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Amendment Inauguration Timeline
When What

November 18, 2016 Hospital submits Letter of Intent

Late November 2016 Provider vetting process begins

Early December 2016 State publishes “Program Templates” for each Care 
Redesign Program

January – March 2017 Hospitals submit an “Implementation Protocol” for each 
Program

March – April 2017 Participation Agreements are signed and waivers issued

By May 1, 2017 State approves Implementation Protocols and Hospital 
GBR Amendments executed

By June 1, 2017 Hospitals complete provider contracting process



Hospital Care Improvement Program (HCIP)
Nicole Stallings (MHA) and Jo Surpin (AMS)
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Background
 Began working in March 2014 to help member hospitals implement a 

gainsharing program that will align hospital incentives with the work of 
physicians

 AMS has designed, developed and implemented large scale, comprehensive 
gainsharing programs (all DRGs, all costs). 

 The gainsharing methodology developed by AMS was for use in commercial and/or 
Medicare gainsharing programs and is the methodology used in HCIP

 Convened Maryland Physician Gainsharing Steering Committee in October 
2014 to provide overall direction to the program

 Made up of hospital executives, HSCRC staff and MedChi (state medical society) 
members

 Sub-group recommended financial and technical changes to the methodology to align 
with Maryland’s rate setting environment

 Preliminary simulation data provided to hospitals for FY 2014 and FY 2015
 Work became the basis for Amendment Request for HCIP 



HCIP Overview
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HCIP Aligns Hospital-Based Physicians 
with Hospital GBRs
 Allows hospitals to incentivize hospital-based physicians to reduce inpatient 

hospital use, readmissions and other potentially avoidable utilization and 
improve care by performing care redesign activities
 Discharge planning aimed at reducing readmissions
 Performing clinical care according to evidence-based practices
 Participating in patient safety programs such as self-reporting errors
 Completing activities to promote patient experience and population health 

improvement
 Improved use of resources such as ICU beds and certain supplies or medications 

 Intended to improve the delivery of healthcare services during the inpatient 
stay by focusing on efficient use of resources 

 Drives improvement in priority areas and creates important linkage to other 
hospital efforts (e.g. ACOs, clinical integration, population health) to provide 
care more efficiently and effectively 
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Program Overview
Incentives are based on individual performance.  Physicians are 
not required to join a group to participate; not paid per capita.  
Methodology provides a direct linkage to measurable results.

 Methodology incorporates adjustments to emphasize 
Improvement and / or Performance.

 Internal steering committee, composed of at least 50% 
physicians,  conditions incentive payments based on 
specific quality and care redesign initiatives.

 Methodology can be extended to consultants and ancillary 
physicians at the decision of the institution.

 “Circuitbreakers” create a direct link between physician 
success and institutional success. 
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Economic Framework
 The Program allows hospitals to incent physicians financially 

for improved quality of care and improved efficiency 

 Creates a collaborative environment where both hospital and 
physician incentives are aligned

 Rewards achieved level of physician performance 

 Improvement - performance compared to own performance over 
time - prior year to current year 

 Performance - performance compared to peers - Best Practice 
Norm

 Provides loss of physician income protection - medical cases
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Design Principles
 Measurement: To promote physician acceptance, 

performance is evaluated based on statewide derived 
Best Practice Norms
 25th percentile of lowest patient costs in state
 Severity adjusted DRGs (APR DRGs) used for costing
 Responsible Physician / Physician of Record is eligible for 

incentive
 Medical cases = attending physician of record

 Surgical cases = surgeon of record

 Ability to add specialists, consultants and ancillary physicians at the 
discretion of the hospital
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Securing Physician “Buy-In”
 Voluntary participation for private physicians; Employed 

physician participation determined by hospital  
 No change in physician professional payment 
 Incentive only; No risk or penalties
 Emphasizes Quality:  Links quality metrics to incentive 

payment, including institution-specific objectives
 Severity of Illness:  Utilizes severity adjusted, physician-specific 

data to identify savings opportunities, determine incentive 
payments

 Comprehensive:  Includes all DRGs (except psych, deliveries 
and newborns) 
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Gainsharing Targets Triple Aim 
By Aligning Physicians and Hospitals

Framework Process

 Improves communication with 
physicians

 Increase performance 
transparency through data 
analysis 

 Focus on costs and quality

 Physician participation / 
engagement increases after 
initial payments

 Hospital Steering Committee 
takes on a broader role 

 Documentation accuracy and 
timeliness

 Early consultation with 
discharge planner

 Round / writing discharge 
order prior to noon

 Increase discharges on 
weekends

 Implant costs and 
implementation of demand 
matching

 Decrease time between 
request and occurrence of 
consultation 

 Earlier transition from ICU to 
standard acute floor



Institutional Safeguards
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Patient Protections Built into 
Methodology

Regulatory Concerns Characteristics of Approach

Cherry picking, quicker-sicker, stinting and steering Severity of Illness Adjustment

Phantom savings Uniform methodology 

New and untried practices Limit on incentive payments 

Compensation to induce referrals Volume requirements 

Patient participation Requires patient notice 
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Steering Committee Establishes 
Institutional Safeguards

 Composition:  at least half physicians

 Purpose
– Provides governance

– Fair administration of the program

– Prioritizes initiatives

 Function
– Prospectively conditions incentive payments on quality and performance 

measures

– Sets thresholds regarding institutional savings and physician incentive 
payments

– Balances Performance and Improvement allocation

– Determines whether or not, and how, to include consultants, ancillary 
and other physicians



Care Redesign Interventions
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Care Redesign Interventions
 Care redesign interventions are activities and resources 

the hospital will develop for implementation in hospital 
based care. 

 Hospitals may select one, multiple or all of the care 
redesign interventions. 

 Standard Measures Required  
 Other Measures determined by Hospital Steering 

Committee and consistent with other hospital initiatives 
(see Appendix 1)
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Care Redesign Interventions 
(Continued)

Required Metrics

Physician Enrollment and 
Activities 

 Number of physicians participating in the program, including number of cases
 Total incentives paid per 6 month performance period 

Hospital Utilization, 
Efficiency and Care 
Redesign Impact 

 30 day readmission rates 
 30 day emergency room visit rates post discharge 
 Average LOS 
 Total Internal Cost Savings 

Patient Safety and Patient 
Satisfaction 

 Mortality Rates
 Potentially Preventable Complications 
 HCAHPS Scores –Communication with Physicians, Discharge Instructions, 

and Care Transitions
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Care Redesign Interventions 
(Continued)

Category of Allowable 
Activity

Care Coordination

Discharge Planning

Clinical Care

Patient Safety

Patient & Caregiver Experience

Population Health

Efficiency and Cost Reduction
See Appendix 1
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Integrating HCIP into a Global Model
 Potentially Avoidable Admissions

 Specific APR DRGs, severity levels and outpatient clinical categories

 Identify broad clinical categories that should not be treated in a 
hospital setting

 Payment to specific physicians could be conditioned based on 
potentially avoidable admission rates related to specific APR DRG and / 
or severity levels

 Incentives / penalties could be linked to the departments or specialties 
that play a role in the clinical categories identified by the Commission

 Length of Stay (LOS) specific objectives can be established utilizing 
payer specific data (i.e. Medicare) or total LOS to align with the Waiver 
tests 



Implementation
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Care Partner Approval
 Master list of providers (from PECOS) from CMS being 

provided to HSCRC 
 List will be provided to hospital to review
 HCIP providers in simulation data should also be reviewed

 Submit Care Partner list (using approved template) to 
CMS for vetting

 Approved list are the eligible Care Partners for CY 2017
 Quarterly submissions 

 Care Partners enrolled in a quarter are screened by CMS
 Hospitals notified if approved
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Implementation Protocols
 Program and Implementation  

Protocol Templates

 Awaiting final approval from 
CMS

 Submission date 

 Assistance with completion

 Components will be 
standardized where possible

 Hospital must complete 
sections and select care 
redesign interventions

 Approval 
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MHA / AMS Operational Support
 Support for Program Coordinators

 Training on implementation

 Development of resources

 Physician Handbook and 
Operations Manual

 Ongoing support

 Assistance with implementation

 Attendance at hospital 
steering committee and other 
physician meetings to 
champion the Program

 Learning collaborative
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PY1- 2017 for HCIP
 Hospitals may launch program in a staged manner

 Ability to pilot program at service line level and expand
 Optional incentive payments can begin in 2018 
 Detailed reports and/or incentive payments occur semi-

annually
 Physician level dashboard
 Reports provided including resource utilization changes by 

physician, service line, cost center and  APR DRG
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Implementation Q1 Data Q2 Data Q3 Data

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

• Steering Committee
• Training
• Simulation Data 1 5 2 3 1 4 5 2 3 1 5 6 2 3

Timeline

PAYMENT PERIOD 1 PAYMENT PERIOD 2

Simulation data is provided for 2014, 2015 and any periods prior to implementation date.



Simulation Results 
Sample Reports
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Physician Incentive Reports
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Multiple columns and rows are hidden to show detail; actual reports will show all columns and rows.

Responsible 
Physician

RP 
First 

Name

RP 
Last 

Name

Total 
Eligible 

Discharges

Average 
LOS

Average 
BP LOS

Average 
Simulated 

LOS

Average 
LOS 

Opportunity

Actual Resource 
Utilization

BP Resource 
Utilization

Resource Utilization 
Reduction 

Opportunities (No 
Change)

Maximum 
Improvement 

Incentive

Maximum 
Performance 

Incentive

Maximum Total 
Incentive

Actual Physician 
Incentive (at BP)

Actual Physician 
Incentive (No 

Change)

Difference in 
Incentive

10735343 656 4.0 2.0 1.8 2.1 $3,995,021.23 $2,600,981.97 $1,587,740.64 $94,758.43 $48,409.12 $143,167.55 $143,167.55 $18,842.28 $124,325.27
16797488 569 4.1 1.9 1.8 2.3 $3,420,699.34 $2,233,550.81 $1,342,139.78 $85,017.90 $41,963.45 $126,981.35 $126,981.35 $17,661.69 $109,319.66
17808922 454 4.9 2.2 2.1 2.8 $2,972,824.25 $1,948,467.87 $1,150,689.36 $84,490.05 $37,523.69 $122,013.74 $122,013.74 $14,958.66 $107,055.08
14879795 469 4.5 2.0 1.9 2.6 $3,058,447.65 $1,870,150.10 $1,291,000.38 $80,756.03 $35,245.42 $116,001.45 $116,001.45 $12,454.03 $103,547.42
11947524 392 4.4 2.1 2.0 2.3 $2,395,306.22 $1,663,571.05 $859,352.07 $61,058.76 $31,659.22 $92,717.98 $92,717.98 $13,420.53 $79,297.45
11149260 310 5.1 2.2 2.2 2.9 $2,372,788.36 $1,402,880.07 $1,063,675.70 $54,869.20 $27,962.64 $82,831.84 $82,831.84 $9,429.13 $73,402.71
15180636 357 4.3 1.9 1.8 2.4 $2,280,662.65 $1,398,403.26 $970,588.04 $56,236.94 $25,553.41 $81,790.35 $81,790.35 $8,698.60 $73,091.75
15583493 378 4.1 1.9 1.8 2.2 $2,339,565.72 $1,489,988.72 $945,614.37 $52,799.65 $27,579.74 $80,379.39 $80,379.39 $10,482.86 $69,896.53
11240467 299 4.9 2.2 2.1 2.8 $2,089,462.42 $1,298,393.72 $880,278.11 $52,420.72 $26,257.32 $78,678.04 $78,678.04 $9,481.72 $69,196.32
14879884 318 4.4 2.2 2.0 2.4 $2,059,700.55 $1,394,923.72 $802,590.14 $48,842.41 $28,161.93 $77,004.34 $77,004.34 $13,243.74 $63,760.60
13060482 263 5.1 2.3 2.2 3.0 $1,941,784.90 $1,183,211.63 $822,517.41 $47,879.37 $24,292.45 $72,171.82 $72,171.82 $9,056.92 $63,114.90
12151634 303 4.3 2.2 2.1 2.2 $1,927,276.07 $1,302,981.37 $717,313.93 $45,069.83 $25,194.37 $70,264.20 $70,264.20 $10,245.63 $60,018.57
………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ……….

19222652 59 4.2 2.3 2.2 2.0 $538,099.43 $397,581.68 $159,995.43 $5,379.01 $5,257.43 $10,636.44 $10,636.54 $1,887.26 $8,749.28
16290087 45 9.7 7.9 7.3 2.4 $585,047.25 $394,427.56 $213,881.06 $2,702.23 $9,068.53 $11,770.76 $11,770.77 $3,182.43 $8,588.34
17605237 64 2.9 1.8 1.7 1.2 $559,592.80 $416,298.51 $161,522.36 $4,711.82 $6,363.37 $11,075.19 $11,075.19 $2,503.82 $8,571.37
15987682 220 3.2 2.2 2.0 1.2 $1,661,122.80 $1,581,553.64 $253,711.50 $4,435.14 $9,683.39 $14,118.53 $14,118.53 $5,824.39 $8,294.14
15181591 47 5.6 3.1 2.9 2.6 $427,810.20 $379,244.53 $95,069.62 $5,917.80 $6,531.59 $12,449.39 $12,449.42 $4,161.15 $8,288.27
19321168 76 4.3 2.7 2.5 1.8 $643,486.53 $627,077.49 $130,482.99 $4,862.34 $12,034.72 $16,897.06 $16,897.13 $8,644.04 $8,253.09
11646220 60 3.1 1.9 1.8 1.3 $543,020.35 $411,637.24 $157,868.96 $4,899.15 $6,067.29 $10,966.44 $10,966.44 $2,798.64 $8,167.80
14170818 68 3.1 2.0 1.8 1.3 $652,445.42 $549,357.57 $136,653.75 $4,686.43 $7,188.13 $11,874.56 $11,874.60 $3,933.35 $7,941.25
10735753 22 7.3 3.4 3.1 4.2 $318,934.22 $167,750.25 $162,381.74 $5,085.84 $3,437.69 $8,523.54 $8,523.57 $1,038.81 $7,484.76
14170187 26 5.4 2.2 2.2 3.3 $190,860.86 $108,900.45 $86,285.53 $5,911.88 $1,959.50 $7,871.38 $7,871.38 $561.70 $7,309.68
………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ………. ……….

13260826 66 3.1 2.2 1.9 1.2 $530,394.42 $492,032.97 $112,067.29 $4,191.08 $8,524.92 $12,716.00 $12,716.02 $5,994.88 $6,721.14
14877549 85 5.4 4.1 3.6 1.8 $872,732.05 $863,118.51 $179,279.74 $3,318.71 $11,213.48 $14,532.19 $14,532.20 $7,867.32 $6,664.88
13968777 19 7.5 3.3 3.1 4.4 $248,866.44 $168,213.35 $100,181.63 $4,750.62 $3,218.68 $7,969.30 $7,969.32 $1,475.39 $6,493.93
10735982 19 3.5 2.7 2.5 1.1 $287,959.23 $184,392.35 $121,964.56 $4,760.48 $2,380.24 $7,140.72 $7,140.74 $729.98 $6,410.76
19129558 23 6.3 2.7 2.7 3.6 $204,796.45 $104,290.80 $103,673.80 $4,405.94 $2,396.98 $6,802.92 $6,802.92 $464.37 $6,338.55

   18,560    $133,999,555 $105,850,135 $39,623,078 $2,029,396 $1,597,622 $3,627,018 $3,627,022 $806,682 $2,820,340 

75th Percentile of Spread fo r Surgical Improvement and Uncapped M edical Improvement Incentives

Incentive Simulation Report
Performance Based Incentives

Total Incentive by Physician (Ranked High to Low difference in Incentives)
July 2014 through June 2015; All Payor Claims

Provider: 0000 - General Hospital

AM S: M aryland (s2015d 10% Var) - Program: diff_simltn2 11AUG2016 08:33
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Cost and Incentives

Discharges – SOI, Readmissions

Summary Charts

Cost Center Detail
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Savings Opportunities
by Service Line
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Pinpointing Savings at the 
Opportunity Level
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General  Information
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Letter of Intent
 Letters of intent to participate in one or both Care Redesign Programs are 

due November 18.
 LOIs are non-binding
 Hospitals are required to provide a data contact who will help facilitate the 

process for receipt of comprehensive Medicare data from CMS
 An LOI template is posted on the HSCRC website: 

http://www.hscrc.maryland.gov/care-redesign.cfm
 Letters should be submitted to hscrc.care-redesign@maryland.gov
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Upcoming Webinars
 Webinar 5: 9:00am EST,  Wednesday,  November 30 

 Comprehensive Medicare Data Process and Use

 Webinar 6: 9:00am EST,  Wednesday,  December 7
 Care Redesign Program Monitoring

 Webinar 7: 9:00am EST,  Friday,  January 13
 Care Partner Agreements
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Questions?

For all information regarding the Care Redesign Programs please 
visit: http://www.hscrc.maryland.gov/care-redesign.cfm

Please send any questions to: hscrc.care-redesign@maryland.gov



Appendix 1
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Care Redesign Interventions 
Category of Allowable Activity Hospital Interventions
Care Coordination  Medication reconciliation forms completed per protocol

 After Hospital Discharge Plans are completed and reviewed with the 
patient and caregivers before discharge

 Patients with a high risk of readmission are identified, per protocols, and 
subsequently connected with transitions of care services

 Other evidence-based, reliable and valid intervention 
Discharge Planning  Follow-up appointments for high-risk patients are scheduled before 

hospital discharge
 Beside delivery of discharge medications (for new or high risk 

medications)
 Other evidence-based, reliable and valid intervention 

Clinical Care  Core compliance activities are completed, including documenting core 
measures, using evidence-based order sets, and documenting the 
rationale behind diversions.

 Heart failure activities are completed, such as giving heart failure patients 
ACE Inhibitor or ARB for Left Ventricular Systolic Dysfunction (LVSD) 
and documenting evaluation of LV systolic function.

 Surgical improvement activities are completed, including compliance with 
requirements for surgery registry and compliance with pre-surgery 
safety checklists, including surgical markings.

 Other evidence-based, reliable and valid intervention 
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Care Redesign Interventions 
(Continued)

Category of Allowable Activity Hospital Interventions
Patient Safety  Medication error prevention and general harm prevention activities are 

completed, including self-reporting adverse events to appropriate 
departments in a timely manner, using appropriate risk assessment tools 
to identify patients at-risk for falling, and implementing appropriate 
interventions for the at-risk patients. 

 Infection and sepsis prevention activities are completed, including 
adhering to sepsis treatment protocols and checklists and complying 
with universal infection prevention protocols, including hand hygiene.

 Other evidence-based, reliable and valid intervention
Patient and Caregiver 
Experience

 Advanced directives obtained per protocol
 Maryland MOLST compliance documented per protocol
 Interdisciplinary palliative care consults and interventions completed per 

protocol
 Comprehensive, individualized patient/family education (considering 

health literacy, preferred method of education,) use of Teach Back)
 Other evidence-based, reliable and valid intervention 
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Care Redesign Interventions 
(Continued)

Population Health  High blood pressure counseling and treatment are completed.
 Obesity counseling and treatment are completed. 
 Vaccination status is addressed and needed vaccinations are 

administered to patients.
 Other evidence-based, reliable and valid intervention 

Efficiency and Cost Reduction  Procedures and patient flow activities are completed in a timely manner, 
including writing discharge orders by the hospital goal time (e.g. noon), 
and reducing median time from Emergency Department arrival to 
departure or admission to a bed.

Category of Allowable Activity Hospital Interventions



Appendix 2
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Financial and Technical Issues
 Base Period

 Use most recent year available as the “base period” depending on 
approvals (e.g. FY 2016)

 Includes observation cases greater than 24 hours

 Cost Adjustments
 Use hospital specific cost adjustments, IME, DSH, Labor Market, Markup, 

etc., uniformly applied across all rate centers

 Price and utilization changes will vary by hospital to achieve GBR target 
compliance.  Price changes will not accurately reflect cost changes.

 Initially limit “savings” measures to utilization only (unit volume)

 Calculate unit volume change multiplied by rate order rate (base rate)

 Use base rate for a 2-3 year period to maintain incentive
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Financial and Technical Issues 
(Continued)
 MSS / CDS savings are difficult to capture under GBR

 Exclude MSS / CDS from best practice calculation (improvement 
only)

 Develop improvement measure using hospital data

 Cost Reduction

 Volume variability assumptions

 Apply a 50 percent factor to opportunity identified savings (at least 
for non MSS / CDS)

 Hospitals should monitor “real” cost reductions



Appendix 3



59

Sample Physician Incentive Calculation 

Prior Year 
Actual Cost

Current Year Actual 
Cost

Best Practice 
Norm @ Hospital 

Mix (25th 
Percentile)

Variable 
Cost Factor Potential Savings

N/A 80,000,000$             60,000,000$     50.00% 10,000,000$        

2) Specific Physician/APRSOI Financial Pool

Prior Year 
Actual 
Cost

Current Year Actual 
Cost

Best Practice 
Norm @ 

Hospital Mix 
(25th Percentile)

75th 
Percentile Maximum Incentive

APR DRG 165 / SOI 3 - Average performance 29,031$   25,054$                    21,077$            40,962$   1,000$                 Improvement
500                      Performance (Attainment)

1,500$                 Total

Improvement Incentive Performance Incentive

Cost Improvement 3,977$                      75th Percentile - Actual performanc 15,908$               
Interquartile range 19,885                      Interquartile range 19,885                 

Cost Improvement 20.0%   Performance percentage 80.0%
Improvement Incentive (max pool) 1,000                        Performance Incentive (max pool) 500                      

Improvement incentive 200$                            Performance Incentive 400$                    

Total Incentive 600$                         

3) Activities required to earn incentive

Total financial incentive available 600$                         Weight: Complete?
Activity 1:  Complication (MHAC) rate below x % 25% Y

Scores Activity 2:  Readmission rate below x% 25% N
Activity 1 150                           Activity 3:  Timely Chart Completion 10% Y
Activity 1 -                           Activity 4:  Care coordination plan followed 40% Y
Activity 1 60                                Total 100%
Activity 1 240                           

Final incentive payment 450$                         

1) Total Hospital Pool - All eligible discharges/participating physicians

This example of a surgical incentive is for illustration purposes only. Actual computations utilize a non-linear distribution formula to assure the 
relationship to the Best Practice Norm is both fair and proportionate. This example also assumes Year One: Improvement Incentive = 2/3; Performance 
Incentive = 1/3.

An illustrative example for APR DRG 165 – Coronary Bypass with Cardiac Cath or Percutaneous Cardiac 
Procedure (SOI Level 3):


