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532nd MEETING OF THE HEALTH SERVICES COST REVIEW COMMISSION
August 10, 2016

EXECUTIVE SESSION
12:00 p.m.
(The Commission will begin in public session at 12:00 p.m. for the purpose of, upon motion
and approval, adjourning into closed session. The open session will resume at 2PM.)

1. Update on Contract and Modeling of the All-payer Model vis-a-vis the All-Payer Model Contract —
Administration of Model Moving into Phase II - Authority General Provisions Article, §3-103 and
§3-104

2. Discussion on Planning for Model Progression — Authority General Provisions Article, §3-103 and
§3-104

3. Personnel Update — General Provisions Article, §3-305(b)(1)(ii)

PUBLIC SESSION
2:00 p.m.

1. Review of the Minutes from the Public Meeting and Executive Session on June 8, 2016

2. Executive Director’s Report
3. New Model Monitoring
4. Docket Status — Cases Closed

2345A- MedStar Health 23 44A - MedStar Health
2346A — Johns Hopkins Health System

5. Docket Status — Cases Open
2319R — Sheppard Pratt Health System 2339R — Prince George’s Hospital Center
2346A — Johns Hopkins Health System 2347A — University of Maryland Medical Center
2348A — University of Maryland Medical Center 2349A — Johns Hopkins Health System

6. Final Revised Recommendation for the RY 2017 Balanced Update for Psychiatric and Specialty
Hospitals

7. Draft Recommendation on Population Health Workforce Support for Disadvantaged Areas Awards

8. Disclosure of the Hospital Financial and Statistical Data for Fiscal Year 2015



9. CRISP Update
10. Legal Report

11. Hearing and Meeting Schedule



Minutes to be included into the post-meeting packet

upon approval by the Commissioners



Executive Director’s Report

The Executive Director’s Report will be distributed during the Commission
Meeting



New Model Monitoring Report

The Report will be distributed during the Commission Meeting



Cases Closed

The closed cases from last month are listed in the agenda



Docket
Number

2319R
2339R
2346A
2348A
2348A
2349A

H.S.C.R.C's CURRENT LEGAL DOCKET STATUS (OPEN)

AS OF JULY 29, 2016

A: PENDING LEGAL ACTION :
B: AWAITING FURTHER COMMISSION ACTION:
C: CURRENT CASES:

Hospital
Name

Sheppard Pratt Health System

Prince George's Hospital Center
Johns Hopkins Health System
University of Maryland Medical Center
University of Maryland Medical Center

Johns Hopkins Health System

NONE
NONE

Date
Docketed

11/24/2015
3/16/2016
5/31/2016

6/1/2016
6/1/2016
7/1/2016

PROCEEDINGS REQUIRING COMMISSION ACTION - NOT ON OPEN DOCKET

NONE

Decision

Required by:

8/15/2016
8/15/2016
N/A
N/A
N/A
N/A

Rate Order
Must be Analyst's

Issued by: Purpose Initials

8/15/2016 CAPITAL GS

8/15/2016 PEDS/MSG CK
N/A ARM DNP
N/A ARM DNP
N/A ARM DNP
N/A ARM DNP

File
Status
OPEN
OPEN
OPEN
OPEN
OPEN
OPEN



IN RE: THE PARTIAL RATE * BEFORE THE HEALTH SERVICES

APPLICATION OF THE * COST REVIEW COMMISSION

PRINCE GEORGE’S * DOCKET: 2016

HOSPITAL CENTER * FOLIO: 2149

CHEVERLY, MARYLAND * PROCEEDING: 2339R
Staff Recommendation

August 10, 2016



Introduction

On March 16, 2016, Prince George' s Hospital Center (the “Hospital”), submitted a partial rate
application to the Commission requesting itsMedical Surgical Acute Unit (MSG) and Pediatric Unit
(PED) rates be combined effective July 1, 2016.

Staff Evaluation

TheHospital wishesto combinethese two centers because, according to the Hospital, patientsin both
units have similar staffing needs and the pediatric center’ s volume is minimal.

Current Budgeted Approved
Rate Volume Revenue
Medical Surgical Acute $1,073.21 35,191 $37,766,647
Pediatrics $2,211.99 4 $8,895
Combined Rate $1,073.32 35,915 $37,775,542

According to the HSCRC Accounting and Budget Manual, MSG and PED are considered to be
separate distinct patient care units. Further, the Maryland Health Care Commission reported that
the Hospital has confirmed that it has designated PED beds. The Hospital’ s license alocated two
beds out of itstotal acute care licensed bedsto PED in FY 2016 and FY 2017. Further, the
Hospital has proposed having one licensed PED bed in its new replacement hospital.

Recommendation

Therefore, since the Hospital acknowledgesthat it has now and will continueto have PED beds, staff
recommends that the Hospital’ s request to have its MSG and PED rates combined be denied.




IN RE: THE APPLICATION FOR * BEFORE THE MARYLAND HEALTH
ALTERNATIVE METHOD OF RATE *  SERVICESCOST REVIEW

DETERMINATION * COMMISSION
JOHNSHOPKINSHEALTH * DOCKET: 2016
SYSTEM * FOLIO: 2156
BALTIMORE, MARYLAND *  PROCEEDING: 2346A

Staff Recommendation
August 10, 2016



I. INTRODUCTION

Johns Hopkins Health System (“System’) filed an application with the HSCRC on May
31, 2016 on behalf of its member hospitals (the “Hospitals’) for an alternative method of rate
determination, pursuant to COMAR 10.37.10.06. The System requests approval from the

HSCRC to continue to participate in a global arrangement to provide solid organ and bone
marrow transplants services with Cigna Health Corporation. The System requests approval of the

arrangement for a period of one year beginning July 1, 2016.

II. OVERVIEW OF APPLICATION
The contract will continue to be held and administered by Johns Hopkins HealthCare,
LLC ("JHHC"), which isasubsidiary of the System. JHHC will continue to manage all financial

transactions related to the global price contract including payments to the Hospitals and bear all
risk relating to regulated services associated with the contract.

ITII. FEE DEVELOPMENT

The hospital portion of the new global rates for solid organ transplants was devel oped by
calculating mean historical charges for patients receiving the procedures for which global rates
are to be paid. The remainder of the global rate is comprised of physician service costs.
Additional per diem payments were calculated for cases that exceed a specific length of stay
outlier threshold.

IV. IDENTIFICATION AND ASSESSMENT OF RISK
The Hospitals will continue to submit billsto JHHC for all contracted and covered

services. JHHC isresponsible for billing the payer, collecting payments, disbursing paymentsto
the Hospitals at their full HSCRC approved rates, and reimbursing the physicians. The System
contends that the arrangement among JHHC, the Hospitals, and the physicians holds the
Hospitals harmless from any shortfallsin payment from the global price contract. JHHC
maintains it has been active in similar types of fixed fee contracts for several years, and that

JHHC is adequately capitalized to bear risk of potential |osses.



V. STAFF EVALUATION

Staff found that the experience under the arrangement for the last year has been

favorable.

VI. STAFF RECOMMENDATION

The staff recommends that the Commission approve the Hospitals' request for participation
in an alternative method of rate determination for bone marrow and solid organ transplant services,
for a one year period commencing July 1, 2016, and that this approval be contingent upon the
execution of the standard Memorandum of Understanding ("M OU"). The Hospitalswill needtofile
arenewal application for review to be considered for continued participation.

Consistent with its policy paper regarding applications for aternative methods of rate
determination, the staff recommends that this approval be contingent upon the execution of the
standard Memorandum of Understanding ("MOU") with the Hospitals for the approved contract.
Thisdocument would formalize the understanding between the Commission and the Hospitals, and
would include provisionsfor such things as payments of HSCRC-approved rates, treatment of losses
that may be attributed to the contract, quarterly and annual reporting, confidentiality of data
submitted, penaltiesfor noncompliance, project termination and/or alteration, on-going monitoring,
and other issues specific to the proposed contract. The MOU will aso stipul ate that operating losses

under the contract cannot be used to justify future requests for rate increases.



IN RE: THE APPLICATION FOR
ALTERNATIVE METHOD OF RATE
DETERMINATION

UNIVERSITY OF MARYLAND
MEDICAL CENTER

BALTIMORE, MARYLAND

BEFORE THE MARYLAND HEALTH
SERVICES COST REVIEW

COMMISSION
DOCKET: 2016
FOLIO: 2157

PROCEEDING: 2347A

Staff Recommendation
August 10, 2016



I. INTRODUCTION
The University of Maryland Medical Center (“Hospital”) filed an application with the
HSCRC on June 1, 2016 for an alternative method of rate determination under COMAR

10.37.10.06 the Hospital requests approval to continue its participation in aglobal rate
arrangement with Maryland Physicians Care (“MPC”) for solid organ and blood and bone

marrow transplant services for a period of one year beginning August 23, 2016.

II. OVERVIEW_ OF APPLICATION

The contract will continue to be held and administered by University Physicians, Inc.

(UPI), which isasubsidiary of the University of Maryland Medical System. UPI will manage all
financia transactions related to the global price contract including payments to the Hospital and

bear all risk relating to services associated with the contract.

III. FEE DEVELOPMENT
The hospital portion of the global rates was devel oped by calculating historical charges

for patients receiving the procedures for which global rates are to be paid. The remainder of the
global rate is comprised of physician service costs. Additional per diem payments were

calculated for cases that exceed a specific length of stay outlier threshold.

IV. IDENTIFICATION AND ASSESSMENT OF RISK

The Hospital will continue to submit billsto UPI for all contracted and covered services.
UPI isresponsible for billing the payer, collecting payments, disbursing paymentsto the
Hospital at its full HSCRC approved rates, and reimbursing the physicians. The Hospital
contends that the arrangement between UPI and the Hospital holds the Hospital harmless from

any shortfallsin payment from the global price contract.

V. STAFF EVALUATION

Staff found that the actual experience under the arrangement for the last year has been

favorable. Staff believes that the Hospital can continue to achieve favorable performance under

this arrangement.



V1. STAFF RECOMMENDATION

The staff recommends that the Commission approve the Hospital’ s application for an
alternative method of rate determination for solid organ and blood and bone marrow transplant
services, for aone year period commencing August 23, 2016. The Hospital will need to file a
renewal application for review to be considered for continued participation.

Consistent with its policy paper regarding applications for aternative methods of rate
determination, the staff recommends that this approval be contingent upon the execution of the
standard Memorandum of Understanding ("M OU") with the Hospital for the approved contract.
This document would formalize the understanding between the Commission and the Hospital,
and would include provisions for such things as payments of HSCRC-approved rates, treatment
of losses that may be attributed to the contract, quarterly and annual reporting, confidentiality of
data submitted, penalties for noncompliance, project termination and/or alteration, on-going
monitoring, and other issues specific to the proposed contract. The MOU will also stipulate that

operating losses under the contract cannot be used to justify future requests for rate increases.
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BEFORE THE MARYLAND HEALTH
SERVICES COST REVIEW

COMMISSION
DOCKET: 2016
FOLIO: 2158

PROCEEDING: 2348A

Staff Recommendation
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I. INTRODUCTION

University of Maryland Medical Center (“Hospital”) filed an application with the
HSCRC on June 1, 2016 for an alternative method of rate determination under to COMAR
10.37.10.06. The Hospital requests approval from the HSCRC for continued participation in

global rates for solid organ transplant and blood and bone marrow transplants for one year with
AetnaHealth, Inc. beginning August 1, 2016.

II. OVERVIEW OF THE APPLICATION

The contract will be continue to be held and administered by University Physicians, Inc.

("UPI"), whichisasubsidiary of the University of Maryland Medical System. UPI will manage
all financial transactions related to the global price contract including payments to the Hospital

and bear all risk relating to services associated with the contract.

III. FEE DEVELOPMENT
The hospital portion of the global rates was devel oped by calculating recent historical

charges for patients receiving the procedures for which global rates are to be paid. The
remainder of the global rate is comprised of physician service costs. Additional per diem

payments were cal culated for cases that exceed a specific length of stay outlier threshold.

IV. IDENTIFICATION AND ASSESSMENT OF RISK

The Hospital will continue to submit billsto UPI for all contracted and covered services.

UPI isresponsible for billing the payer, collecting payments, disbursing paymentsto the
Hospital at its full HSCRC approved rates, and reimbursing the physicians. The Hospital
contends that the arrangement between UPI and the Hospital holds the Hospital harmless from

any shortfallsin payment from the global price contract.

V. STAFF EVALUATION

Staff reviewed the experience under this arrangement for the last year and found it to be

favorable. Staff believes that the Hospital can continue to achieve favorable performance under

this arrangement.



V1. STAFF RECOMMENDATION

Based on the Hospital’ s favorable performance, staff recommends that the Commission

approve the Hospital’ s application for an alternative method of rate determination for solid organ
transplant, and blood and bone marrow transplant services, for a one year period beginning
August 1, 2016. The Hospital will need to file arenewal application to be considered for
continued participation.

Consistent with its policy paper regarding applications for aternative methods of rate
determination, the staff recommends that this approval be contingent upon the execution of the
standard Memorandum of Understanding ("M OU") with the Hospital for the approved contract.
This document would formalize the understanding between the Commission and the Hospital,
and would include provisions for such things as payments of HSCRC-approved rates, treatment
of losses that may be attributed to the contract, quarterly and annual reporting, and
confidentiality of data submitted, penalties for noncompliance, project termination and/or
alteration, on-going monitoring, and other issues specific to the proposed contract. The MOU
will also stipulate that operating losses under the contract cannot be used to justify future

requests for rate increases.



IN RE: THE APPLICATION FOR * BEFORE THE MARYLAND HEALTH
ALTERNATIVE METHOD OF RATE *  SERVICESCOST REVIEW

DETERMINATION * COMMISSION
JOHNSHOPKINSHEALTH * DOCKET: 2016
SYSTEM * FOLIO: 2159
BALTIMORE, MARYLAND * PROCEEDING: 2349A

Staff Recommendation
August 10, 2016



I. INTRODUCTION
Johns Hopkins Health System (the “ System™) filed an application with the HSCRC on
July 1, 2016 on behalf of its member hospitals (the Hospitals), requesting approval to continue to

participate in a global price arrangement with Aetna Health, Inc. for solid organ and bone
marrow transplant services. The Hospitals request that the Commission approve the arrangement

for one year beginning August 1, 2016.

II. OVERVIEW OF APPLICATION
The contract will be held and administered by Johns Hopkins HealthCare, LLC
("JHHC"), which isasubsidiary of the System. JHHC will continue to manage all financial

transactions related to the global price contract including payments to the Hospitals and bear all

risk relating to regulated services associated with the contract.

ITII. FEE DEVELOPMENT

The hospital portion of the global rates was devel oped by cal culating mean historical
charges for patients receiving the procedures for which global rates are to be paid. The remainder
of the global rate is comprised of physician service costs. Additional per diem payments
calculated for cases that exceed a specific length of stay outlier threshold were similarly
adjusted.

IV. IDENTIFICATION AND ASSESSMENT OF RISK
The Hospitals will submit billsto JHHC for all contracted and covered services. JHHC is

responsible for billing the payer, collecting payments, disbursing payments to the Hospitals at
their full HSCRC approved rates, and reimbursing the physicians. The System contends that the
arrangement among JHHC, the Hospitals, and the physicians holds the Hospitals harmless from
any shortfallsin payment from the global price contract. JHHC maintainsit has been activein
similar types of fixed fee contracts for several years, and that JHHC is adequately capitalized to

bear risk of potential losses.



V. STAFF EVALUATION

The staff found that the actual experience under this arrangement for the last year has

been favorable.

VI. STAFF RECOMMENDATION
Staff recommends that the Commission approve the Hospitals application for an

alternative method of rate determination for solid organ and bone marrow transplant services for
aone year period beginning August 1, 2016. The Hospitals must file arenewal application
annually for continued participation.

Consistent with its policy paper regarding applications for alternative methods of rate
determination, the staff recommends that this approval be contingent upon the execution of the
standard Memorandum of Understanding ("MOU") with the Hospitals for the approved contract.

This document would formalize the understanding between the Commission and the Hospitals,
and would include provisions for such things as payments of HSCRC-approved rates, treatment
of losses that may be attributed to the contract, quarterly and annual reporting, confidentiality of
data submitted, penalties for noncompliance, project termination and/or alteration, on-going
monitoring, and other issues specific to the proposed contract. The MOU will also stipulate that

operating losses under the contract cannot be used to justify future requests for rate increases.



Final Recommendation for RY 2017 Balanced Update for
Psych & Specialty Hospitals

July 15, 2016

Health Services Cost Review Commission
4160 Patterson Avenue
Baltimore, Maryland 21215
(410) 764 — 2605



FINAL RECOMMENDATIONS FOR RY 2017 BALANCED UPDATE

The final recommendation for psychiatric hospitals and Mt. Washington Pediatrics is as follows:

1. Release the productivity adjustment of 0.50 percent. This results in a new net amount of
2.05 percent, which can be reviewed in the chart below.

Psych & Mt.
Washington
Revenues
Proposed Base
Update 2.80%
ACA Adjustment -0.75%
Proposed Update 2.05%

2. In addition to receiving a higher update amount, these hospitals must agree to the

following:

a. HSCRC staff will begin to implement quality measures and value based programs
for psychiatric facilities/beds beginning in RY18. In order to successfully capture
appropriate metrics, staff requests the following from the hospitals:

Vi.

Work with HSCRC staff to compile a list of Potentially Avoidable
Utilization metrics and readmissions reduction targets. These may
include measures to reduce high risk Medicare readmissions by
ensuring satisfactory discharge plans and availability of outpatient
services;

a. Partner with community-based mental health services to
improve care coordination and reduce potentially avoidable
utilization;

b. Improve access to community-based mental health
services;

Work with CRISP, HSCRC, and MHA to obtain available information
to support monitoring and implementation efforts;

Work with CRISP, HSCRC, and CMMI to obtain data for care redesign
activities as soon as it is available;

Monitor the growth in Medicare’s total cost of care and total hospital
cost of care for its service area;

Implement programs focused on complex and high needs patients with
multiple chronic conditions, initially focusing on Medicare patients;

Work with CRISP to exchange information regarding care coordination
resources aimed at reducing duplication of resources, ensuring more
person-centered approaches, and bringing additional information to the
point of care for the benefit of patients and



vii. Increase efforts to work in partnership with physicians, post-acute and
long term facilities, and providers to create aligned approaches and
incentives to improve care, health, and reduce avoidable utilization for
the benefit of patients. Work with physicians with the goal of
developing and enhancing value-based approaches that are applied
under MACRA.



Draft Recommendation for Population Health
Workforce Support for Disadvantaged Areas Program
(PWSDA) Implementation Awards

Health Services Cost Review Commission
4160 Patterson Avenue
Baltimore, Maryland 21215
(410) 764-2605
FAX: (410) 358-6217

This is a draft recommendation. Comments may be submitted on or before August 31, 2016 to
Erin Schurmann at Erin.Schurmann@maryland.gov.



FY 2017 PWSDA Implementation Awards
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FY 2017 PWSDA Implementation Awards
OVERVIEW

The Maryland Department of Health and Mental Hygiene (Department or DHMH) and the
Maryland Health Services Cost Review Commission (HSCRC or Commission) are
recommending that two proposals for competitive Population Health Workforce Support for
Disadvantaged Areas Program (PWSDA) grants be funded, beginning in fiscal year (FY) 2017.
This recommendation follows the Commission’s decision in December 2015 authorizing up to
$10 million in hospital rates for hospitals that commit to train and hire workers from geographic
areas of high economic disparities and unemployment. These workers will fill new care
coordination, population health, health information exchange, health information technology,
consumer engagement, and related positions. The ultimate goals of the program are to create
community-based jobs that pay reasonable wages, contribute to improving population health in
Maryland, and further the goals of the All-Payer Model.

The PWSDA program will continue through June 30, 2018, on a hospital-specific basis assuming
the hospital’ s ongoing compliance with the grant requirements. The grants could be renewed as
of July 1, 2018, for an additional period if the Commission finds that the program is effective.

BACKGROUND

The Commission received three proposals for award funding. Commission staff established an
independent committee to review the grant proposals and make recommendations to the
Commission for funding. The PWSDA Implementation Award Review Committee (Review
Committee) included representatives from the Department, the Commission, and other subject
matter experts, including individuals with expertise in such areas as population health, health
disparities, workforce development and adult learning, health education, healthcare career
advancement, and workplace and employee wellbeing.

Following a comprehensive initia review, two of the three proposal applicants were invited to
provide clarifying information related to their proposal. At thistime, the Review Committeeis
pleased to present these recommendations to the Commission. The Review Committeeis
strongly encouraged that these proposals will leverage the unique position that hospitals hold as
economic pillars of their communities and create strong partnerships with community-based
providers to respond to ongoing socioeconomic and health disparitiesin Maryland. This report
reflects the Review Committee’ s recommendations to grant atotal of $10 million for PWSDA
Implementation awardsin FY 2017.

COMPETITIVE POPULATION HEALTH WORKFORCE SUPPORT FOR
DISADVANTAGED AREAS PROGRAM REQUEST FOR PROPOSALS

In order to improve population health and address disparities in the community, the Department,
in collaboration with the HSCRC, released a request for proposals (RFP) for funding to
implement PWSDA on May 1, 2016. HSCRC received three applications by the extended due
date of June 30, 2016.
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The RFP invited proposals to support job opportunities for individuals who reside in
neighborhoods with a high area deprivation index (ADI), and thus enable low-income urban,
suburban, and rural communities to improve their socioeconomic status while working to
improve population health. The overall objective isto address the socia determinants of health
and assist hospitals in bolstering population health and meeting the goals of the All-Payer Model.

The RFP limits the award total to $10 million in hospital rates over athree-year period, with the
condition that hospitals provide matching funds of at least 50 percent of the amount included in
their rates. The applicants must clearly explain how they will use the increase in rates to support
the training and hiring of individuals consistent with the program.

Funding will be allocated through HSCRC-approved rate increases for hospitals that train and/or
hire individuals from deprived areas, with the expectation of reducing potentially avoidable
utilization for Medicare and promoting population health in Maryland. Awardees will be
required to report on the status of their ongoing implementation activities within six months of
theinitial award and annually thereafter.

THE REVIEW COMMITTEE AND EVALUATION CRITERIA

The Review Committee gave preference to those models that included the following
characteristics/features:

e Specific target population that could be trained and recruited to bolster population health
and help reduce hospital utilization

e Strong collaboration with community organizations that will facilitate recruitment of
potential trainees who live in disadvantaged communities

e Efficient training to provide to selected individuals who will be employed in health-
related positions, (e.g., community healthcare workers, peer recovery specialists, case
managers, patient care workers, transport facilitators, etc.)

o Defined settings where trained workers can deliver the intended services to patients and
other community members and contribute to promoting the health of the Maryland
population

e Consistency with the goals of the All-Payer Model
e Focus on patient-centered care

e Valid implementation plan

e Reasonable budget

The Review Committee established evaluation and weighting criteriain each of the following
categories:

1. Needs assessment (the disadvantaged community and the target workforce) -10 points
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Work plan (partnership(s) with community organization(s), type of training,
qualifications of the trainees, implementation, and employment retention) - 30 points
Evaluation (tracking and reporting; strategy to evaluate process and outcomes) -10 points
Sustainability, impact, and replicability by others-15 points

Resources (community resources, trainers, and organizations) -10 points

Support requested (budget and its justification) — 25 points

The Review Committee gave preference to those proposal s that included the following
characteristics/features:

The likelihood that the proposed programs would be successful in reducing avoidable
utilization and improving population health

The operational readiness and sustainable staffing detail of the proposal
The overall feasibility of the proposal to be successful

RECOMMENDATIONS

Recommended Awardees

Based on itsreview, the Review Committee recommends the following two grant proposals for
FY 2017 funding:

Baltimore Population Health Workforce Collaborative (BPHWC):

o $9,778,515 to be awarded and phased in over three years based on proposed
expenses

o With the resurgence of violence in Baltimore City, HSCRC staff recommends that
$300,000 be added to the Sinai portion of the proposal to expand the Safe Streets
Program by one additional “pod.” Sinai Hospital shall contribute $100,000 of the
$300,000. Individuals hired to support this program shall be from disadvantaged
areas as defined in the RFP

o Following approval of this recommendation, BPHWC shall submit an adjusted
budget to reflect the reduction from the requested amount to the approved amount
and to reflect the $300,000 ($200,000 in rates) for the Safe Streets Program as
indicated above. The total request from rates shall not exceed $9,778,515

Garrett Regional Medical Center Health Work Force Support Program:
o $221,485 to be phased in over three years based on proposed expenses.
o Atleast 50 percent of hiresthrough the program must be Maryland residents
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Table 1 below lists the recommended awardees, the requested and recommended award amounts
from rates, and the hospitals affected. A summary of each recommended proposal may be found

in the Appendix.

Table 1. Recommended Awardees

Applicant

Award Request

Rate Award Amount

Hospital(s) in Proposal

Baltimore Population $9,862,483 $9,778,515 Johns Hopkins Hospital

Health Workforce Johns Hopkins — Bayview

Collaborative (BPHWC) Lifebridge Sinai
MedStar Franklin Square Medical Center
MedStar Harbor Hospital
MedStar Good Samaritan Hospital
MedStar Union Memorial Hospital
University of Maryland Medical Center
University of Maryland — Midtown
Campus

Garrett Regional $221,485 $221,485 Garrett Regional Medical Center

Medical Center Health

Work Force Support

Program

Total $10,000,000

REPORTING AND EVALUATION

The December 2015 approved Commission recommendations required that:

e Hospitals receiving funding under this program shall report to the Commission by May 1,
2017, and each year thereafter on:

o The number of workers employed under the program

o How many of those workers have been retained

o Thetypes of jobsthat have been established under the program

o How many patients or potential patients have been assisted through these
positions

o An estimate of the impact that these positions have had in reducing potentially
avoidable utilization or in meeting other objectives of the All-Payer Model

o Awardeesreport periodically to the Commission on their program, including an annual
report beginning on May 1, 2017

e The Commission evaluate the effectiveness of the program prior to July 1, 2018, to
determine if the program should be continued in general, or for individual hospitals
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e The Commission utilize external resourcesin collecting and evaluating proposals,
reporting on the results of implementing the program, and assisting in evaluating its
effectiveness

Following Commission approval of the awards, staff will provide each awardee with atemplate
for monitoring and reporting on the performance of the programs in meeting the goals of the All-
Payer Model and consistency with the application proposal. The Commission reserves the right
to terminate or rescind an award at any time for material lack of performance or for not meeting
the letter or intent of an application. Pursuant to the Commission mandate, staff will review the
program before June 30, 2018, on each hospital’ s compliance with program requirements and to
determine whether the program overall is meeting the Commission’ s goals. Staff will propose
recommendations to the Commission based on their findings.
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APPENDIX

Baltimore Population Health Workforce Collaborative (BPHWC)

Johns Hopkins Hospital; Johns Hopkins — Bayview; Lifebridge Sinai; MedStar Franklin Square
Medical Center; MedStar Harbor Hospital; MedStar Good Samaritan Hospital; MedStar Union
Memorial Hospital; University of Maryland Medical Center; University of Maryland — Midtown
Campus.

Applicant Baltimore Population Health Workforce Collaborative (BPHWC)
Date of Submission 5/27/2016 original submission, 07/08/2016 revised submission
Health System Affiliations [Johns Hopkins

MedStar

Lifebridge

University of Maryland

Total Rate Request ($): $9,862,483

Summary of the Proposal

A consortium of four major health systems that includes nine hospitals proposes to train and hire
individuals from high poverty communities in the Baltimore Metropolitan area to be community healthcare
workers (CHWs), peer outreach specialists (PRSs), and certified nursing /geriatric nursing assistants
(CNAs/GNAs). They propose to partner with the Baltimore Alliance for Careers in Healthcare (BACH), which
will coordinate the recruitment and training of individuals from the community. BACH will rely on several
community organizations to select, screen, and provide essential skills training to the potential recipients of
the PWSDA program. They will also target hospital employees from “high poverty communities” to train
and promote them to positions with a “career ladder.” They propose to screen, select, and train 578
individuals in essential skills over three years. Of these individuals, 238 will be trained as CHWs, PRSs, or
CNAs/GNAs. For the first two positions, individuals will complete 160 and 50 hours, respectively, of
occupational skills training before being recruited. For the CNA position, training and certification will take
place at the Baltimore County Community College. The applicant projected that of those technically trained
(238), 137 will be hired by the hospitals, and of those, 120 will be retained as permanent employees.
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Work Plan for the First Year

July 2016 1. Execute agreements with BACH and its training programs.
2. Establish BPHWC steering committee, comprised of health system
representatives.
3. Ongoing evaluating, learning, and making adjustments; adding new
community partners when indicated.
August 2016 1. Beginessential skillstraining.
2. Providetraining on data collection to training partners.
3. Establish and post new CHW, PRS and CNA job descriptions.
September 2016 1. Begin CHW, PRS, and CNA training sessions.
October/November 1. Move qualified trainees into employment.
2016 2. Connect participants with career coaches.

3. Develop individual workforce development plans for new employees.




FY 2017 PWSDA Implementation Awards

Garrett Regional Medical Center Health Work Force Support Program

Applicant Garrett Regional Medical Center

Date of Submission: 05/31/2016 original submission, 06/27/2016 revised submission
Health System Affiliation N/A

Total Rate Request ($) $221,485

Summary of the Proposal

Garrett Regional Medical Center proposes to partner with Garrett College and the Garrett County Health
Department to provide health education and care coordination for high utilizers of inpatient care. High
utilizers of hospital services are enrolled in “the well patient program” that is managed by a social worker
and nurse navigator, who will identify the potential recipients for the PWSDA program.

They will identify high-needs patients from “the well patient program” who could be a good fit for the
workforce development program, and enlist the help of Garrett College instructors to train these individuals
as community healthcare workers, transport facilitators, or liaisons for medical services. The opportunity to
attend the training that will focus on chronic diseases will also be offered to the recipient’s family. Those
who complete the training will become hospital staff to provide services in homes, community centers, and
local churches. They will also be supervised by community outreach mentors under the auspice of the
Garrett County Health Department. Once hospital employees, the recipients will have opportunities for
continuing education with tuition remission and, eventually, when they move to other jobs, they will be
replaced by other individuals from the region. Over the three year period, the Medical Center will train and
hire 26 individuals from deprived areas in Maryland and neighboring West Virginia.

Work Plan

Fall 2015 1. The Well Patient Program was initiated.
2. The hospital’s designated social worker and nurse navigator identified
high utilizers of the hospital resources and their specific needs.

Following HSCRC |1. Identified patients/program recipients will be trained as CHWs by Garrett
approval of the College.

program 2. New trainees, under the supervision of the social worker or nurse
navigator, will meet with the patients they will be assisting.
Additional two weeks of training on safety practices and infection control.
Trained individuals will be deployed in the community.
Trainees’ performance will be evaluated annually.
Metrics will be collected from the start.
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EXECUTIVE SUMMARY

The Maryland Health Services Cost Review Commission (HSCRC or Commission) has
completed the annual hospital financial disclosure report for fiscal year (FY) 2015.

In FY 2015, Maryland concluded its first year under the new agreement with the federal Centers
for Medicare & Medicaid Services (CMS) and began the second year. Under the new All-Payer
Model, the State’ s focus shifted from controlling the charge per case for Medicare inpatient
hospital staysto controlling per capita hospital revenue growth (including both inpatient and
outpatient hospital costs) for all payers. The new Model will assess whether Maryland’ s hospital
all-payer system is a successful model for achieving the triple aim of:

e Lower costs
e Better patient experience
e |mproved health

Calendar year (CY) 2014 wasthe first year of the new Model. Since FY 2015 straddles the end
of thefirst year under the new Model and the beginning of the second year, this report focuses on
thefirst year of the new Model’ s financial and quality metric performance, as well as traditional
measures of hospital financial health.

The following are a number of Maryland All-Payer Model Performance Y ear 1 results:

1. Grossall-payer per capita hospital revenues from services provided to Maryland residents
grew by 2.2 percent, slower than the per capita growth in the Maryland economy, which
was about 3.34 percent in FY 2015.

2. Over the performance period of the Model, the State must achieve aggregate savingsin
the Medicare per beneficiary total hospital expenditures for Maryland resident Medicare
fee-for-service (FFS) beneficiaries of at least $330 million. For Performance Year 1 (CY
2014), the State achieved $116 million in Medicare savings.

3. Over the Model’ s performance period, the State must shift at least 80.00 percent of all
regulated hospital revenue for Maryland residents into popul ation-based payment
arrangements. The State successfully shifted 95.04 percent of hospital revenue into
population-based payments through hospital global budgets.

4. Over the Model’ s performance period, the State must reduce the aggregate Medicare 30-
day readmission rate for Medicare FFS beneficiaries to be less than or equal to the
national readmission rate. The gap in the readmission rate between Maryland and the
nation decreased by 0.21 percent in the first performance year.



5.

Over the performance period of the Model, the State must achieve an aggregate 30
percent reduction for all payersin 65 potentialy preventable complications (PPCs) as
part of Maryland’ s Hospital Acquired Conditions program. The State achieved a 26.3
percent reduction in PPCs in 2014 compared to 2013,

This report shows that for Maryland acute hospitalsin FY 2015:

1.

Profits on regulated activitiesincreased in FY 2015, from $938 million (or 7.19 percent
of regulated net operating revenue) in FY 2014 to $1.1 billion (or 8.27 percent of
regulated net operating revenue).

Profits on operations (which include profits and losses from regulated and unregul ated
day-to-day activities) increased from $411 million (or 2.87 percent of total net operating
revenue) in FY 2014 to $532 million in FY 2015 (or 3.54 percent of total net operating
revenue).

Total excess profits (which include profits and losses from regulated and unregul ated
operating and non-operating activities) decreased substantially from $896 million in FY
2014 (or 6.05 percent of the total revenue) to $530 million in FY 2015 (or 3.52 percent of
the total revenue).

Total regulated net patient revenue rose from $12.8 billion in FY 2014 to $13.4 billion in
FY 2015, an increase of 4.35 percent.

In FY 2015, Maryland hospitals incurred $770 million in uncompensated care, amounting
to approximately five cents of uncompensated care cost for every dollar of gross patient
revenue.

Gross regulated revenue from potentially avoidable utilization (PAU) readmissions fell
from $1.278 billion in FY 2014 to $1.276 billion in FY 2015. The percent of gross
regulated revenue associated with PAUs in general declined from 12.1 percent in FY
2014 to 11.9 percent in FY 2015, adecrease of 0.9 percent. The case-mix adjusted PPC
rate declined from 0.96 percent in FY 2014 to 0.79 percent in FY 2015, a decrease of
17.7 percent. These declines reflect improvement in the quality of care delivered in
Maryland hospitals, where readmission rates declined faster than the national levels for
Medicare, and the State achieved the 30 percent PPC reduction goal.

Total direct graduate medical education expenditures increased from $292 million in FY
2014 to $300 million in FY 2015, an increase of 2.79 percent.

The HSCRC, the country’s pioneer hospital rate review agency, was established by the Maryland
General Assembly in 1971 to regulate rates for all those who purchase hospital care. Itisan
independent Commission functioning within the Maryland Department of Health and Mental



Hygiene. It consists of seven members who are appointed by the Governor. The HSCRC' s rate
review authority includes assuring the public that: (a) a hospital'stotal costs are reasonable; (b) a
hospital's aggregate rates are reasonably related to its aggregate costs; and (c) rates are set
equitably among all purchasers of care without undue discrimination or preference.



INTRODUCTION

Effective January 1, 2014, Maryland entered into a new hospital All-Payer Model with the
Centersfor Medicare & Medicaid Services (CMS). Under the new Model, the State’ s focus
shifted from controlling the charge per case for a hospital stay to controlling the per capitatotal
hospital cost growth. The new Model will assess whether Maryland’ s all-payer system for
hospital payments—which is now accountable for the total hospital cost of care on a per capita
basis—is a successful model for achieving the triple aim of:

e Lower costs
e Better patient experience
e |mproved health

To facilitate these goals, every acute care hospital in Maryland agreed to a global budget. Global
budgets remove the incentives for hospitals to grow volumes and instead focus hospitals on
reducing potentially avoidable utilization (PAU), improving population health, and improving
outcomes for patients. Maryland' s performance under the All-Payer Model is measured by:

e Limiting the growth in gross per capita all-payer hospital revenues since calendar year
(CY) 2013. Maryland has committed to holding the average annual growth rate over the
five-year life of the Model to 3.58 percent.

e Generating savings for Medicare by holding the growth in Maryland Medicare fee-for-
service (FFS) hospital payments per beneficiary below the national Medicare per
beneficiary fee-for-service growth rate. Maryland has committed to saving Medicare
$330 million over five years by keeping the State Medicare per beneficiary hospital
growth rate below the nation.

e Reducing potentially preventable complications (PPCs) by an aggregate of 30 percent
over the five-years of the Model.

e Reducing Maryland' s Medicare readmission rate to the national average by the final year
of the five-year Model.

This report focuses on hospital performance on the new Model’ s financial and quality metrics, as
well astraditional measures of hospital financial health. This report includes hospital-level data
on revenues associated with readmissions and other forms of PAU. Readmission and PAU
charges provide afinancial indicator of opportunity for improvement in selected areas if
Maryland hospitals can successfully transform health careto the benefit of consumers. Reducing
charges for PAU and readmissions will also provide hospital resources for additional investments
in health care transformation. This report also illustrates performance on quality metrics
including the rates of case-mix adjusted readmissions (labeled risk-adjusted readmissionsin the
tables), and the case-mix adjusted PPC rate for each hospital.



Maryland’ s performance on many of the new Model metrics was favorable:

All-payer per capita hospital revenues grew 1.85 percent, which is below both the per
capita growth of the Maryland economy in both CY 2014 and fiscal year (FY) 2015 and
well below the 3.58 percent annual growth gap contained in the waiver agreement.

Medicare FFS hospital charges per Maryland Medicare beneficiary increased by 2.92
percent in FY 2015. National data are not yet available for FY 2015, but CY 2015 data
indicate that Maryland costs grew slower than the nation.

Charges for PAU readmissions decreased dightly from $1.278 billion in FY 2014 to
$1.276 billion in FY 2015. Overall PAU charges increased, rising from $1.888 billion in
FY 2014 to $1.913 billion in FY 2015. However, as a percentage of gross regulated
patient revenue, readmissions and PAU charges decreased slightly between FY 2014 and
FY 2015 by 2.3 percent and 0.9 percent respectively.

Data on quality show that there was a reduction in the case-mix adjusted readmission and PPC
rate. The case-mix adjusted readmission rate declined from 13.76 percent in FY 2014 to 13.12
percent in FY 2015, a decrease of 4.6 percent. The case-mix adjusted PPC rate declined from
0.96 percent in FY 2014 to 0.79 percent in FY 2015, adecrease of 17.7 percent. This decline
reflects improvement in the quality of care delivered at Maryland hospitals. Since CY 2013, the
PPC decrease has been greater than the CM S target of a 30 percent reduction by CY 2018. Data
on the collective financia performance of Maryland hospitals are summarized below.

Gross regulated revenue growth. Gross patient revenue on regul ated services increased
2.22 percent from $15.7 billion in FY 2014 to $16 billion in FY 2015.

Net regulated patient revenue. Total regulated net patient revenue rose from $12.8 hillion
in FY 2014 to $13.4 billion in FY 2015, an increase of 4.35 percent.

Profits on requlated activities. Profits on regulated activities increased in FY 2015, from
$938 million (7.18 percent of regulated net operating revenue) in FY 2014 to $1.1 billion
(8.27 percent of regulated net operating revenue).

Profits on operations. Profits on operations (which include profits and losses from
regulated and unregulated day-to-day activities) increased from $411 million (or 2.87
percent of total net operating revenue) in FY 2014 to $532 million in FY 2015 (or 3.54
percent of total net operating revenue).

Total excess profit. Total excess profits (which include profits and losses from regul ated
and unregulated operating and non-operating activities) decreased substantially from
$896 million in FY 2014 (or 6.1 percent of the total revenue) to $530 million in FY 2015
(or 3.5 percent of the total revenue).




e Total Direct Graduate Medical Education Expenditures. Total direct graduate medical
education expenditures increased from $292 million in FY 2014 to $300 million in FY
2015, an increase of 2.80 percent.t

Maryland is the only state in which uncompensated care is financed by al payers, including
Medicare and Medicaid, as the payment system builds the predicted cost of uncompensated care
into the rates, and all payers pay the same rates for hospital care. Because the rates cover
predicted uncompensated care amounts, hospital's have no reason to discourage patients who are
likely to be without insurance. Thus, Maryland continues to be the only state in the nation that
assures its citizens that they can receive care at any hospital, regardless of their ability to pay. As
aresult, there are no charity hospitals in Maryland; patients who are unable to pay are not
transferred into hospitals of last resort. Because the actual uncompensated care is not reimbursed
by the system, hospitals have incentives to pursue compensation from patients who generate
uncompensated care expenses.

Additionally, the mark-up in Maryland hospitals—the difference between hospitals’ costs and
what hospitals ultimately charge patients—remained the lowest in the nation. The average mark-
up for hospitals nationally is more than 3.6 times that of Maryland hospital's, according to the
most recent data from the American Hospital Association. In the absence of rate setting, non-
Maryland hospitals must artificially mark up their chargesin order to cover shortfalls due to
uncompensated care, discounts to large health plans, and low payments from Medicare and
Medicaid.

CONTENTS OF REPORT

Under its mandate to publicly disclose information about the financial operations of all hospitals,
the Maryland Health Services Cost Review Commission (HSCRC or Commission) has prepared
this report of comparative financial information from the respective hospitals.

This report marks a transition from the manner in which hospital financial data are presented.
This report combines the financial data of hospitals with a June 30 fiscal year end with the
hospitals with a December 31 year end of the previous year, e.g., June 30, 2014 and December
31, 2013, rather than combining together the financial data of hospitals whose fiscal yearsend in
the same calendar year, e.g., June 30, 2014 and December 31, 2014, as was done in the past. All
of the financial datain this report have been combined in thisfashion. In FY 2014, the
University of Maryland Upper Chesapeake Medical Center and the University of Maryland

1 The HSCRC is working on expanding available information related to graduate medical education.
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Harford Memorial Hospital changed from a December 31 fiscal year end to a June 30fiscal year
end. Because of this change in combining hospital data, the data for the six months from January
1, 2014 to June 30, 2014 for these hospitals were not included in this report. This report also
marks the first annual filing submitted by Holy Cross Germantown Hospital, and includes nine
months of data, from October 1, 2014 to June 30, 2015.

Gross Patient Revenue, Net Patient Revenue, Other Operating Revenue, Net Operating Revenue,
Percentage of Uncollectible Accounts, Total Operating Costs, Operating Profit/Loss, Non-
Operating Revenue and Expense, and Excess Profit/Loss, as itemized in this report, were derived
from the Annual Report of Revenue, Expenses, and Volumes (Annual Report) submitted to the
HSCRC. The Annual Report is reconciled with the audited financial statements of the respective
institutions.

Thisyear’ s Disclosure Statement also includes the following three Exhibits:

e Exhibit | - Change in Uncompensated Care (Regulated Operations)

e Exhibit Il - Changein Total Operating Profit/L oss (Regulated and Unregulated
Operations)

e Exhibit Il — Total Excess Profit/Loss (Operating and Non-Operating Activities)

The following explanations are submitted in order to facilitate the reader’ s understanding of this
report:

Gross Patient Revenue refersto all regulated and unregulated patient care revenue and should be
accounted for at established rates, regardless of whether the hospital expectsto collect the full
amount. Such revenues should also be reported on an accrual basisin the period during which
the service is provided; other accounting methods, such as the discharge method, are not
acceptable. For historical consistency, uncollectible accounts (bad debts) and charity care are
included in gross patient revenue.

Net Patient Revenue means all regulated and unregulated patient care revenue realized by the
hospital. Net patient revenue is arrived at by reducing gross patient revenue by contractual
allowances, charity care, bad debts, and payer denials. Such revenues should be reported on an
accrual basisin the period in which the serviceis provided.

Other Operating Revenue includes regulated and unregulated revenue associated with normal
day-to-day operations from services other than health care provided to patients. These include
sales and services to non-patients and revenue from miscellaneous sources, such as rental of
hospital space, sale of cafeteria meals, gift shop sales, research, and Medicare Part B physician
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services. Such revenue is common in the regular operations of a hospital but should be accounted
for separately from regulated patient revenue.

Net Operating Revenue is the total of net patient revenue and other operating revenue.

Uncompensated Care is composed of charity and bad debts. Thisis the percentage difference
between billings at established rates and the amount collected from charity patients and patients
who pay less than their total bill, if at all. For historical consistency, uncollectible accounts are
treated as areduction in revenue.

Total Operating Expenses equal the costs of HSCRC regulated and unregulated inpatient and
outpatient care, plus costs associated with Other Operating Revenue. Operating expenses are
presented in this report in accordance with generally accepted accounting principles with the
exception of bad debts. For historical consistency, bad debts are treated as a reduction in gross
patient revenue.

Operating Profit/L ossis the profit or loss from ordinary, normal recurring regulated and
unregulated operations of the entity during the period. Operating Profit/Loss also includes
restricted donations for specific operating purposes if such funds were expended for the purpose
intended by the donor during the fiscal year being reported upon.

Non-Operating Profit/L oss includes investment income, extraordinary gains, and other non-
operating gains and losses.

Excess Profit/L oss represents the bottom line figure from the Audited Financial Statement of the
ingtitution. It isthe total of the Operating Profit/Loss and Non-Operating Profit/Loss. (Provisions
for income tax are excluded from the calculation of profit or loss for proprietary hospitals.)

PAU isthe general classification of hospital care that is unplanned and can be prevented through
improved care, care coordination, effective community based care, or care cost increases that
result from a PPC occurring in a hospital. The HSCRC intends to continue to refine the
measurement of PAU and thus the current PAU numbers differ from previous disclosure reports.
Changesin this report include removal of the revenue associated with PPCs and the change to
assigning readmission charges to the hospital receiving the readmission rather than the hospital
with the original admission. Currently, the following measures are included as PAU cost
measures.

e 30-day, all-cause, all-hospital inpatient readmissions, excluding planned readmissions,

based on similar specifications for Maryland Readmission Reduction Incentive Program
but applied to al inpatient discharges and observation stays greater than 23 hours and the

5



readmission revenue is assigned to the hospital receiving the readmission regardless of
where the original admission occurred.

e Prevention quality indicators (PQIs) as defined by the Agency for Healthcare Research
and Quality applied to all inpatient discharges and observation stays greater than 23
hours. The PQIs included are the 12 acute and chronic PQIs included in the PQI-90
Composite measure and PQI 02 (Perforated Appendix). It does not include PQI 09 (low
birth weight).

Readmissions refer to the methodol ogy for the Readmissions Reduction Incentive Program that
measures performance using the 30-day all-payer all-hospital (both intra- and inter-hospital)
readmission rate with adjustments for patient severity (based on discharge All Patient Refined
Diagnosis Related Group Severity of IlIness) and planned admissions. The case-mix adjusted
rate that is provided for each hospital are for inpatient discharges only and are assigned to the
index hospital.

PPCs consist of alist of 65 measures developed by 3M. PPCs are defined as harmful events (e.g.,
an accidental laceration during a procedure) or negative outcomes (e.g., hospital-acquired
pneumonia) that may result from the process of care and treatment rather than from a natural
progression of underlying disease. The conditions are excluded if present on admission
indicators show that the patient arrived at the hospital with the condition. Hospital payment is
linked to hospital performance by comparing the observed number of PPCs to the expected
number of PPCs. In this report, HSCRC only provides the case-mix adjusted PPC rate and not
the revenue associated with PPCs.

Direct Graduate Medical Education Expenditures consist of the costs directly related to the
training of residents. These costs include stipends and fringe benefits of the residents and the
salaries and fringe benefits of the faculty who supervise the residents.

Financial information contained in this report provides only an overview of the total financial
status of the institutions. Additional information concerning the hospitals, in the form of Audited
Financial Statements and reports filed pursuant to the regulations of the HSCRC, is available at
the HSCRC' s offices for public inspection between the hours of 8:30 am. and 4:30 p.m. and in
PDF under Financial Data Reports/Financial Disclosure on the HSCRC website at
http://www.hscrc.state.md.us.

Notes to the Financial and Statistical Data

1. Admissionsinclude infants transferred to neo-natal intensive care unitsin the hospital in
which they were born.



. Revenues and expenses applicable to physician Medicare Part B professional services are
only included in regulated hospital datain hospitals that had HSCRC-approved physician
rates on June 30, 1985, and that have not subsequently requested that those rates be
removed so that the physicians may bill Medicare FFS.

. The specialty hospitalsin this report are: Adventist Behavioral Health Care-Rockville,
Adventist Rehabilitation Hospital of Maryland, Brook Lane Health Services, Adventist
Behavioral Health-Eastern Shore, Levindale Hospital, Mt. Washington Pediatric
Hospital, and Sheppard Pratt Hospital.

In accordance with Health-General Article, Section 19-3A-07, three free-standing
medical facilities—Queen Anne's Freestanding Medical Center, Germantown Emergency
Center, and Bowie Health Center—fall under the rate-setting jurisdiction of the HSCRC.
The HSCRC setsrates for all payers for emergency services provided at Queen Anne's
Freestanding Medical Center effective October 1, 2010, and at Germantown Emergency
Center and Bowie Health Center effective July 1, 2011.

. Effective July 1, 2013, data associated with the University of Maryland Cancer Center
was combined with that of the University of Maryland Medical Center.

. Effective January 1, 2014, Levindale Hospital was designated by CM S as an acute care
hospital, rather than a specialty hospital.

. Effective October 1, 2014, Holy Cross Germantown Hospital was issued arate order to
begin businessin Maryland as an acute care hospital. The dataincluded in this report
contain nine months of data (October 1, 2014 to June 30, 2015) for Holy Cross
Germantown Hospital’ s first annual filing.



HEALTH SERVICES COST REVIEW COMMISSION

DISCLOSURE OF HOSPITAL FINANCIAL AND STATISTICAL DATA

FISCAL YEAR 2013 TO 2015

All Acute Hospitals

FISCAL YEAR ENDINGZ

Gross Patient Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Patient Revenue (NPR) :
Regulated Services
Unregulated Services
TOTAL

Other Operating Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Operating Revenue (NOR)
Regulated Services
Unregulated Services
Total

Total Operating Expenses:
Regulated Services
Total

Net Operating Profit (Loss):
Regulated Services
Unregulated Services

Total

Total Non-Operating Profit (Loss):
Non-Operating Revenue

Non-Operating Expenses
Total Excess Profit (Loss):

% Net Operating Profit of Regulated NOR
% Net Total Operating Profit of Total NOR

% Total Excess Profit of Total Revenue

Total Direct Graduate Medical Education:
Inpatient Readmission Charges:

Risk Adjusted Readmission Percent:
Potentially Avoidable Utilization Costs:

Risk Adjusted PPC Rate:

16,023,174,651
1,765,339,383
17,788,514,034

13,399,072,155
849,298,449
14,248,370,604

207,012,377
557,485,573
764,497,950

13,606,084,533
1,406,784,022

15,012,868,554

12,481,365,520
14,481,119,517

1,124,718,913
-592,969,975
531,748,938

-2,059,614
51,393,310
53,452,924

529,689,423

8.27
3.54
3.52

300,062,898

1,276,280,843
13.12%
1,913,586,405
0.79

15,674,388,126
1,775,574,672
17,449,962,798

12,840,037,696
803,304,981
13,643,342,677

202,547,501
470,054,013
672,601,514

13,042,585,197
1,273,358,994
14,315,944,191

12,104,941,967
13,904,654,153

937,643,255
-526,353,133
411,290,122

484,613,004
502,513,301
17,900,297

895,903,147

7.19
2.87
6.05

291,890,966

1,278,259,326
13.76%
1,888,029,399
0.96

15,134,958,583
1,705,768,368
16,840,726,950

12,408,813,933
785,699,753
13,194,513,686

207,275,726
453,864,868
661,140,594

12,616,089,659
1,239,564,621

13,855,654,280

11,938,084,662
13,681,231,529

678,004,997
-503,582,246
174,422,751

371,406,971
391,157,125
19,750,154

545,829,723

5.37
1.26
3.83

290,469,880
1,263,633,387
13.53%
1,866,347,001
1.25

2 The hospitals contained in this report make up three different fiscal year ends, June 30, 2015, August 31, 2015, and December 31, 2014. Thisis
changed from prior years' reports where the fiscal year ends were June 30, August 31 and December 31 of the same calendar year. The data contained
on this page will not match the prior years' reports.
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HEALTH SERVICES COST REVIEW COMMISSION
DISCLOSURE OF HOSPITAL FINANCIAL AND STATISTICAL DATA
FISCAL YEAR 2013 TO 2015

Anne Arundel Medical Center

FISCAL YEAR ENDING June 2015 June 2014 June 2013

Gross Patient Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Patient Revenue (NPR):
Regulated Services
Unregulated Services
TOTAL

Other Operating Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Operating Revenue (NOR)
Regulated Services
Unregulated Services
Total

Total Operating Expenses:
Regulated Services
Total

Net Operating Profit (Loss):
Regulated Services
Unregulated Services

Total

Total Non-Operating Profit (Loss):
Non-Operating Revenue

Non-Operating Expenses

Total Excess Profit (Loss):

% Net Operating Profit of Regulated NOR
% Net Total Operating Profit of Total NOR

% Total Excess Profit of Total Revenue

Total Direct Graduate Medical Education:
Inpatient Readmission Charges:

Risk Adjusted Readmission Percent:
Potentially Avoidable Utilization Costs:
Risk Adjusted PPC Rate:

562,952,500
6,805,400
569,757,900

477,344,509
6,611,300
483,955,809

7,170,500
19,782,400
26,952,900

484,515,009
26,393,700
510,908,709

437,421,849
486,102,500

47,093,161
-22,286,951
24,806,209
-40,992,000
-40,992,000
0
-16,185,791
9.72
4.86
-3.44
0
31,284,247
12.35%
53,328,489
0.85

554,132,400
6,868,600
561,001,000

451,481,300
6,553,400
458,034,700

7,047,500
18,947,490
25,994,990

458,528,800
25,500,890
484,029,690

433,202,797
471,917,600

25,326,003
-13,213,903
12,112,100
27,091,100
27,091,100
0
39,203,200
5.52
2.50
7.67
0
29,529,602
12.82%
48,842,640
0.99

541,867,800
8,377,200
550,245,000

444,013,900
7,464,500
451,478,400

8,188,700
17,847,500
26,036,200

452,202,600
25,312,000
477,514,600

436,200,149
476,400,000

16,002,451
-14,887,851
1,114,600

44,226,600
44,226,600
0

45,341,200

3.54
0.23
8.69

0
32,678,081
12.70%
53,413,474
1.10



HEALTH SERVICES COST REVIEW COMMISSION

DISCLOSURE OF HOSPITAL FINANCIAL AND STATISTICAL DATA

FISCAL YEAR 2013 TO 2015

Atlantic General Hospital

FISCAL YEAR ENDING

Gross Patient Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Patient Revenue (NPR):
Regulated Services
Unregulated Services
TOTAL

Other Operating Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Operating Revenue (NOR)
Regulated Services
Unregulated Services
Total

Total Operating Expenses:
Regulated Services
Total

Net Operating Profit (Loss) :
Regulated Services
Unregulated Services

Total

Total Non-Operating Profit (Loss):
Non-Operating Revenue

Non-Operating Expenses

Total Excess Profit (Loss):

% Net Operating Profit of Regulated NOR
% Net Total Operating Profit of Total NOR

% Total Excess Profit of Total Revenue

Total Direct Graduate Medical Education:
Inpatient Readmission Charges:

Risk Adjusted Readmission Percent:
Potentially Avoidable Utilization Costs:
Risk Adjusted PPC Rate:

June 2015

102,371,000
42,556,300
144,927,300

88,616,700
17,503,300
106,120,000

1,315,700
1,767,100
3,082,800

89,932,400
19,270,400
109,202,800

75,395,800
108,320,800

14,536,600
-13,654,600
882,000

1,560,200
1,560,200
0

2,442,300

16.16
0.81
2.20

0
5,492,878
11.50%
11,021,864
0.81
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June 2014

102,693,200
25,414,008
128,107,208

89,143,246
13,780,408
102,923,654

1,310,947
1,213,122
2,524,069

90,454,193
14,993,530
105,447,723

76,554,862
101,635,006

13,899,332

-10,086,613

3,812,719

2,461,360

2,461,360

0

6,274,080

15.37

3.62

5.81

0
5,985,872
12.88%
11,510,340
0.87

June 2013

99,487,100
20,124,652
119,611,752

81,125,900
11,081,452
92,207,352

1,917,695
1,324,606
3,242,301

83,043,595
12,406,058
95,449,653

73,821,246
94,222,926

9,222,349
-7,995,621
1,226,727

1,499,225
1,499,225
0

2,725,952

11.11
1.29
2.81

0
6,013,450
11.80%
11,336,777
0.65



HEALTH SERVICES COST REVIEW COMMISSION

DISCLOSURE OF HOSPITAL FINANCIAL AND STATISTICAL DATA

FISCAL YEAR 2013 TO 2015

Bon Secours Hospital

FISCAL YEAR ENDING

Gross Patient Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Patient Revenue (NPR):
Regulated Services
Unregulated Services
TOTAL

Other Operating Revenue:
Regulated Services
Unregulated Services
TOTAL

Net Operating Revenue (NOR)
Regulated Services
Unregulated Services
Total

Total Operating Expenses:
Regulated Services
Total

Net Operating Profit (Loss) :
Regulated Services
Unregulated Services

Total

Total Non-Operating Profit (Loss):
No