




Statewide Integrated 

Health Improvement Strategy

Tequila Terry

Health Services Cost Review Commission

October 22, 2019

http://www.maryland.gov/


4

Statewide Integrated 

Health Improvement Strategy

1. Hospital Quality 
and Pay-for-
Performance

2. Care 
Transformation 

Across the 
System

3. Total 
Population 

Health

Shared Goals and 

Outcomes
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Potential Examples of Shared Outcomes and Goals

Hospital Quality & 
Pay-for-

Performance

Care 
Transformation 

Across the 
System

Total 
Population 

Health

Reduce within hospital 

readmission disparities

Reduce per capita PAU 

admissions 

Reduce maternal 

morbidity

Increase value-based 

payment participation

Reduce diabetes burden

Improve on an SUD-

related goal

Hospital

State/Local 

Gov’t

Communities

Health 

Sector
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Guiding Principles for Maryland’s Integrated Health 

Improvement Strategy

 Maryland’s strategy should fully maximize the population health 

improvement opportunities made possible by the Model

 Goals, measures, and targets should be specific to Maryland and established 

through a collaborative public process

 Goals, measures and targets should reflect an all-payer perspective 

 Goals, measures and targets should capture statewide improvements, 

including improved health equity

 Goals for the three domains of the integrated strategy should be 

synergistic and mutually reinforcing

 Measures should be focused on outcomes whenever possible; milestones, 

including process measures, may be used to signal progress toward the 

targets

 Maryland’s strategy must promote public and private partnerships with 

shared resources and infrastructure



1. Hospital Quality & Pay-for-Performance under the TCOC 

Model

Refine existing hospital pay-for-

performance programs and quality 

reporting

Develop paradigm for including 
population health metrics into pay-
for-performance, monitoring, and 

various HSCRC financial 
methodology applications

 Maintain waivers from CMS

 Maximize all-payer opportunity 

 Sustain and improve high quality 

care under capitated hospital 

model

 Monitor additional types of 

performance metrics for holistic 

evaluation of hospital quality

 Align with outcomes-based credit 

 Foster hospital accountability for 

population health

 Utilize HSCRC hospital pay-for-

performance expertise to support 

and align with other state value 

based initiatives to achieve 

statewide population health goals

5
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2. Care Transformation Across the System

 Objective: Create measure(s) of progress toward improved statewide outcomes and 

meaningful development of care transformation in Maryland

 Example: Structural measure of share of Medicare beneficiaries in Category 3

Category 1

No change in practice of care

Category 2

Providers accept value-based 

payments for patients in their own 

setting of care 

Category 3

Providers financially accountable 

for value and care quality for a 

population regardless of setting*

E.g., FFS payments for 

providers

Some link to value and quality 

of care may be included (e.g.,

MIPS) but do not 

fundamentally change the 

incentives

E.g., Hospitals under global budgets 

accountable for services in the 

hospital

Moves to value within own setting 

but little/no financial accountability 

for outcomes or what happens in 

other settings

E.g., ACO, ECIP, EQIP

This could be an attribution-

based approach (e.g.,  ACO, ECIP, 

EQIP) or it could include self-

defined populations (e.g., 

hospitals’ Care Transformation 

Initiatives)

* For approaches beyond the Traditional MPA, which captures 100% of Medicare beneficiaries
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3. Total Population Health

• Identified as a statewide priority by Maryland State Secretary of Health

Priority Area 1: Diabetes

• Identified as a statewide priority by Lieutenant Governor through the Maryland 
Heroin and Opioid Emergency Task Force (2015-2018) and the Commission to 
Study Mental and Behavioral Health (2019)

Priority Area 2: Opioid Use Disorder

• The State may choose a 3rd population health focus area by December 31, 2020.

Priority Area 3:   TBD

 Objective: Identify population health focus areas that the State 

will work to improve as part of the Total Cost of Care Model.
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What Has CMMI Said?   

 CMMI insists that for the TCOC Model to be “expanded” 

(made permanent) based on data through 2021:

 Targets must be set and progress shown in the 3 domains

 Hospital quality

 Care transformation

 Population health 

 Would require the State to establish targets in all three domains as 

soon as possible in 2020

 Although outcomes are preferred to show success, they are less 

likely to be obtained in 2021 data

 Each goal /measure could have, for example, a 2021 milestone, a 2023 

interim target, and a 2026 target



11

Statewide Integrated Health Improvement Strategy:  Our 

Approach

Gather Data & Set the Goals

• Establish a collaborative process to select targets, measures and milestones

• Hospital Quality and Pay-for-Performance (HSCRC Performance Measurement Workgroup)

• Care Transformation Across the System (HSCRC TCOC Workgroup)

• Total Population Health (MDH Diabetes Action Team)

Resource the Goals

• Develop multisector alignment of investments and accountability 

Message the Goals

• Develop communications/outreach strategy for statewide engagement 

Act on the Goals

• Launch and support a statewide network of effective change

Monitor the Progress

• Evaluate outcomes, reassess investments, adjust approaches accordingly



12

Structure of Statewide Integrated Health 

Improvement Strategy

Domain 2021 Milestone

2023 Interim 

Target 2026 Target

1. Hospital Quality 

and Pay-for-

Performance

2. Care 

Transformation 

Across the System

3. Total Population 

Health

• As noted earlier, measures won’t always fit solely into one 

domain – which is good, showing the complementary nature 

of statewide efforts under the Model.



Total Population Health: 

Activities Underway
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Priority Area 1: Diabetes

Healthy 

Population

1,351,479

(32%)

Prediabetes

1,575,829

(33.9%) 

Diabetes

488,942

(10.5%)

Diabetes with 

Complications 

Overweight 

and Obese

2,799,259

(66.2%)

Data from: US Census; 2017 Maryland BRFSS, and for Prediabetes, CDC Fact Sheet for NHANES US prediabetes 

estimates applied to Maryland adult population.

Maryland Adult Population, 4,648,466

 Leading cause of preventable death and disability

 Increasing prevalence reflecting significant racial, ethnic and economic disparities  

 Evidence-based interventions (EBIs) can prevent or delay onset and improve 

outcomes

 Maryland Medicaid launching Diabetes Prevention Program (DPP) this Fall

 Diabetes/obesity cited as a priority by every jurisdiction’s Local Health 

Improvement Coalition (LHIC) and every hospital’s Community Health Needs 

Assessment (CHNA)

 Strong private sector support for a sustained statewide initiative

 Success provides credit in TCOC Agreement

http://www.maryland.gov/


15

 The Maryland Department of Health has released a draft  Diabetes Action Plan 
to foster activity and enthusiasm to reduce the risk, consequences and cost of 
diabetes.

 The plan is comprised of 4 sections: 

 Section I: The Burden and Consequences of Diabetes

 Section II: Determinants and Risk Factors for Diabetes

 Section III: Intervention Strategies and Action Steps for Diabetes Prevention and Control

 Section IV: Inventory of Diabetes-related Resources. 

 Action is needed for:

 People at a healthy weight, so they may prevent overweight and obesity

 People who are overweight and obese, so they may achieve a healthy weight

 People with prediabetes and gestational diabetes, so they may easily take part in 
prevention programs to halt disease progression

 People with diabetes, so they may control their disease, get the proper medical care they 
need to manage their disease and enjoy their optimum health. 

Diabetes Action Plan
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 Maryland’s draft Diabetes Action Plan is open for public comment 
https://phpa.health.maryland.gov/CCDPC/Pages/ccdpc_home.aspx

 Throughout the comments period, MDH will continue to refine the draft plan and will 
indicate the addition of any new material. 

 The final plan will be released before the end of 2019.

Diabetes Action Plan

https://phpa.health.maryland.gov/CCDPC/Pages/ccdpc_home.aspx
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ALIGN RESOURCES,  MESSAGES  AND ACTION

 Develop and Implement a Statewide Communication Plan

 Convene Local Health Improvement Coalitions

 Engage Providers Across the Care Spectrum 

 Launch an Interactive Online Inventory of Diabetes Resources 

 Engage Academia in Building Evidence around Effective Strategies 

 Engage Payers Beyond CareFirst

 Engage Businesses and Residents in Why and How 

 Report to CMMI on Progress 

Diabetes: Next Steps
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Regional Partnership Catalyst Grant Program

Funding Stream I:

Diabetes Prevention & 
Management Programs 

• Support implementation 
of CDC approved 
diabetes prevention 
programs

• Support diabetes 
management programs 

Funding Stream II:

Behavioral Health Crisis 
Services 

• Support implementation 
or expansion of  
behavioral health 
models that improve 
access to crisis services

Funding Stream III:

Population Health Priority 
Area #3

• To be defined by 
December 31, 2020

 The HSCRC staff is proposing a new “Regional Partnership Catalyst Grant 
Program” that would begin on July 1, 2020.

 The Regional Partnership Catalyst Grant Program will help support and align 
resources for the Statewide Integrated Health Improvement Strategy

 Widespread collaboration is a requirement for funding 

 Partnership models must include a variety of resources that influence health
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Funding Stream I: 

Diabetes Prevention & Management

 The diabetes funding stream will award grants to Regional Partnerships that choose to implement the Medicare Diabetes 
Prevention Program (MDPP)

 As an additional component of the diabetes funding stream, the HSCRC will also promote and track development of diabetes 
management services

 Medicare Diabetes Self-Management Training (DSMT)

 Medical Nutrition Therapy (MNT)

 Regional Partnerships will be tasked with expanding the number of MDPP suppliers across the State and getting Medicare 
beneficiaries enrolled with the long-term goal of losing weight. 

 Proposed grant term:  5 years

 Rationale: 

 Promotion of an evidence-based program with demonstrated long-term results

 Supports the statewide Diabetes Action Plan

 Alignment with Medicaid and commercial payers

 Funding mechanism exists beyond grant funds
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Funding Stream II:

Behavioral Health Crisis Services

 The behavioral health crisis services funding stream will award grants to develop and expand 
capacity for comprehensive crisis management services

 Grants would be used to support programs that align with the “Crisis Now: Transforming 
Services is Within Our Reach” action plan developed by the National Action Alliance for 
Suicide Prevention 

 Crisis Call Center & “Air Traffic Control” Services 

 Community-Based Mobile Crisis Teams

 Short-term, “sub-acute” residential crisis stabilization programs 

 The HSCRC staff would also consider other evidence-based crisis programs and services that 
may be appropriate to address region specific needs

 Proposed grant term:  5 years

 Rationale: 

 Promotion of interventions to assist in reducing unnecessary ED and hospital utilization

 Intended to help address the gaps in capacity that exist
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Regional Partnership Catalyst Grant Program: Next Steps

 If program is approved, HSCRC would launch an RFA to 

consider applications for funding effective for July 1, 2020

 The HSCRC staff will form an unbiased evaluation committee 

that will include subject matter experts on Diabetes and 

Behavioral Health crisis management

 Public comments are being accepted on the design of the 

Regional Partnership Catalyst Grant Program

 Comments period ends October 23, 2019

 Comments should be emailed to hscrc.rfp-implement@maryland.gov

For more information on the current Regional Partnership activities, please visit HSCRC 

website at:  https://hscrc.maryland.gov/Pages/regional-partnerships.aspx

https://hscrc.maryland.gov/Pages/regional-partnerships.aspx


Thank You

Tequila Terry

Deputy Director

Health Services Cost Review Commission

Tequila.Terry1@Maryland.gov



Episode Quality Improvement Program (EQIP)*

* Formerly known as EEP (Enhanced Episode Program)

10/22/19 SIG

http://www.maryland.gov/
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Bad News: For years, CMMI has excluded 

Maryland from many models or limited take-up

 Bundled Payments for Care Improvement Advanced (BPCI Advanced)

 Oncology Care Model (OCM)

 New Radiation Oncology (RO) Model

 Comprehensive ESRD Care Model (CEC)

 Comprehensive Primary Care Plus (CPC+)
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Good News: Maryland Model now permits developing our 

own versions

 Episode Quality Improvement Program (expected start date January 

2021):

 Which clinical categories of episodes?

 Maryland Primary Care Program (MDPCP started January 2019)

 Also, CMMI permitting Maryland providers into newest proposed kidney 

models (ETC, KCF, CKCC)
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Episode Quality Improvement Program (EQIP): Overview 

and goals

 EQIP is episode-based payment program designed for non-hospital providers 

to: 

 Include more providers in a value-based payment framework

 Include more episodes than in CMMI models

 Broaden access to Medicare’s 5% Advanced APM opportunity

 Encourage multi-payer alignment

 As with all TCOC Model programs (except for MDPCP), participants 

(Conveners in EQIP context) must accept more-than-nominal downside risk

 Episode Initiators (e.g., physician participants) can participate through a Convener and 

agree on risk/reward arrangement

 Targeted start date of January 2021, with RFA Spring 2020
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EQIP’s Types of “Participants”*

CMMI

2. Initiators

3. Participating 

Practitioners**

4. Sharing 

Partners

1. Convener

State

Participation 

Agreement

** Only needed if (1) the Initiator is a PGP or Facility, and (2) that Initiator wants 

to share payments with their practitioners.

* Some attorneys prefer that the term 

“participants” only refers to those signing 

the Participation Agreement (PA). In EQIP, 

that would be only Conveners, plus CMMI 

and the State.
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EQIP’s Types of Participants: 1. Conveners

1. Episode Conveners

 APM Entity that bears the risk 

 Legal entity like an ACO, CTO, or a Participant in BPCI-A

 Respond to Request for Applications (RFA), sign Participation Agreement (PA), 

and submit Implementation Protocol (IP)

 Expecting no more than a couple dozen Episode Conveners (but no 

State/Federal restriction on number)

 Enter into agreement with Episode Initiators 

 Provide their Episode Initiators with resources and support, for example:  

 Technical assistance, outreach and education, enrollment support

Care management resources 

 Episode management and analytics
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EQIP’s Types of “Participants”: 2. Initiators

2.  Episode Initiators

 Do not sign PA with CMMI and State 

 Medicare suppliers and providers (e.g., doctors) that: 
 Initiate clinical episodes, 

 Implement care intervention plans, 

 Treat patients

 Enter into agreement with Convener

CMMI and State not a party

 NPIs like those on:

 ACO list,

 MDPCP practice roster, or 

 CRP Certified Care Partner list
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EQIP’s Types of “Participants”: 3. Participating 

Practitioners 4. Sharing Partners

3.  Participating Practitioners

 If the Initiator is a PGP or a facility, they may want to share 

payments with their individual downstream practitioners

4.  Sharing Partners

 The Convener may want to share incentive payments with 

non-Initiator organizations (e.g., with a PAC facility that is 

helping reduce readmissions and TCOC but is not an 

Initiator)
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EQIP Track Components

1. Episode(s) description, including:

 Triggering Service identifiable through claims

 Duration of Episode

 Qualifications: Eligible Medicare providers

 Medicare spending included/excluded (e.g., above 99th percentile)

 Care interventions, as specified in EQIP Track Template

2. Reconciliation Payment Methodology (target prices & quality 

adjustments)

3. Risk Component (e.g., 3% discount factor before upside 

payment)
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EQIP: Simplified hypothetical example

Actual details TBD

 Convener elects to take responsibility for Medicare TCOC for:

 Triggered by _[CPT code(s)]

 For spending over _[90]__ days

 The Convener’s average Medicare TCOC is $10,000 per 
beneficiary

 CMS wants its 3% savings – Discount Factor → $9,700 target

 Across the Convener’s patients, if the Convener’s average per 
beneficiary spending falls below $9,700 (assuming certain quality 
metrics are met), Convener receives payment from Medicare

 On the other hand, average Medicare TCOC above $____ will require 
a payment from the Convener

 Because Maryland hospitals operate under a global budget, 
reductions in Medicare hospital utilization do not produce a one-
for-one savings to Medicare

 Performance on hospital spending will be discounted by ~50%







Stakeholder’s Innovation Group
October 22, 2019 



1.2 million EMS responses; 583,000 patient transports
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 Some callers to 9-1-1 don’t really need EMS at all.

 Some EMS patients could be treated right there.

 Some EMS patients are best treated not at the ED.

 Some proactive effort could avert the 9-1-1 call.



 Five-year program through CMMI to expand 
Medicare  EMS reimbursement for FFS 
patients

 EMS transportation to a non-ED destination

 Treatment (by a qualified practitioner) and no EMS 
transport

 Two-year agreements for 9-1-1 centers to 
establish triage capabilities



 Provide person-centered care so beneficiaries receive 
appropriate level care at the right time and place while having 
greater control of healthcare. 

 Encourage appropriate utilization of services to meet healthcare 
needs (e.g., avoid unnecessary transports to EDs)

 Increase efficiency in EMS system to more readily respond to 
and focus on high-acuity cases (e.g., heart attacks and strokes)





 #1: Treat and Release!

 #2: Alternative [to ED] Destinations!

 #3: Mobile Integrated Health!



 EMS clinicians identify potential patient

 Obtain consent

 Establish audio/video connection with qualified 

healthcare practitioner

 Facilitate definitive care without transport

 Current state: HCP paid; not EMS

 Goal: HCP and EMS compensated



 Not every EMS patient needs an ED

 May not even be ideal or desirable





 Houston
 2.3 million people

 250,000 EMS calls per year

 ETHAN
 4 years

 Diverted 20,000 patients from ED

 Savings: >$20million



 Current state: EMS not compensated

 Financial incentive to go to ED

 Goal: EMS compensated for transport to 
appropriate non-ED destinations



 EMS collaborates with healthcare partners

 Proactive

 Decrease 9-1-1 calls

 Decrease hospital re-admissions

 Improve overall health

 Focus 

 Frequent 9-1-1 callers

 High ED utilizers

 High risk hospital discharges

 Facilitate access to available services/resources



 Current state

 No dedicated funding

 Grant supported

 Goal

 Sustainable funding

 Long-term

 Performance-based



 New EMS models of care need long-term 
sustainable funding solutions to continue …

 Reimbursement for the three EMS care models 
must be financially and practically viable for all 
system participants, including payers. 



 Reimbursement for the three EMS care models 
should include all private and public payers to 
avoid cost-shifting between payer types and to 
ensure equitable treatment of consumers, 
regardless of insurance source.

 EMS reimbursement changes must dovetail 
with Total Cost of Care Model.



#7  HSCRC and the Stakeholders Innovation Group 
should consider these models of EMS care in the process of 
developing proposals for CMS for new tracks for the Care 
Redesign program for Medicare funding under the TCOC 
model. 

#10  HSCRC should continue to identify and consider EMS 
care delivery financing models that occur outside of 
Maryland for possible proposals to CMMI at CMS for 
approval under the TCOC Model, including any future 
EMS-focused models developed by CMMI. 



 Acknowledge: The ED is not always needed.

 Recognize: EMS can be part of a solution.

 Develop: Hospital & EMS  collaborations to 
create innovative approaches. 

 Adopt: Statewide goal of implementation of 
innovative EMS care models (i.e., not 
dependent upon ET3 participation).

 Identify: Sustainable long-term funding 
strategies.
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