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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 sign up physicians for free 

Prescription Drug Monitoring and Population 

Health tools through the Health Information 

Exchange.
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Representing the House of Medicine
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 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.



1. New Licensing 

Requirements
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Background Checks
 The Maryland Board of Physicians now requires Criminal History Record Checks 

(CHRC) for renewals, reinstatements, and initial physician license applications, 
effective October 1, 2016.  For many physicians, the 2017 renewal will be the 
first time a background check is required.

 Physicians must complete and submit a CHRC with their license application. Go 
to an authorized electronic fingerprinting location before completing your 
renewal.  

 According to the Board of Physicians, some physicians have been pre-reporting 
previous acts prior to the background check deadline.  To date, the Board has 
been lenient with regard to offenses that are old and pre-reported. The Board 
will not be lenient with licensees who fail to report after the mandatory 
background check alerts them to a problem. 

 If you or a colleague have a criminal item to report and have not self-reported 
yet, please reach out to MedChi prior to completing the CHRC. As your 
professional resource, MedChi is here is keep you informed. If you have any 
questions about the new law, please contact MedChi at info@medchi.org or 1-
800-492-1056.

 Failure to submit to a Criminal History Record Check may result in a disciplinary 
action by the Board. 
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New Medical Liability Disclosures

 New Medical Professional Liability Law 

(HB 957 / SB 195)

• Effective October 1, 2017, the Board of Physicians will post on its 

website whether a physician has obtained medical professional  

liability insurance.  This information will be included as part of the 

physician’s profile and based on information received from license 

renewals. 

• Physicians NOT carrying this insurance will also have to post this 

information in a conspicuous place at their practice and provide 

written notification to each patient, which must be signed and kept 

in patient records. 
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2. Prescription Drug 

Monitoring
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Prescription Drug Monitoring 

Program
 Effective July 1, 2017, practitioners authorized to prescribe 

CDS in Maryland must be registered with the Prescription 
Drug Monitoring Program (PDMP).

 Practitioners include physicians, physician assistants, nurse 
practitioners, nurse midwives, dentists, podiatrists, and 
veterinarians.  This mandate does not apply to nurses.

 Before registering with the PDMP, prescribers must complete 
a course and training on the effective use of PDMP, which will 
be developed by DHMH.

 Approval of applications for a new or renewal CDS license 
received before July 1, 2017 will not be contingent upon 
completion of the PDMP registration. 

 If you did not register, call MedChi ASAP!  
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Beginning July 1, 2018 

 A prescriber must: 
• Request at least the prior 4 months of a patient’s prescription monitoring 

data before initiating a course of treatment for the patient that includes 

prescribing or dispensing an opioid or benzodiazepine; 

• Request a patient’s prescription monitoring data at least every 90 days until 

the course of treatment that includes an opioid or benzodiazepine has 

ended; and 

• Assess the prescription monitoring data before deciding whether to 

prescribe or dispense or continue to prescribe or dispense an opioid or 

benzodiazepine.

 A prescriber must document in the patient’s medical record that 

the prescription monitoring data was requested and assessed. 

 There are exceptions and cases where query is not required.
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Next Phase: PDMP Query



CRISP Is Saving Lives With 

Physician Usage at an all Time High

 Physicians rely on CRISP: They have made more than 

51,000 queries in the Patient Portal and PDMP-Only 

Portal, looking up critical information for more than 7,000 

patients a day. 

 Nearly 20,000 of these queries were made in the 

dedicated PDMP-only portal.

 CRISP is pushing information directly into the EHR, 

especially at hospitals, such that physicians do not have 

to query to find information.

 CRISP is focused on improving speed and delivery 

based on clinician feedback through its Voice of The 

Customer initiative. 
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3.  Quality Payment Program 

(MIPS)
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Merit- Based Incentive Payment 

System (MIPS)
 Every physician and other clinicians who are subject to the new Medicare 

Incentive Payment System (MIPS), will receive a MIPS score reflecting 

that clinician’s aggregate 2017 performance on Quality, EHR use and 

Practice Improvement. That MIPS score will, in turn, be translated into an 

individualized payment adjustment, up or down. 

 For 2019, that payment adjustment ranges from a 4% penalty to a bonus 

which will depend on size as well as on how many suffer the penalty. By 

2022, the maximum penalty will have increased to 9% and your Medicare 

patients’ costs could also be factored heavily into your score!

 October 1, 2017 is the last day when you can begin recording quality 

metrics and avoid the negative 4% adjustment to your Medicare payments 

in 2019

 CMS has added flexibility in 2017 requiring physicians to report on only 

one patient/one measure to avoid a negative 4% payment adjustment in 

2019.
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Merit-based Incentive Payment System (MIPS): 
Combines PQRS, Meaningful Use and Value Based Modifier into one reporting program 
Pick Your Own Pace: 
Positive adjustment is based on successfully reporting selected measures not quantity of data 
reported

 
 

Category Weight/Replaces What will you Need to Do? 

Quality 
 
 

60% 
PQRS 

Most participants:  
Report up to 6* of approximately 300 quality measures, including: 

 One outcome measure OR 
 High-priority measure—defined as outcome measure, 

appropriate use measure, patient experience patient safety, 
efficiency measures, or care coordination   

For a minimum of 90 days. 

Clinical Practice 
Improvement Activities                                                

 

15% 
New Category 

Most participants:  
 Attest that you completed up to 4 improvement activities for a 

minimum of 90 days. 
 Groups with fewer than 15 participants or if you are in a rural 

or health professional shortage area: Attest that you 
completed up to 2 activities for a minimum of 90 days. 

 Participants in certified patient-centered medical homes, 
comparable specialty practices, or an APM designated as a 
Medical Home Model: You will automatically earn full credit. 

Advancing Care 
Information 

 

25% 
EHR Meaningful Use 

Fulfill the required measures for a minimum of 90 days: 
 Security Risk Analysis 
 e-Prescribing 
 Provide Patient Access 
 Send Summary of Care 
 Request/Accept Summary of Care 

Choose to submit up to 9 measures for a minimum of 90 days for 
additional credit 

Cost 

 

0% 
Value Based Modifier 

No data submission required until 2018. Cost will be calculated from 
adjudicated claims and used for future payment scoring. 

 

Not participating in 
2017 results in a 

negative 4% 
payment for 2019

Submitting 
minimum data 

results  will avoid  a 
downward payment 

adjustment

Submitting 90-days 
of data results in 
small positive or 

neutral adjustment

Full year submission 
results in moderate 
positive  adjustment

*CMS has added flexibility in 2017 requiring physicians to report on only one patient/one 

measure by the end of this year to avoid a negative 4% payment adjustment in 2019.



Medicare Incentive Payment 

System (MIPS)

 The MIPS rules are profoundly complex. 

 MedChi offers The MIPS Navigator™ for a nominal charge to 

members. By answering a few questions specific to your 

practice you receive:
1. A step-by-step guide on how to maximize your score, avoid any penalty and get 

the largest possible bonus (upward adjustment to your fee schedule)! 

2. Continued access to the MIPS Navigator FAQs and list serve throughout 2017 

with the ongoing ability to update your plan.

3. The ability to model various MIPS payment adjustments and see what they will 

mean to your practice in 2019

4. The information you need to know about Alternative Payment Models (APMs) 

• Contact Colleen George at MedChi 410-539-0872, ext 3360 

for more information.
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4.  Medicaid
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Medicaid Budget

 This year, the Maryland General Assembly 

voted to maintain Medicaid reimbursement 

for E& M codes at 94% in the FY 2018 

budget.  

 MedChi defended and achieved the funding 

despite potential federal changes in the ACA 

and a report by the Maryland Department of 

Legislative Services which showed that 

Medicaid will be underfunded by $100.6 

million for FY 2018.

 A return to 100% of Medicare is the desired 

path. 
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5. Gainsharing & Maryland’s 

Medicare Waiver
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Gainsharing

 The State is about to allow Hospital physician gainsharing in a 
limited fashion. 

 This year, the Maryland General Assembly amended the 
Maryland Patient Referral Law – Compensation Arrangements 
Under Federally Approved Programs and Models 
(HB 403 / SB 369). 

 Health care practitioners with compensation arrangements 
with health care entities funded or paid by federal programs or 
initiatives are now exempt from Maryland’s self-referral law.   

 With the passage of this legislation, Maryland’s All-Payer 
Model Contract will more easily advance to the second phase 
and physicians will have greater opportunities to meet MACRA 
requirements. 

 Two programs are up and running.
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Waiver Update on CMS Negotiations: 

Timeline

 Mid May 2017 – Complete the basic structure via APM 2.0 

and CPC term sheets

 Late May to Mid Oct.  2017 - CMS clearance

 Dec. 2017 – Finalize contracts for each program

 Early 2018 - Maryland CPC starts

 Jan. 1, 2019 – APM 2.0 starts
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6.  Opioid Crisis
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Opioid Crisis

 In 2017, the Maryland General Assembly and the 

Governor made Maryland’s Opioid Crisis a top priority.  

Over forty bills were introduced concerning the crisis, 

ranging from limitations on prescribing, education in 

schools, access to community supports, and removing 

restrictions on insurance.  

 MedChi worked hard to partner with the State to respond 

to the crisis while ensuring that physicians had the 

flexibility to treat their patients’ needs. In the end, that 

balance was achieved through three major initiatives.
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Maryland Physicians Writing Fewer 

Opioid Prescriptions

 In 2017, MedChi released a study showing that Maryland 
physicians have been writing fewer prescriptions since 2013: 

• Prescriptions have dropped 13.3 %, down from 4.2 million in 2013 to 
3.6 million in 2016;

• Our physicians have prescribed less than the national average for 
each of these years and only 7 states have a lower per capita rate 
than Maryland (.6 prescriptions per capita);

 MedChi has been a leader in addressing opioids:

• Initiated outreach programs on opioids for several years, currently 
partners with CRISP on the PDMP; and

• Developed opioid CME education, most recently worked with the 
Board of Physicians and the University of Maryland School of 
Pharmacy.
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7. Affordable Care Act
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The Wildcard Factor in Maryland 

Healthcare:  ACA Repeal & Replace

 The Federal legislation to repeal and replace Obamacare would have had 
catastrophic effects on Maryland physicians and patients. The AMA led the 
opposition and the bill died in the Senate after passing the House.  US 
Congress is now focused on other issues. 

 To understand the scope of the ACA effect on Maryland, 

• There are approximately 160,000  people who have purchased through 
the health insurance exchange, and over 1.3 million Marylanders are 
Medicaid recipients. Maryland will receive $1.4 billion in funding support 
from the ACA  in FY 2018.

 To respond to growing concerns, the General Assembly passed SB 571 
to set up a Health Insurance Coverage Protection Commission to 
examine the impact of federal changes to healthcare and make 
recommendations. MedChi has a seat on that Commission.

 The legislature also added budget language to require the Maryland 
Health Benefit Exchange to submit a report within 60 days after 
enactment of any federal legislation impacting qualified health plans.

24



8. Physician Health
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Maryland Physician Health Program

 The Maryland Physician Health Program (MPHP) is an affiliate of 
MedChi and an advocate for the health and well-being of 
Maryland physicians. MHPH has been helping medical 
professionals for more than 35 years. 

 The MPHP is voluntary and confidential and not affiliated with the 
Board of Physicians or any disciplinary body.  It is funded 
primarily by private donations from the medical community. 

 Medical professionals may seek help with mental health, 
behavioral, or addiction issues. Each day, the program assists its 
clients with a wide range of issues such as

• Drug or alcohol dependence

• Depression

• Cognitive impairment

• Marital problems

• Misconduct

• Stress grief counseling
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Physician Health (cont.)

 Physicians, residents, medical students, and other health 

professionals who are licensed by the Board of 

physicians are eligible for the program.  They pay a small 

monthly fee to participate. 

 MPHP has an incredible track record.  Their success rate 

is 80 percent for physicians suffering from any chronic 

illness including substance abuse. 

 If you are having issues, please contact the program 

410-962-5580 to set up an initial, confidential 

consultation.
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9. MedChi House of 

Delegates
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MedChi House of Delegates

 MedChi holds two House of Delegates 
meetings a year to set policy for the 
organization and elect leaders. Our Spring 
Meeting is April 29, 2018.

 The positions we take in Annapolis and 
Washington, DC, are the direct result of 
votes at policy meetings like the upcoming 
House of Delegates. We need more 
involvement from physicians to identify 
issues and remain successful.
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10. Medical Liability
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No Changes to Medical Liability 

Reform in 2017
 In 2017, the Trial Lawyers initiated a number of bills in the 

Maryland General Assembly to change Maryland’s liability 
environment.  Although they did not pass, they will likely 
resurface next year:
• Raise the cap for non-economic damages in wrongful death cases 

from 150% to 450% of the cap in personal injury cases (SB 682)

• Lower the standard for awarding punitive damages from “actual 
malice” to “reckless indifference.” (SB 836)

• Repeal the 20% rule related to expert witnesses. (SB 1037)

 Three bills were introduced which were supported by MedChi 
and other health care providers:  
• Require that the venue for specified health care proceedings is in the 

county where an alleged negligent act or omission occurred.  This bill 
was essentially trying to prohibit “forum shopping” by plaintiff 
attorneys. (HB 604) 

• Patient Early Intervention Programs (HB 777 / SB 783)

• Maryland No-Fault Birth Injury Fund failed to pass for the third 
consecutive year. (SB 877 / HB 1347)
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Maryland Amicus Brief 

Davis v Frostburg
 AMA has asked MedChi to comment on a draft  Maryland Amicus Brief 

in Davis v. Frostberg Facility Operations. 

 The brief emphasizes that courts should not allow plaintiffs to 
circumvent Maryland’s alternative dispute resolution (ADR) process, 
including the certificate of merit requirement.  

 Last year, MedChi supported legislation that would have repealed the 
Maryland Health Care ADR Office and allowed medical malpractice 
plaintiffs to go directly to court.  Since plaintiffs can unilaterally waive 
arbitration after filing with the ADR Office (and they routinely do), 
MedChi’s position is that requiring parties to go through that office just 
adds time and expense.  

 The brief is careful to speak of the full process under the Maryland law, 
which requires the plaintiff to file a certificate of merit (called a 
“certificate of qualified expert” in Maryland).  That requirement would be 
retained under the current legislation and is the vital element to 
deterring meritless lawsuits.
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Maryland Amicus Brief 

UMMS v. Kerrigan
 The amicus brief has been filed and the plaintiffs have responded. 

 Plaintiffs only addressed the third issue - the standard when the plaintiff does not sue 
in the forum. They did not address the impact for medical malpractice, the FNC 
discussion, or the discussion regarding the CSA’s failure to apply a true abuse of 
discretion standard. 

 At first read, it appears the plaintiffs are saying that the same standard applies 
whether the plaintiffs live in the forum or not. That is plainly wrong for the reasons 
discussed in our brief and UMMS’ brief.  The Kerrigans rely on the COA cases using 
the “heavy burden” or “balance weighs strongly” language in non-forum residence 
situations (but where the issue was not raised) and the importance of the plaintiff’s 
right to choose the forum, but they ignore the many federal and CSA cases that give 
less deference to the plaintiff’s choice when the plaintiff does not reside in the forum.  
As a result, their approach accords only minimal negative weight to the plaintiff’s non-
residence in the forum,.    

 That said, they do marshal the COA cases effectively, focusing on the “heavy burden” 
language, and thereby obscure the federal and CSA cases making clear that less 
deference is owed.  Indeed, they never address what is meant by the “less deference” 
rule, nor do they say, directly whether it applies or not in Maryland.  The COA has 
never resolved this inconsistency, and it will have to do so here.  
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Copsey v. Park: Amicus Brief 

ISSUES:

 Did the Circuit Court err in admitting evidence of the 
negligence of subsequent treating physicians and 
instructing the jury on superseding causation? 

 Is it reversible error for the Trial Court to admit 
evidence of the negligence of non-party, subsequent 
treating physicians, including evidence that they were 
once defendants in the instant suit? 

 Is it reversible error for the Trial Court to instruct the 
jury on superseding cause when the negligence of all 
the treating physicians amounted to one indivisible 
injury, that being death?
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Closing Comments

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/

