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MedChi Works to Enhance Healthcare for 
All Marylanders

● Offer CME and working with specialty societies to enhance medical 

knowledge

● Fight to prevent decreases in Medicaid and Medicare payments to physicians 

which significantly affects their patients

● Meet the needs of both independent and employed physicians

● Provide free Rx cards to help uninsured and underinsured with prescriptions

● Work with CRISP to support physicians use of free Prescription Drug 

Monitoring and Population Health tools through the Health Information 

Exchange.
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AMA Study Highlights Contributions of 
Maryland Physicians to Economy

Recent AMA study quantifies the economic boost that 17,633 physicians provide 

to the state’s economy, using four key economic indicators:

• Jobs: Physicians support 213,060 jobs in Maryland – 12.08 for each physician on average.

• Economic activity: Physicians generate $39.5B in economic output, comprising 17.8 percent of the 

Maryland economy.  Each physician generates $2,239,882 for the state economy on average. 

• Wages & benefits: Physicians contribute $19,542.0M in total wages and benefits paid to workers across 

Maryland, empowering a high-quality, sustainable workforce.  Each physician contributes $1,108,263 to 

workers’ wages and benefits on average. 

• State and local tax revenue: Physicians’ contribution to the Maryland economy generates $1,797.6M in 

state and local tax revenue for their communities–translating to $101,947 for each physician on average–

enabling community investments to be made. 
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Representing the House of Medicine

• The Maryland General Assembly is in 

session from mid-January to mid-April.  

This year our Legislative Council 

reviewed 237 bills and we took positions 

and acted on many of them.   

HOWEVER…

• Advocacy is a year- round job!

• For example, continuous outreach to the 

Hogan Administration resulted in an 

additional 2% increase in Medicaid 

reimbursement rate, from 92% to 94% of 

Medicare.
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Presentation Goals

Today’s presentation aims to achieve understanding of the following:

● Understand Maryland’s unique health care delivery system and 

transformation

● Review Maryland’s All-Payer Model performance

● Provide an update on 2017 contract negotiations with CMS and on 

Maryland’s proposed Enhanced Total Cost of Care All-Payer Model

● Discuss Maryland’s Primary Care Program
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All-Payer Model 

Background
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Maryland’s All-Payer Model

SINCE 1977,  Maryland has had an all-payer hospital rate-setting system. In 2014, 

Maryland moved from a volume inpatient cost-per-case model to a per capita 

hospital growth limit.

● Value-based total cost of care system: each hospital receives a fixed 

Global Budget Revenue (GBR) payment system

● GBR focuses on reducing hospital costs and improving health outcomes 

by working with providers across the healthcare continuum
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Health Services Cost Review Commission

The HSCRC oversees hospital rate regulation in Maryland

• Independent seven member Commission

 Decisions appealable to the courts

 Balanced membership and experienced staff

• Broad statutory authority

 Has allowed Commission methods to evolve

• Broad support
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Prior to 2014, HSCRC Set Prices Per Unit of 
Service
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2014 All-Payer Model 

Contract
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Maryland Hospital Payment:  
All Payor Model

• Maryland is implementing a new All-Payer Model for hospital payment 

 The Center for Medicare and Medicaid Innovation approved the 

application effective January 1, 2014

• Focus on new approaches to rate regulation

• Moves Maryland 

 From Medicare, inpatient, per admission test 

 To an all-payer, total hospital payment per capita test 

 Shifts focus to population health and delivery system redesign
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Approved Model at a Glance

• All-Payer total hospital per capita revenue growth ceiling for 

Maryland residents tied to long-term State economic growth (GSP) per 

capita

 3.58% annual growth rate for first 3 years 

• Medicare payment savings for Maryland beneficiaries compared to 

dynamic national trend.  Minimum of $330 million in savings

• Patient and population centered-measures and targets to promote 

population health improvement

 Medicare readmission reductions to national average

 30% reduction in preventable conditions under Maryland’s Hospital 

Acquired Condition program (MHAC) over a 5 year period

 Many other quality improvement targets12



Hospital Payments Have Changed: 
Focus Shifts from Rates to Revenues

Old Model

Volume Driven

Units/Cases

Hospital Revenue

Rate Per Unit

or Case

Unknown at the beginning 
of year. More units/more 

revenue

New Model

Population & Value Driven

Revenue Base Year

Allowed Revenue 

Target Year

Updates for Trend, 

Population, Value

Known at the beginning of year.

More units does not create 

more revenue
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Maryland’s All-Payer Model
BACKGROUND

The Maryland Model is framed by a five-year state innovation contract (2014-2018) 

between Maryland and the federal government’s Centers for Medicare and Medicaid 

Services (CMS). 

Benefits of the Maryland Model include:

● Equitable distribution of costs across system—uncompensated care, 

graduate medical education, nursing support, etc. are all shared by hospitals

● Stabilizes rural health

● Helps to keep private insurance premiums low by prohibiting cost-shifting
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Maryland’s All-Payer Model

Performance Measures Targets 2014 Results 2015 Results (preliminary) 2016 Results (preliminary)

All-Payer Hospital Revenue 

Growth

≤ 3.58% per capita annually 1.47% growth per capita 2.31% growth per capita 0.8% growth per capita

Medicare Savings in Hospital 

Expenditures

≥ $330m over 5 years

Lower than the national average 

growth rate from 2013 base year

$116m

2.15% below national average 

growth

$135m/$251m cumulative

2.2% below national average 

growth since 2013

$287m/$538m cumulative

5% below national average 

growth since 2013

Medicare Savings in Total Cost 

of Care

Lower than the national 

average growth rate for total 

cost of care from 2013 base 

year

$133m

1.53% below national average 

growth

$80m/$213m cumulative

0.85% below national average 

growth since 2013

$151m/$364m cumulative

1.5% below national average 

growth since 2013

All-Payer Quality Improvement 

Reductions in PPCs under 

MHAC Program

30% reduction over 5 years 26% reduction 35% reduction 

since 2013

43% reduction 

since 2013

Readmissions Reductions for 

Medicare

≤ National average over 5 years 20% reduction 

in gap above nation

57% reduction 

in gap above nation since 2013

76% reduction 

in gap above nation since 2013

Hospital Revenue to Global or 

Population-Based

≥ 80% by year 5 95% 96% 100%

PERFORMANCE TO DATE

1: CMS evaluating readmission data after ICD-10

1 2

2: Compares the performance available in CY 2016 to same months in previous year OR to the same months in the 2013 base year. Not validated by CMS.

3

3

3

3: Actual numbers below the ceiling for CY 2016. Numbers have been adjusted to reflect the approximate 1% hospital 

undercharge that occurred in the second half of CY 2016.

1
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The Enhanced Model

2019 - ?
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The Enhanced Model

THE CURRENT ALL-PAYER MODEL CONTRACT expires on Dec. 31, 2018. 

The Hogan Administration filed a plan with the federal government in December 

2016 to negotiate the next phase of the contract.

The Trump adminstration just gave Maryland a one year extension to Dec 31, 2019 

to review the current request. 

We anticipate an agreement on the next phase in the near future—the Enhanced 

Total Cost of Care Model (“The Enhanced Model”).
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Objectives and Design

The Enhanced Model is designed to coordinate care for patients across hospital 

and non-hospital settings, improve health outcomes, and constrain cost growth. 

This model:

● Encourages healthcare innovation and flexibility

● Contains cost through healthcare outcomes of individuals and not 

volume (fee-for-service)

● Sustains rural health care

● Aligns hospitals, physicians, and long-term care and other healthcare 

providers

THE ENHANCED MODEL
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Objectives and Design

The new contract will be a 10-year agreement (2019-2028) between Maryland and 

CMS:

● First five years (2019-2023) will build up cost savings

● Last five years (2023-2028) will maintain Medicare cost savings and quality 

improvement

The contract will manage and prevent chronic and complex conditions; improve 

population health; and facilitate person-centered primary care transformation.

THE ENHANCED MODEL
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Timeline
THE ENHANCED MODEL

2017

Care Redesign 

Amendment approved

Negotiations with CMS 

for second term

2018

Stakeholder Innovation 

Workgroup meetings

Primary Care program

TCOC and Geographic 

incentives to hospitals in 

Medicare Performance 

Adjustment (MPA)

2019

Geographic partners 

and ACOs take on 

more responsibility

2020

Program for Dual-

Eligible population 

(individuals with both 

Medicaid and Medicare)

Ongoing: Post-acute; Behavioral Health; and Long-Term Care
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Steps in Progression
THE ENHANCED MODEL

1. All-Payer Model Amendment: Enables hospitals to partner with physicians and 

other providers in further care improvement. 

Started two new programs effective July 1, 2017. The next performance period 

begins Jan. 1, 2018.

• Hospital Care Improvement Program (HCIP)

• Complex and Chronic Care Improvement Program (CCIP)
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Steps in Progression
THE ENHANCED MODEL

2. Maryland Primary Care Program: Increase focus on prevention and 

primary care, if approved would be effective January 2019.

3. Enhanced Total Cost of Care All-Payer Model

● Accountability of providers for populations in a geography

● Align measures and develop incentives for all providers

● Encourage and develop further payment and delivery transformation

● Ensure availability of tools to support providers

● Devote resources to increasing consumer engagement
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Care Redesign & 

Gainsharing
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Care Redesign Programs 
THE ENHANCED MODEL

Two initial care redesign programs aim to align hospitals and other providers. 

HOSPITAL CARE IMPROVEMENT 
PROGRAM (HCIP)

COMPLEX AND CHRONIC CARE 
IMPROVEMENT PROGRAM (CCIP)

For hospitals and Care Partners practicing 

at hospitals

Facilitates improvements in hospital care that 

result in care improvements and efficiency

For hospitals and Care Partners practicing 

in the community

Facilitates high-value activities focused on 

high-needs patients with complex and rising 

needs, such as multiple chronic conditions

Leverages Medicare Chronic Care 

Management (CCM) fee*

Programs are voluntary; hospitals may select which program(s) to participate in. 

*Maryland will modify program as needed to adapt to Medicare’s MACRA program and the Maryland Primary Care Program.

Hospitals will be able to obtain data, share resources with providers, and offer optional incentive payments.
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Hospitals Participating in Gainsharing
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PP1 CCIP PP2 CCIP PP1 HCIP PP2 HCIP

• Carroll
• Garrett Regional
• GBMC
• Northwest
• St. Agnes
• Sinai

• Carroll
• Garrett Regional
• GBMC
• Northwest
• St. Agnes
• Sinai

PLUS
• Washington Adventist
• Shady Grove 

Adventist

• Atlantic General
• Doctors
• Frederick Memorial
• Holy Cross
• Holy Cross (Germantown)
• Mercy
• Meritus 
• Western MD Health 

System
• Washington Adventist
• Shady Grove Adventist

• Atlantic General
• Doctors
• Frederick Memorial
• Holy Cross
• Holy Cross (Germantown)
• Mercy
• Meritus 
• Shady Grove Adventist
• Washington Adventist
• Western MD Health System

PLUS
• Carroll
• Northwest
• Sinai
• IPs from Peninsula, Anne 

Arundel, and 13 UMMS 
hospitals accepted and 
pending approval by PA



MD Primary Care Program Rollout Timeline
THE ENHANCED MODEL

The Maryland Primary Care Program is a separate contract being negotiated in parallel 

with the All-Payer Medicare Model Contract negotiations.

Activity

Submit model to federal government for approval

Timeframe

Summer 2017

Write legal agreements and applications for CTOs and practices Fall 2017

Stand up Program Management Office Fall 2017

Release applications Fall 2018

Select CTOs and Practices Fall/Winter 2018

Launch Program January 2019

Expand Program 2019-2023

Partnership by MDH, MHCC, and HSCRC
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Stakeholder Innovation Group

• MDH requested the formation of a Stakeholder Innovation Group (SIG) with 

representation by a diverse group of provider and payer stakeholders to recommend 

ways to accelerate transformation efforts and support the state’s progression plan 

goals. The SIG is specifically tasked to 

 Develop a framework to inventory and track Maryland’s current initiatives that 

improve quality and population health and constrain total cost of care growth; 

 Recommend an approach and evaluation criteria for the State to use in considering 

care redesign, payment or population health improvement programs that require 

federal waivers or changes to provider payments or incentives; and, 

 Support  the dissemination of other models and programs that do not require state 

or federal approval through a statewide Innovation Summit. 
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Stakeholder Innovation Group (continued)

• The first meeting was held on Feb. 5.  MedChi has three representatives. 

• MDH Secretary Neall asked physicians to participate in a survey by April 6 to 

help catalogue current care delivery transformation efforts. 
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Closing
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MedChi/Physician Goals for Waiver

• No Rate Setting - We do not want a hospital-like rate setting program.  MedChi wants 

physicians to have more flexibility and allow for innovation.

• MACRA Compliant - MedChi wants to make sure whatever is created is compliant with 

Federal rules.  In a perfect world, CMS would give credit to Maryland physicians for the risk 

being taken by hospitals and consider the entire waiver an Alternative Payment Model 

(APM).

• APMs - No disadvantage with regard to Alternative Payment Models.  Other states have been 

allowed to implement programs that Maryland cannot adopt because of the Waiver.

• Checks and Balances - Fairness for all parties, including patients, physicians and hospitals.

• Protect Patient Rights - Whatever systems or programs that are created should focus on 

patients’ rights. Patients should not have to worry that they are not getting the best healthcare 

because of a payment system. 
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Questions?



More Information

Follow us on Facebook or Twitter (@MedChiupdates or 

@GeneRansom)

Visit www.medchi.org

Thank you for attending!

Thanks for having MedChi present!
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http://www.medchi.org/

