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History of the MD Model

2017: 

• Maryland proposes 
transition plan for total-
cost-of-care model to 
replace current All-Payer 
Model 

• Maryland and CMS begin 
negotiations for a possible 
replacement model

1974:

• State of Maryland 
receives a waiver from 
IPPS/OPPS to implement 
all-payer rate-setting 
system

• System predates DRGs; 
pays on a per-service-
unit basis

Evolution of Maryland’s All-Payer Model 

Payment per Service Unit

2014:

• Maryland and CMS sign new 
agreement creating all-payer
global budgets for hospitals

• Agreement requires Maryland 
to submit plan to eventually 
assume total-cost-of-care 
accountability

Hospital Global Budgets Total-Cost-of-Care Accountability



Global Budgets Encourage Focal Shift

Moving Hospitals Toward Proactive Care Transformation

Payment mechanism rewards service 
volume growth

Little to no incentive for successful 
care management

Minimal incentive to coordinate care 
delivery across providers

Single payment covers hospital IP 
and OP services

Strong incentives to reduce readmissions, 
hospital-acquired infections

Meaningful incentives to manage 
inpatient-sensitive conditions

Fee-for-Service 
Hospital 

Payments

Hospital Global 
Budgets



Performance of the All-Payer Model Impressive

Significant reduction in the number of hospitalizations
Admissions for ambulatory care sensitive conditions
Overall estimate: -1.8
Relative difference: -9.4%

Inpatient Admissions Rate, per 1,000 beneficiaries

Overall estimate: −14.8

Relative difference: −4.9% 



What’s Next for Maryland?

Incorporating physicians into the Maryland All-Payer Model

Spring 2017 Fall 2017 2018

• Ongoing negotiations 
with HSCRC, other State 
leaders to develop new 
strategies for physician 
alignment with the All-
Payer Model 

• The Care Redesign 
Program begins to 
allow hospitals to 
make incentive 
payments to 
physicians 

• The State submits a 
proposal for a new model 
that covers the Total Cost 
of Care for Maryland 
Residents and includes 
more physician alignment 
models. 



Care Redesign Program

New Gainsharing Platform for Hospitals and Partners

Mechanics of the Care Redesign Program

CRP enables 
gainsharing
between 
hospitals and 
other providers

Track 1: HCIP

Specialists and 
other hospital-
based providers

Track 2: CCIP

PCPs and other 
non-hospital 
providers

*State may propose additional tracks that 
include other providers and settings

Savings from reduced 
potentially avoidable 
utilization (PAU) funds 
incentive poolIncentives paid in 

exchange for care 
interventions that 
improve coordination, 
management



CCM Uptake between 2015 & 2016

The greatest concentration of CCM services is in the South
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Smaller Practices Moved Fast

• Nearly three-quarters of those 
billing for CCM services were 
practices with five or fewer 
providers, and 42% were solo 
practitioners. 

• 10 patients was the median 
number of patients managed per 
month

• Primary care physicians 
(internal medicine, family 
practice, general practice, or 
geriatric medicine) furnished 68% 
of CCM services. 
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Full Evaluation Report: 
https://innovation.cms.gov/Files/reports/chronic-
care-mngmt-finalevalrpt.pdf
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https://innovation.cms.gov/Files/reports/chronic-care-mngmt-finalevalrpt.pdf


Maryland Primary Care Program (MDPCP) for 
Practices

CMS will support primary care practices’ transformation efforts with care 
coordination and performance-based  payments.

• MDPCP participants are expected to transform the way  they 
deliver primary care .

• CMS will make payments to participating practices  based on the number 
of attributed beneficiaries.

• Participating practices will receive three separate  payment streams:
1. Care Management Fee (CMF)

2. Performance-Based Incentive Payment (PBIP)
3. Comprehensive Primary Care Payment (CPCP)

The CPCP is only applicable to Track 2. For Track 1 practices, 
Medicare FFS payments are  unchanged.



Care  Management  Fee (CMF) and PBPM Payment

CMS pays practices in both tracks of the MDPCP a  per-beneficiary-per-month CMF, 
paid on a  quarterly basis, for attributed Medicare FFS  beneficiaries. There is no 
beneficiary cost-sharing  for the CMF.

The CMF is calculated for the practice, based on  the risk tier of the practice’s 
attributed  beneficiaries.

The CMF gives the practice the flexibility to provide historically non-billable and non-
visit- based services to their attributed beneficiaries.

 MDPCP will include PBIPs

 Practices will receive PBPM incentive payments based  on performance on quality 
and utilization measures

 CMS will pay the annual PBIP prospectively



Care Transformation Requirements

• Access and Continuity
• Care  Management
• Comprehensiveness  and Coordination  across the Continuum  of Care
• Beneficiary &  Caregiver Experience
• Planned Care for  Health Outcomes

Five essential services necessary to meet the care transformation 
requirements
1. Care CoordinationServices
2. Support for CareTransitions
3. Standardized Beneficiary Screening
4. Data Tools and Informatics
5. PracticeTransformationTechnical Assistance



QPP

MSPB 
• An index admission is the admission with a principal 

diagnosis of a specified condition that meets the inclusion 
and exclusion criteria for the measure. 

Measure Overview 
• The MSPB measure assesses total Medicare Parts A & B 

costs incurred by a single beneficiary immediately prior to, 
during, and 30 days following a qualifying inpatient hospital 
stay and compares these observed costs to expected costs. 
Expected costs of an episode are based on the clinical 
condition or procedure that triggers the episode along with 
other factors that may influence cost but are not directly 
related to patient care. 



TPCC

TPCC 
• Total Medicare Parts A & B costs for a beneficiary during the performance period 

by calculating the risk-adjusted, per capita costs for beneficiaries attributed to an 
individual clinician or group of clinicians. 

Measure Overview 
• The numerator is the sum of the annualized, risk-adjusted, specialty-adjusted 

Medicare Parts A & B costs incurred by all beneficiaries attributed to an individual 
MIPS eligible clinician (TIN-NPI) or all individual eligible clinicians in a group that is 
participating in MIPS as a group (TIN). 

• The denominator is the number of Medicare beneficiaries who are attributed to an 
individual MIPS eligible clinician’s TIN-NPI (if participating in MIPS as an individual) 
or the number of all Medicare beneficiaries who are attributed to a group of 
individual eligible clinicians participating in MIPS as a group (TIN) during the 
performance period. 



2018 MIPS Quality Performance Category 
30-Day All-Cause Hospital Readmission 

Measure

• The 30-day All-Cause Hospital Readmission Measure is a risk-
standardized readmission rate for beneficiaries age 65 or older who 
were hospitalized and experienced an unplanned readmission for 
any cause to a short-stay acute-care hospital within 30 days of 
discharge. The measure includes solo practitioners and groups, as 
identified by their Medicare Taxpayer Identification Number (TIN) 
as defined by the current MIP

• The ACR measure applies to groups of 16 or more clinicians who 
meet the case volume of 200 Medicare patients; if the group did 
not meet the case volume, there will be no ACR measure data. 

• • A group may be scored on the ACR measure even if no other 
measures were submitted for the Quality performance category. 



Expanded Practice
Access

• Same day 
appointments 
for urgent needs

• After hours 
clinician advice

Population
Management

• Monitoring 
health 
conditions & 
providing timely 
intervention

• Participation in 
a qualified 
clinical data 
registry

Care Coordination

• Timely 
communication 
of test results

• Timely exchange 
of clinical 
information 
with patients 
AND providers

• Use of remote 
monitoring

• Use of 
telehealth

Beneficiary
Engagement

• Establishing care 
plans for 
complex 
patients

• Beneficiary self-
management 
assessment & 
training

• Employing 
shared decision 
making
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MIPS- Clinical Practice Improvement Activities:

Secretary shall  solicit suggestions from stakeholders to identify activities. Sec. retains discretion.
Secretary shall give consideration to practices <15 EPs, rural practices, & EPs in under served areas.

The Secretary is required to specify clinical practice improvement activities.  
Subcategories of activities are also specified in the statute, some of which are:  



Questions?

Barbara J. Connors, DO, MPH                  
Chief Medical Officer; Region III 
The Centers for Medicare and MedicaiServices
801 Market Street 8th Floor
Philadelphia, Pa 19107
(215) 861-4218
Barbara.Connors@cms.hhs.gov
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