s we...

	15.6. Summative Evaluation Report.  The draft Summative Evaluation Report must be developed in accordance with Attachment B (Preparing the Interim and Summative Evaluation Reports) of these STCs.  The state must submit a draft Summative Evaluation Rep...
	a. Unless otherwise agreed upon in writing by CMS, the state must submit a revised Summative Evaluation Report within sixty (60) calendar days of receiving comments from CMS on the draft.
	b. The final Summative Evaluation Report must be posted to the state’s Medicaid website within thirty (30) calendar days of approval by CMS.
	c. Final Report, PHE flexibilities for Medicaid beneficiaries.  The final report will consolidate Monitoring and Evaluation reporting requirements for flexibilities during public health emergencies approved in STC 6.3(c).  The state must submit this f...
	Should the approval period of this flexibility exceed one year, for each year of the demonstration that the state is required to complete per the annual report required under 42 CFR 431.428(a), the state may submit that information in the Final Report.

	15.7. State Presentations for CMS.  CMS reserves the right to request that the state present and participate in a discussion with CMS on the Evaluation Design, the Interim Evaluation reports, and/or the Summative Evaluation Report.  Presentations may ...
	15.8. Public Access.  The state shall post the final documents (e.g., Monitoring Reports, Close Out Report, approved Evaluation Design, Interim Evaluation Report, and Summative Evaluation Report) on the state’s Medicaid website within thirty (30) cale...
	15.9. Additional Publications and Presentations.  For a period of twelve (12) months following CMS approval of the final reports, CMS will be notified prior to presentation of these reports or their findings, including in related publications (includi...
	15.10. Cooperation with Federal Evaluators.  As required under 42 CFR 431.420(f), the state shall cooperate fully and timely with CMS and its contractors’ in any federal evaluation of the demonstration or any component of the demonstration.  This incl...

	16. SCHEDULE OF STATE DELIVERABLES FOR THE DEMONSTRATION PERIOD

	ATTACHMENT A
	Preparing the Evaluation Design
	Introduction
	Expectations for Evaluation Designs
	CMS expects Evaluation Designs to be rigorous, incorporate baseline and comparison group assessments, as well as statistical significance testing.  Technical assistance resources for constructing comparison groups and identifying causal inferences are...
	All states with section 1115 demonstrations are required to conduct Interim and Summative Evaluation Reports, and the Evaluation Design is the roadmap for conducting these evaluations.  The roadmap begins with the stated goals for the demonstration, f...
	The format for the Evaluation Design is as follows:
	A. General Background Information – In this section, the state should include basic information about the demonstration, such as:
	1. The issue/s that the state is trying to address with its section 1115 demonstration and/or expenditure authorities, the potential magnitude of the issue/s, and why the state selected this course of action to address the issue/s (e.g., a narrative o...
	2. The name of the demonstration, approval date of the demonstration, and period of time covered by the evaluation.
	3. A description of the population groups impacted by the demonstration.
	4. A brief description of the demonstration and history of its implementation, and whether the draft Evaluation Design applies to an amendment, extension, renewal, or expansion of, the demonstration.
	5. For renewals, amendments, and major operational changes:  a description of any changes to the demonstration during the approval period; the primary reason or reasons for the change; and how the Evaluation Design was altered or augmented to address ...
	1. Identify the state’s hypotheses about the outcomes of the demonstration, and discuss how the evaluation questions align with the hypotheses and the goals of the demonstration.
	2. Address how the hypotheses and research questions promote the objectives of Titles XIX and/or XXI.
	3. Describe how the state’s demonstration goals are translated into quantifiable targets for improvement, so that the performance of the demonstration in achieving these targets can be measured.
	4. Include a Driver Diagram to visually aid readers in understanding the rationale behind the cause and effect of the variants behind the demonstration features and intended outcomes.  A driver diagram, which includes information about the goals and f...
	C.
	6. Analytic Methods – This section includes the details of the selected quantitative and/or qualitative analysis measures that will adequately assess the effectiveness of the demonstration.  This section should:
	a. Identify the specific statistical testing which will be undertaken for each measure (e.g., t-tests, chi-square, odds ratio, ANOVA, regression).
	8. Table A. Example Design Table for the Evaluation of the Demonstration
	D. Methodological Limitations – This section provides more detailed information about the limitations of the evaluation.  This could include limitations about the design, the data sources or collection process, or analytic methods.  The state should a...
	CMS also recognizes that there may be certain instances where a state cannot meet the rigor of an evaluation as expected by CMS.  In these instances, the state should document for CMS why it is not able to incorporate key components of a rigorous eval...
	E. Attachments
	1) Independent Evaluator.  This includes a discussion of the state’s process for obtaining an independent entity to conduct the evaluation, including a description of the qualifications that the selected entity must possess, and how the state will ass...
	2) Evaluation Budget.  A budget for implementing the evaluation shall be provided with the draft Evaluation Design.  It will include the total estimated costs, as well as a breakdown of estimated staff, administrative, and other costs for all aspects ...
	3) Timeline and Major Milestones.  Describe the timeline for conducting the various evaluation activities, including dates for evaluation-related milestones, including those related to procurement of an outside contractor, if applicable, and deliverab...



	ATTACHMENT B:
	Preparing the Interim and Summative Evaluation Reports
	Introduction
	Expectations for Evaluation Reports
	All states with Medicaid section 1115 demonstrations are required to conduct evaluations that are valid (the extent to which the evaluation measures what it is intended to measure), and reliable (the extent to which the evaluation could produce the sa...
	When submitting an application for renewal, the Interim Evaluation Report should be posted on the state’s website with the application for public comment.  Additionally, the Interim Evaluation Report must be included in its entirety with the applicati...
	CMS expects Interim and Summative Evaluation Reports to be rigorous, incorporate baseline and comparison group assessments, as well as statistical significance testing.  Technical assistance resources for constructing comparison groups and identifying...
	Required Core Components of Interim and Summative Evaluation Reports
	The Interim and Summative Evaluation Reports present research and findings about the section 1115 demonstration.  It is important that the reports incorporate a discussion about the structure of the Evaluation Design to explain the goals and objective...
	A. Executive Summary – A summary of the demonstration, the principal results, interpretations, and recommendations of the evaluation.
	B. General Background Information about the Demonstration – In this section, the state should include basic information about the demonstration, such as:
	2. The name of the demonstration, approval date of the demonstration, and period of time covered by the evaluation.
	C. Evaluation Questions and Hypotheses – In this section, the state should:
	D. Methodology – In this section, the state is to provide an overview of the research that was conducted to evaluate the section 1115 demonstration, consistent with the approved Evaluation Design.
	1) Methodological Design – Whether the evaluation included an assessment of pre/post or post-only data, with or without comparison groups, etc.
	2) Target and Comparison Populations – Describe the target and comparison populations, describing inclusion and exclusion criteria.
	3) Evaluation Period – Describe the time periods for which data will be collected.
	4) Evaluation Measures – List the measures used to evaluate the demonstration and their respective measure stewards.
	5) Data Sources – Explain from where the data were obtained, and efforts to validate and clean the data.
	6) Analytic Methods – Identify specific statistical testing which was undertaken for each measure (t-tests, chi-square, odds ratio, ANOVA, regression, etc.).
	7) Other Additions – The state may provide any other information pertinent to the evaluation of the demonstration.
	E. Methodological Limitations – This section provides sufficient information for discerning the strengths and weaknesses of the study design, data sources/collection, and analyses.
	F. Results – In this section, the state presents and uses the quantitative and qualitative data to demonstrate whether and to what degree the evaluation questions and hypotheses of the demonstration were addressed.  The findings should visually depict...
	G. Conclusions – In this section, the state will present the conclusions about the evaluation results.  Based on the findings, discuss the outcomes and impacts of the demonstration and identify the opportunities for improvements.  Specifically, the st...
	H. Interpretations, Policy Implications and Interactions with Other State Initiatives – In this section, the state will discuss the section 1115 demonstration within an overall Medicaid context and long-range planning.  This should include interrelati...
	a. Attachment(s)
	1) Evaluation Design: Provide the CMS-approved Evaluation Design


	ATTACHMENT C Summary of Choices for Care Eligibility Criteria
	ATTACHMENT D Choices for Care Services by Demonstration Group
	ATTACHMENT E Choices for Care Long-Term Services and Supports Definitions and Provider Qualifications
	ATTACHMENT F Global Commitment Special Program Service Definitions and Provider Qualifications
	Provider Qualifications:
	Provider
	STATE
	DEMONSTRATION NAME
	APPROVAL DATE 
	APPROVAL PERIOD
	IMPLEMENTATION DATE 

	ATTACHMENT G Premiums and Co-Payments for Demonstration Populations
	ATTACHMENT H
	Medicaid Data Aggregation and Access Program Incentive Payment Protocol [RESERVED]
	ATTACHMENT I Supportive Housing Assistance Pilot Eligibility Criteria, Services, and Provider Qualifications
	ATTACHMENT J
	2. Use of Evidence-Based SUD-Specific Patient Placement Criteria
	 Opioid Prescribing Guidelines
	 Expanded Coverage of, and Access to, Naloxone for Overdose Reversal
	 Implementation of Strategies to Increase Utilization and Improve Functionality of Prescription Drug Monitoring Programs


	ATTACHMENT K
	(Previously Attachment R)
	Background:
	This standalone appendix may be utilized by the state during emergency situations to request amendments to its approved waiver, to multiple approved waivers in the state, and/or to all approved waivers in the state.  It includes actions that states ca...

	General Information:
	Temporary or Emergency-Specific Amendment to Approved Waiver:
	Appendix K Addendum: COVID-19 Pandemic Response
	Contact Person(s)
	ATTACHMENT L
	SMI/SED Implementation Plan
	1. Title page for the state’s SMI/SED demonstration or SMI/SED components of the broader demonstration
	2. Required implementation information, by SMI/SED milestone
	Section 3: Relevant documents

	Summary of Actions Needed:
	Summary of Actions Needed:
	§482.61   Condition of participation: Special medical record requirements for psychiatric hospitals.
	The medical records maintained by a psychiatric hospital must permit determination of the degree and intensity of the treatment provided to individuals who are furnished services in the institution.
	Summary of Actions Needed:
	Current Status:
	Summary of Actions Needed:
	Summary of Actions Needed:
	Summary of Actions Needed:
	Future Status:
	Summary of Actions Needed:
	Current Status:
	Future Status:
	Summary of Actions Needed:
	Current Status:
	Future Status:
	Summary of Actions Needed:
	Current Status:
	Summary of Actions Needed:
	Current Status:
	Future Status:
	Current Status:
	Future Status:
	Summary of Actions Needed:
	Current Status: 
	Current Status:
	Current Status: 
	1. The delivery of 1905(a) benefits to underinsured and uninsured Vermonters, such as dental services, case management, or family planning services.
	2. Programs to promote enrollment in health care plans by Vermonters, such as development of enrollment toolkits for community partners, plan comparison tools, enrollment assister support, and health insurance literacy, so long as demonstration funding does not supplant other federal or state funding available for this purpose.
	3. Specialized wraparound benefits for uninsured or underinsured populations with significant needs, comparable to benefits available through the Community Rehabilitation and Treatment (CRT) and Community Intervention and Treatment (CIT) programs.
	1. Workforce development trainings to promote linguistically and culturally appropriate, trauma-informed and disability-competent care.
	2. Initiatives to improve the integration of physical and mental health and SUD treatment needs at the provider level, such as technical assistance to providers implementing the Collaborative Care model or capacity building funds for providers establishing co-located practice settings.
	3. Mobile health care clinics or home visitations by health care providers.
	4. Non-emergency health-related transportation.
	5. Care management and care transitions programs for low-income, underinsured, and uninsured Vermonters.
	6. Support services to address the root causes of homelessness, such as interpersonal violence support resources and linkage to legal assistance, consistent with 1915(c) and 1915 (i) services.  
	7. Alternative pain management treatments, such as massage, yoga, or acupuncture.
	8. Health care workforce capacity building initiatives, including recruitment and retention incentives and initiatives targeted toward increasing representation of members of historically marginalized populations in the workforce.
	9. Initiatives to promote awareness of maternal health-related care needs in the community and improved outcomes in maternal/child health, such as implementing the Parents as Teachers program.
	10. Nurse-partnership programs, such as visiting nurse programs.
	11. Initiatives to promote vaccinations, e.g. vaccination drives.
	12. Self-management and tobacco cessation initiatives.
	13. Building capacity in community-based organizations to interface with traditional health care providers, such as by providing training to community-based organizations on Vermont’s health care system and providing technical assistance to community-based organizations on facilitating data sharing with traditional health care providers.
	14. Repairs or remediation for issues such as mold or pest infestation.
	15. Assistance with connecting the enrollee to expert community resources to address legal issues impacting housing or interpersonal violence related issues.
	16. Targeted nutritious food or meal delivery services for individuals with medical or medically-related special dietary needs.
	17. Contingency management
	18. Innovative care models and care transitions initiatives for justice-involved populations and initiatives to prevent recidivism. 
	19. Community crisis support and capacity, including, but not limited to, hotlines, mobile crisis, and psychiatric urgent care.
	20. Lead and other environmental health remediation.
	21. Water fluoridization
	22. Early detection and screening programs for mental health conditions and substance use disorders.
	23. Screening for unmet social needs. 
	24. Parenting support programs and health-related services and supports to promote family togetherness, such as the Parents as Teachers program, the Nurse-Family Partnership, or Maternal Early Childhood Sustained Home-Visiting program. 
	25. Weatherization activities that remediate the hazardous environmental conditions that cause or are associated with negative health outcomes, including low indoor air quality, poor movement of heat and moisture, radon, and other environmental toxins.
	26. Technical assistance to select providers to prepare them for alternative payment methodologies (APM) following the Healthcare Partnership Learning Action Network (HCP-LAN) criteria.  
	27. Technical assistance to select providers for designing and implementing alternative care delivery models.
	28. Incentives to providers that engage in delivery system reform, value-based payment, and/or APM
	29. Systems enhancement for APM readiness, such as for providers to upgrade their population health management and analytics tools, where not duplicating other federal/state/private funding. 
	30. Technical assistance for select providers for organization-wide adoption of financial models and business practices, such as identifying challenges and opportunities of transitioning to value-based purchasing models, developing models for financial forecasting and developing workflows and data systems to collect quality measures.  
	31. Technical assistance for select providers for performance evaluation and management, including technical assistance on improving data quality and reporting performance measures. 
	32. Support for the following Blueprint for Health initiatives: practice participation in the State’s patient-centered medical home (PCMH) initiative; implementation of local community health teams; implementation of Vermont’s care coordination models; quality improvement for PCMHs; and self-management programming.
	33. The delivery of 1915(c) and 1915(i) services to vulnerable Vermonters who meet the 1915(c) or 1915(i) criteria.
	34. The delivery of innovative care models to vulnerable Vermonters who need or are at risk of needing institutional care who are not currently eligible for Medicaid to prevent their condition from worsening to the extent that they become Medicaid eligible.
	35. Programs that support family caregivers, such as training for caregivers (e.g., topics may include treatment regimens, use of equipment, stress management, coping strategies).
	36. Programs that promote health and wellness such as preventive healthcare and chronic disease self-management programs designed for people with HCBS, mental health and SUD treatment needs (e.g., HealthMatters program, nutrition and exercise programs for people with intellectual disabilities, and the Living Well with a Disability program).

	Please provide any additional documentation or information that the state deems relevant to successful execution of the implementation plan. This information is not meant as a substitute for the information provided in response to the prompts outlined...
	ATTACHMENT M
	SUD Monitoring Protocol
	[RESERVED]
	ATTACHMENT N
	SMI/SED Monitoring Protocol
	[RESERVED]
	ATTACHMENT O
	Approved Evaluation Design
	[RESERVED]
	ATTACHMENT P
	Caregiver Reimbursement Protocol
	[RESERVED]
	ATTACHMENT Q
	HCBS Conflict of Interest Corrective Action Plan
	[RESERVED]
	ATTACHMENT R
	Investment Framework
	The demonstration provides authority for expenditures within the annual limits specified in STC 11.4 for public health, health care, and health-related investments.  Advancing health equity and addressing health disparities is a core principle of thes...

	ATTACHMENT S
	New Investment Application Template
	Provider




