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Draft Recommendations For CY 2021 MPA Policy 
Staff recommend the following revisions to the MPA policy for calendar year 2021 (CY2021): 

1. Revising the attribution algorithm to use a solely geographic attribution. While the existing primary 
care based attribution has its benefits, it involves significant complexity. Moreover, the benefits of 
primary care attribution are available through other policies (such as the Care Transformation 
Initiatives) and therefore staff recommends the simpler approach. 
 

2. Adopt a 0.5 percent growth rate adjustment (the growth rate adjustment is the amount below national 
trend which has to be to achieve and MPA reward) and scale the adjustment based on the hospital’s 
benchmarking results. Staff recommends that hospitals which have low per capita total cost of care 
(TCOC) in their service area relative to their peers have a lower growth rate adjustment while 
hospitals which have a high TCOC relative to their peers have a higher growth rate adjustment. 
 

3. Calculate the MPA benchmark based a constant 2019 baseline updated by the national growth since 
the baseline year less the growth rate adjustment compounded annually. Currently, a hospital that 
beats its benchmark is rebased for the next year. Staff recommends setting a per capita TCOC target 
so that a hospital which exceeds its benchmark by a substantial amount may roll over that success 
into future years. 
 

4. Maintain the existing scaling of rewards / penalties, revenue at risk, and quality adjustments in the 
MPA. 
  

5. Reduce any penalties that the hospital receives under the traditional MPA based on the hospital’s 
participation in the Care Transformation Initiatives (CTI) program. The CTI allows for more precise 
attribution of beneficiaries to hospitals and therefore provides an appropriate balance to the potential 
penalties under the more rigid base MPA attribution. 
 

6. Create a new supplemental MPA adjustment to hold hospitals accountable for the TCOC of their 
affiliated NPIs who are participating in the Maryland Primary Care Program. The MPA adjustment will 
penalize hospitals that are less successful in MDPCP than the State average while rewarding 
hospitals that are more successful in MDPCP.  
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Policy Overview 
Policy Objective Policy Solution Effect on Hospitals Effect on 

Payers/Consumers 
The Total Cost of Care 
(TCOC) Model Agreement 
requires the State of 
Maryland to implement a 
Medicare Performance 
Adjustment (MPA) for 
Maryland hospitals each 
year. The State is required 
to (1) Attribute 95 percent of 
all Maryland Medicare 
Beneficiaries to some 
Maryland hospital; (2) 
Compare the TCOC of 
attributed Medicare 
beneficiaries to some 
benchmark; and (3) 
Determine a payment 
adjustment based on the 
difference between the 
hospitals actual attributed 
TCOC and the benchmark. 

 

This draft MPA 
recommendation fulfills 
the requirements to 
determine an MPA policy 
for CY 2021 and makes 
important improvements 
to attribution, the reward 
calculation methodology, 
and adds additional 
hospital flexibility through 
Care Transformation 
Initiatives.   

The MPA policy serves to 
hold hospitals accountable 
for Medicare total cost of 
care performance.  As such, 
hospital Medicare payments 
are adjusted according to 
their performance on total 
cost of care.  Improving the 
policy improves the 
alignment between hospital 
efforts and financial rewards.  
These adjustments are a 
discount on the amount paid 
by the CMS and not on the 
amount changed by the 
hospital. In other words, this 
policy does not change the 
GBR or any other rate-
setting policy that the 
HSCRC employs and – 
uniquely – is applied only on 
a Medicare basis. 

This policy does not 
affect the rates paid by 
payers.  The MPA 
policy incentivizes the 
hospital to make 
investments that 
improve health 
outcomes for 
Marylanders in their 
service area.   

Staff recommend keeping the remaining aspects (calculation of rewards and penalties, quality 

adjustments, etc.) of the MPA unchanged.  In addition, MDPCP related fees will be incorporated into the 

standard MPA reward as documented in the MPA Recommendation for Calendar Year 2020 (CY2020) 

and amended by the Commission in May 2020.  

MPA Purpose 
As stated in the Policy Overview, the Medicare Performance Adjustment (MPA) is a required element for 

the Total Cost of Care Model and is designed to increase the hospital's individual accountability for total 

cost of care (TCOC) in Maryland. Under the Model, hospitals bear substantial TCOC risk in the 

aggregate. However, for the most part, the TCOC is managed on a statewide basis by the HSCRC 

through its GBR policies. The MPA was intended to increase a hospital’s individual accountability for the 

TCOC of Marylanders in their service area. In recognition of large risk borne by the hospitals collectively 

through the GBR, the MPA has a relatively low amount of revenue at risk (i.e. 1 percent of Medicare fee-

for-service revenue).  

Within the State, the MPA has been used to align the measurement of TCOC with hospital’s clinical 

partners. The MPA allows hospitals’ care partners under the Care Redesign Program to qualify as 

participation in an Advanced Alternative Payment Model – and therefore to earn additional payments from 

CMS. Additionally, the attribution model employed by the HSCRC has tried to increase the integration 
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between physicians and hospitals by replicating Accountable Care Organizations (ACOs) and other 

primary care-based attribution methods. 

Historical MPA Policy 
Historically, Commission policy with regard to the MPA has focused on two components: (1) a tiered 

attribution methodology; and (2) a growth rate adjustment. Over time, the MPA policy has grown to 

incorporate other care transformation efforts such as the Episode Care Improvement Program and the 

Care Transformation Initiatives. Those components are covered in other policies. 

The MPA attribution methodology assigned beneficiaries to hospitals based on a hierarchical algorithm. 

First, beneficiaries are attributed based on participation in the Maryland Primary Care Program (MDPCP), 

second, under an ACO-like attribution where HSCRC replicates CMS’s attribution for the Medicare 

Shared Savings Program (SSP) ACOs, and physicians voluntarily identified by hospitals as employed by 

their system. Third, any beneficiary not attributed based on the prior two attribution approach could be 

attributed under a referral relationship where HSCRC assigned physicians to hospitals based on where 

the plurality of their patients hospitalization occurred and then attributed any beneficiary who received to 

plurality of their primary care services from the physician to that hospital. Finally, any beneficiary not 

attributed under the previous approaches would be attributed to a hospital based on the hospital’s 

geographic service area. 

The MPA then penalized or rewarded hospitals based on their attributed TCOC. The HSCRC calculated a 

benchmark equal to the prior years attributed TCOC times the national Medicare TCOC growth rate 

minus an adjustment factor. Historically the adjustment factor was 0.33 percentage points.   Results are 

calculated on a risk-adjusted basis. 

This approach was a year-over-year comparison, based on each hospital’s own improvement. The 

Commission has set a trend factor equal to national TCOC growth minus 0.33 percentage points . A 

hospital that beat its benchmark would receive a reward, while a hospital that failed to beat its benchmark 

would receive a penalty. The rewards / penalties are scaled so that each percentage point by which the 

hospital beats / exceeds its benchmark results in a 0.33 percentage point reduction in its Medicare fee-

for-service revenue. The revenue at risk has been capped at 1 percent of the hospital’s Medicare fee-for-

service revenue.  

MPA Review 
In November 2019, the Commission directed staff to explore potential changes to the MPA based on 

feedback from the industry and other stakeholders via its Total Cost of Care Workgroup and other 

meetings. The review period focused on three issues: (1) analysis of the MPA attribution algorithm; (2) 

discussion of the financial methodology for determining the rewards & penalties for hospitals; and (3) 
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interactions between the traditional MPA and the Care Transformation Initiative policies. The conclusions 

of that review are summarized here. 

Attribution 
The multi-step attribution method has both strengths and weaknesses. Attribution based on primary care 

visits aligns with clinical relationships that, presumably, have significant influence over the TCOC of the 

attributed beneficiaries. However, the multi-step attribution method is complex. Hospitals and staff spend 

a significant amount of time and energy analyzing the MPA attribution and its complexity has led to 

questions about whether a hospital’s performance is due to the hospital’s efforts or due to the 

eccentricities of the attribution algorithm. In addition to the complexity, the attribution algorithm is volatile 

and unpredictable, meaning that a significant number of beneficiaries are attributed to different hospitals 

in successive years. This inhibits a hospital’s ability to target interventions at the beneficiaries who will 

remain attributed to that hospital. 

The current attribution algorithm was compared with simpler attribution methods, attribution methods 

based solely on geographic relationships. Geographic attribution performed just as well on a variety of 

measures as the current attribution algorithm for most hospitals. Geographic attribution performed 

particularly well for rural hospitals and performed significantly worse for the academic medical centers.  

Financial Methodology 
The current financial methodology compares a hospital’s year-over-year change in TCOC to a national 

growth trend. This means that hospitals must continuously reduce the TCOC attributed to them, even if 

hospitals start from a low level of TCOC or make significant improvements in a single year. The year-

over-year measurement creates some perverse incentives. Specifically, hospitals are incentivized to 

reduce the TCOC steadily but slowly, rather than deploying effective interventions as rapidly as possible.  

The review discussed setting a stable per capita TCOC target for hospitals and scaling the target based 

on hospitals’ level of TCOC relative to their peers. Establishing a stable TCOC target for hospitals has 

clear benefits but a longer and broader conversation is necessary before setting a long-term TCOC target 

for individual hospitals. 

Interactions with CTI 
Both the MPA and the CTI incentivize hospitals to reduce the TCOC. However, the two policies are 

different in terms of the flexibility that is available to hospitals. In the traditional MPA, the HSCRC creates 

a ‘one-size-fits-all’ attribution methodology. Additionally, the requirement that 95 percent of all Maryland 

beneficiaries be attributed to some hospitals requires a significantly complex attribution algorithm. Under 

the CTI, hospitals are able to create their own attribution rules that are tailored to the clinical interventions 

that the hospitals have deployed. Therefore, the CTI is better aligned with hospitals actual efforts to 
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reduce the TCOC while the MPA attribution recognizes the responsibility of hospitals for the TCOC of all 

beneficiaries they serve but draws a much looser connection between efforts and outcomes.  

Recommendations for CY 2021 
Based on the MPA review, staff recommends several changes to the MPA policy. Specifically: 

1. Use a purely geographic approach to attribution 
 

2. Scale the MPA growth rate adjustment based on the hospital’s costs compared to their 
benchmark regions and peers 
 

3. Adopt a cumulative TCOC target rather than a year-over-year improvement standard 
 

4. Reduce the hospital’s MPA penalties based on their CTI participation 
 

5. Incorporate a supplemental MPA adjustment for hospitals affiliated with practices participating in 
the Maryland Primary Care Program (MDPCP) 

Staff recommend keeping the remaining aspects (calculation of rewards and penalties, quality 

adjustments, etc.) of the MPA unchanged. In addition, MDPCP related fees will be incorporated into the 

standard MPA reward as documented in the MPA Recommendation for CY2020 and amended by the 

Commission in May 2020. The following discussion provides rationale and detail for each of these 

recommendations. 

Revised Attribution 
Staff recommends replacing the current ‘tiered attribution’ approach to the MPA with a purely geographic 

approach. The geographic attribution algorithm will be unchanged from the geographic tier in the current 

MPA algorithm. Under this approach beneficiaries and their costs will be assigned to hospitals based on 

their residency. Zip codes are assigned to hospitals based on hospital primary service areas (PSAs) listed 

in hospitals’ Global Budget Revenue (GBR) agreements. Zip codes not contained in a hospital’s PSA are 

assigned to the hospital with the greatest share of hospital use in that zip code, or, if that hospital is not 

sufficiently nearby, to the nearest hospital. Specifically, each zip code is assigned to hospitals through 

three steps:  

1. Costs and beneficiaries in zip codes listed as Primary Service Areas (PSAs) in the hospitals’ GBR 
agreements are assigned to the corresponding hospitals. Costs in zip codes claimed by more 
than one hospital are allocated according to the hospital’s share on equivalent case-mix adjusted 
Medicare discharges (ECMADs) for inpatient and outpatient discharges among hospitals claiming 
that zip code.  
 

2. Zip codes not claimed by any hospital are assigned to the hospital with the plurality of Medicare 
FFS ECMADs in that zip code, if it does not exceed 30 minutes’ drive time from the hospital’s 
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PSA. Plurality is identified by the ECMAD of the hospital’s inpatient and outpatient discharges 
during the attribution period.  
 

3. Zip codes still unassigned will be attributed to the nearest hospital based on drive-time. 

Some zip codes are included in multiple hospitals’ PSA. Beneficiaries that reside in those zip codes will 

be attributed to each hospital; however, the TCOC for those beneficiaries will be divided among those 

hospitals based on the hospitals’ market share within those zip codes.  Hospital zip code assignments 

under this approach are available in the benchmarking materials noted in footnote 1 and have not 

changed from the geographic approach used in the final tier of the current attribution algorithm. 

Scaled Growth Rate Adjustment 
Staff recommend modifying the growth rate adjustment so that it is scaled based on each hospitals’ level 

of TCOC compared to a benchmark region. Over the prior two years, the HSCRC developed benchmarks 

for hospitals in Maryland with which to compare the hospitals’ performance on a range of quality and cost 

metrics. The goal is to allow a comparison of Maryland hospitals’ performance to national hospitals’ 

performance while recognizing differences that drive legitimate variation. The results1 show that the State 

as a whole is more expensive than similar areas elsewhere in the country. However, the extent to which 

Maryland exceeds its comparison region varies significantly by hospitals.  

Some hospitals are in line to their comparison region costs while other hospitals are significantly more 

expensive, relative to their comparison group, than their peers. The MPA is designed to reduce the 

Medicare TCOC within the state but currently holds hospitals equally accountable for reducing the TCOC, 

without regard to the extent that individual hospitals contribute to the state’s overall level of costs. Staff 

recommend scaling the TCOC growth rate adjustment so that hospitals which are relatively more 

expensive are more accountable for reducing the TCOC than hospitals which are relatively cheaper.  

Staff recommend setting a target for the State to grow 0.5 percentage points slower than the national 

average TCOC. This is in line with the State’s historical performance under the All-Payer Model and the 

early years of the TCOC Model. Staff then recommends scaling the growth rate adjustments by 

comparing each hospital to their comparison region and ranking each hospital’s relative performance. 

Specifically, hospitals will be ranked according to the excess TCOC in their service areas (where service 

areas are defined consistently with the geographic approach above).. Hospitals that are in the top (most 

effective quintile) will not have a growth rate adjustment. These hospitals are already in line with their 

                                                      
1 A discussion of the benchmarking methodology can be found in the draft Integrated Efficiency Policy 
released in October 2020 and the results of the benchmark analysis and a detailed description of the 
methodology is available on the HSCRC’s website at the following link: 
https://hscrc.maryland.gov/Documents/August%202020%20Benchmarking%20Materials%208-
31r%20Distribution.zip 
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comparison region costs and do not necessarily need to produce additional Medicare savings. The 

growth rate adjustment will be increased by 0.25 percentage points for each quintile, as shown in the 

table below. 

Table 1: Scaled Growth Rate Adjustment 

Hospital Performance vs. Benchmark TCOC Growth Rate 
Adjustment 

1st Quintile (-15% to + 1% Relative to Benchmark) 0.00% 

2nd Quintile (+1% to +10% Relative to Benchmark) -0.25% 

3rd Quintile (+10% to +15% Relative to Benchmark) -0.50% 

4th Quintile (+15% to +21% Relative to Benchmark) -0.75% 

5th Quintile (+21% to +28% Relative to Benchmark) -1.00% 

 

Scaling the growth rate adjustment will more equitably distribute the incidence of their Medicare savings 

to hospitals that are more expensive relative to their comparison region.   Scaling the growth rate 

adjustments requires lower-performing hospitals to improve more than their better-performing peers but 

does not penalize them the way a fixed attainment target would.  

Staff also recommend that the Commission and the TCOC workgroup discuss whether the MPA should 

target a specific level of savings, rather than a policy of continuing to beat national TCOC growth. While a 

0.5 percentage point reduction relative to the national growth rate reflects the State’s historical 

performance, continuing this policy ad infinitum will eventually result in Maryland’s TCOC being below the 

comparison group costs, which staff considers to be undesirable. As the TCOC Model progresses, the 

State needs to consider under what terms the TCOC Model should be expanded. Therefore, staff 

recommends discussing a targeted level of savings after which additional savings are not required.   

Revised Total Cost of Care Targets 
Staff recommend modifying the MPA’s financial methodology to set a cumulative TCOC target, rather 

than a year-over-year growth rate target. Under the revised approach, each year a hospital will have a 

TCOC per capita target equal to the hospital's 2019 TCOC multiplied by the national growth rate since 

2019 less their growth rate adjustment factor calculated on a compounded basis. Further, staff 

recommend that the future MPA targets continue to use a 2019 baseline so that hospitals can build on 

their historical successes rather than constantly rebasing their performance. The calculation of the MPA 

TCOC Target is explained in the table below. 
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Table 2: Calculation of the MPA Targets 

Variable Source 
A = 2019 TCOC Calculation from attributed beneficiaries 
B = 2020 National TCOC Growth Input from national data 
C = 2021 National TCOC Growth Input from national data 
D = Growth Rate Adjustment Factor From Growth Rate Table 
E = MPA TCOC Target A x (1 + B - D) x (1 + C - D) 

Example Calculation of MPA Targets 

Hospital Quintile Target 
Growth Rate 2019 TCOC 2020 MPA 

Target 
2021 MPA 

Target 

Hospital A 1 3% - 0.00% = 
3.00% $11,650 $12,000   $12,359 

Hospital B 2 3% - 0.25% = 
2.75% $11,193 $11,501 $11,817 

Hospital C 3 3% - 0.50% = 
2.50% $11,169  $11,448  $11,734 

Hospital D 4 3% - 0.75% = 
2.25% $11,204  $11,456 $11,713 

Hospital E 5 3% - 1.00% = 
2.00% $10,750  $10,965 $11,184 

 

The cumulative TCOC target is designed to be more stable and predictable. Under the existing MPA 

methodology, a hospital that beats its TCOC target in one year would be required to repeat its 

performance in the next year as well. Under the recommended methodology, the hospital will have a 

stable target that they must achieve and receive credit for over-performance in prior years Moreover, the 

hospital’s long term MPA targets will be more predictable. A hospital could predict its MPA target in future 

years, using reasonable assumptions based on the national TCOC growth.  

Calculation of the MPA Reward / Penalty 
Staff recommend maintaining the current methodology for calculating the hospital’s reward or penalty 

based on their TCOC compared to the MPA target while incorporating the MDPCP fees as outlined in the 

CY2020 MPA recommendation as amended in May 2020. For each hospital, its TCOC performance will 

be compared to the MPA Target. As in prior years the rewards and penalties will be scaled such that the 

maximum reward or penalty is 1% which will be achieved at a 3% performance level. Essentially, each 

percentage point by which the hospital exceeds its TCOC benchmark results in a reward or penalty equal 

to one-third of the percentage.  
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The agreement with CMS also allows the State to cap the total amount of revenue at risk in the MPA. 

Staff continues to recommend that the maximum penalty be set at 1.0% and the maximum reward at 

1.0% of hospital federal Medicare revenue. Furthermore, staff recommends that the MPA revenue at risk 

be included in the HSCRC’s portfolio of value-based programs and be counted as part of the aggregate 

revenue at risk for HSCRC quality programs. The calculation of MPA performance is demonstrated in the 

table below. 

Table 3: Example of MPA Reward & Penalty Calculations (excluding quality adjustments) 

Variable Input 
E = MPA Target See previous section 
F = 2021 MPA Performance Calculation 
G = Percent Difference from Target (E - F) / E 
H = MPA Reward or Penalty (G / 3%) x 1% 
I = Revenue at Risk Cap Greater / lesser of H and + / - 1% 

Example MPA Performance Calculations 

Hospital MPA Target MPA Performance % Difference Reward  
(Penalty) 

Hospital A $12,359  $12,235 -1.0% 0.3% 

Hospital B $11,817  $11,905  0.8% -0.3% 

Hospital C $11,734  $11,499  -2.0% 0.7% 

Hospital D $11,771  $12,124  3.0% -1.0% 

Hospital E $11,184  $11,743  5.0% -1.0% 

In addition, the agreement with CMS requires that a quality adjustment be applied that includes the 

measures in the HSCRC’s Readmission Reduction Incentive Program (RRIP) and Maryland Hospital-

Acquired Conditions (MHAC). Staff recommends continuing the current policy of using the RRIP and 

MHAC all-payer revenue adjustments to determine these quality adjustments. Under the existing 

approach the reward or penalty before the quality adjustment is multiplied by 1 + the quality adjustment. 

Regardless of the quality adjustment, the maximum reward and penalty of ±1.0% will not be exceeded.  

Weighting for CTI Participation 
Staff recommends adjusting the hospitals’ traditional MPA penalties based on the hospitals’ participation 

in CTI. As discussed previously, the MPA is a one-size-fits-all approach that is unlikely to ever capture the 

full nuance of the hospital's clinical interventions; on the other hand, the CTIs are designed by the 

hospitals themselves in order to capture the impact of their clinical interventions. Therefore, staff consider 

the CTI a more precise measure of the hospital’s efforts to reduce the TCOC that should recognized as 

we introduce attainment into the target setting.  
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Staff believes that the CTI weighting policy is an important complement to a purely geographic MPA 

attribution. The primary care-based tiers in the existing attribution serve the important purpose of linking 

the hospital’s TCOC accountability to existing clinical relationships. However, hospitals have different 

clinical relationships that require different attribution approaches. The current MPA attribution does not 

allow for individually tailoring the algorithm to the individual hospital’s clinical relationships. However, the 

CTI approach will allow hospitals to create CTIs that reflect the nuances of their own clinical relationships.  

While CTI better reflects a hospital's clinical interventions, the traditional MPA ensures that hospitals are 

individually contributing to the State’s collective responsibility for managing the TCOC and taking 

accountability for healthcare in their community. Hospitals’ participation in CTI is variable and does not 

necessarily reflect the hospitals share of hospitals’ Medicare revenues. In order to emphasize the 

importance of CTI while also holding hospital’s accountable for their equitable share of the TCOC, staff 

recommend calculating a CTI weight equal to the ratio of TCOC covered by the CTI to the TCOC covered 

by the MPA. Any traditional MPA penalty will be reduced by the CTI weight. Examples of the calculation 

are shown below.2 

Table 4: CTI Weighting Calculations 

Variable Input 
F = 2021 MPA Performance  See Previous Section 
I = CTI TCOC Calculation based on CTI Data 
J = CTI Weight I / F 
J = Final Reward / Penalty H if positive or H x ( 1 - J) 
Example of CTI Weights & MPA Penalties 

Hospitals 2019 MPA 
Adjustment 

2019 MPA 
TCOC CTI TCOC Weight Weighted 

Adjustment 

Hospital A $(1,820,852) $406,361,826 $184,128,274 45% $(995,798) 

Hospital B $(217,576) $94,778,292.69 $21,828,897 23% $(167,465) 

Hospital C $1,253,352 $211,943,753 $349,889,160 100% $1,253,352 

 

This policy allows hospitals to focus on the CTI, where they define their own attribution rules in order to 

tailor them to their clinical interventions; however, a hospital that is participating in CTI only nominally 

would still maintain a significant weight on the traditional MPA in order to ensure that hospitals remains 

accountable for their equitable share of the State’s collective mission of reducing the TCOC. For example, 

a hospital that participates in enough CTI to exceed the TCOC attributed to them under the TCOC would 

                                                      
2 Values are based on preliminary CTI participation. This table will be made publicly available once CTI 
submissions for 2021 are complete.  



 

  11 

 

 

be able to focus exclusively on their CTI; a hospital that had only 50% of their MPA attributed dollars 

covered under a CTI would have a blend of traditional MPA and CTI performance.  

Staff recommend that the CTI weight be applied solely to MPA penalties. A hospital that has successfully 

reduced its geographic TCOC and yet continues to participate in CTI should continue to be rewarded in 

both.  

Supplemental MDPCP Accountability 
The Commission directed staff to increase the accountability for managing the TCOC in the MDPCP. 

Therefore, staff recommend adding a supplemental MPA adjustment for hospitals that are affiliated with 

practices that are participating in MDPCP. HSCRC will measure the TCOC savings produced by the 

MDPCP and reward / penalize hospitals based on their performance relative to the State. 

First, HSCRC will measure the 2019 TCOC per capita for all beneficiaries that CMMI attributed to the 

hospital-affiliated NPIs. Second, HSCRC will measure the 2021 TCOC per capita for all beneficiaries that 

CMMI attributed to the hospital-affiliated NPIs. Hospitals will be required to submit a list of the NPIs they 

are affiliated with for each performance year. For this purpose, “affiliated” will be defined as those NPIs 

employed by the regulated hospital entity, or an entity owned by the regulated hospital entity or its 

corporate parent or a sister entity also owned by its corporate parent. The NPIs that are participating in 

MDPCP may change over time; regardless, HSCRC will measure the TCOC attributed to the hospital 

based on the actual participation in MDPCP. Third, HSCRC will calculate the hospital’s per capita savings 

by comparing the difference in per capita costs between 2019 and 2021 for the assigned beneficiaries.  

Once the hospital’s per capita savings is known, the HSCRC will calculate the difference between the 

Statewide average per capita savings on all MDPCP beneficiaries, and the hospital's individual savings. 

The supplemental MPA adjustment will be equal to the difference between the Stage average result and 

the hospital's individual result times the number of beneficiaries assigned to the hospital’s affiliated NPIs. 

The calculation and an example is shown below.  

Table 5: Supplemental MDPCP Adjustment Calculations 

Variable Input 
A = Statewide 2019 Per Capita TCOC Calculation 
B = Statewide 2021 Per Capita TCOC Calculation 
C = Hospital 2019 Per Capita TCOC Calculation 
D = Hospital 2021 Per Capita TCOC Calculation 
E = Hospital 2021 MDPCP Beneficiaries CMMI Attribution List 
F = Supplemental MPA Adjustment ((A - B) - (C - D)) x E 

Example Supplemental MDPCP Adjustment for Hospital-Affiliated MDPCP Practices 
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 Statewide Hospital A Hospital B 

 Baseline Performance 
Period Baseline Performance 

Period Baseline Performance 
Period 

Benes 250,000 300,000 20,000 25,000 30,000 40,000 

Claims-Based 
Payments 

$3,437 
mil. $4,017 mil. $275 mil. $326 mil. $412 mil. $542 mil. 

Care 
Management 
Fees for 
Affiliated NPIs 

$63 mil. $108 mil. $5 mil $9 mil. $7.6 mil. $14 mil. 

TCOC $3,500 
mil. $4,125 mil. $280 mi. $335 mil. $420 mil. $556 mil. 

TCOC per 
Capita $14,000 $13,750 $14,000 $13,400 $14,000 $13,900 

Per Capita 
Savings  $250  $600  $100 

Savings in 
Excess of 
State 

 -  $350  $-150 

Net Payments  -  $8.7 mil.  $-6 mil. 

 

Staff recommends making the supplemental MPA adjustment based on savings relative to the state 

average for two reasons: (1) monies will be redistributed from hospitals that are underperforming in 

MDPCP to hospitals that are successful in MDPCP; and (2) hospitals will be encouraged to compete with 

one another to be the most successful in MDPCP – hopefully thereby increasing overall performance. 

Staff recommend capping the MPA supplemental adjustment at the amount of the care management fees 

received by the hospital. For this purpose, care management fees received by the hospital would include 

both for their Affiliated NPIs included in the measurement above and fees received by the hospital for 

providing CTO services to non-Affiliated NPIs. MDPCP is an important part of the state’s delivery system 

transformation. If the magnitude of the penalty exceeded the amount of the care management fees that 

the hospital receives, it would be a disincentive for hospitals to participate in an important delivery system 

transformation. 
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Rewards and penalties under this Supplemental MDPCP Accountability will not count towards the 1% 

maximum fees at risk described above and will be incremental to the standard MPA reward or penalty. 

 




