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641st Meeting of the Health Services Cost Review Commission
April 15, 2026

(The Commission will begin in public session at 12:00 pm for the purpose of, upon motion and
approval, adjourning into closed session. The open session will resume at 1:00 pm)

CLOSED SESSION
12:00 pm

1. Update on Administration of Model - Authority General Provisions Article, §3-103 and §3-104

PUBLIC MEETING
1:00 pm

1. Review of Minutes from the Public and Closed Meetings on March 11, 2025

Informational Session

1. Presentation: TBD

Specific Matters
For the purpose of public notice, here is the docket status.

Docket Status — Cases Closed

2690A Johns Hopkins Health System

2691A Johns Hopkins Health System

2692A Johns Hopkins Health System

2693A Johns Hopkins Health System

2666A University of Maryland Medical Center- Second Extension Request
2667A University of Maryland Medical Center- Second Extension Request

2. Docket Status — Cases Open

2689N Luminis Health Doctors Community Medical Center
Johns Hopkins Health System

E Confidential Data Request: Oregon Health and Science University

The Health Services Cost Review Commission is an independent agency of the State of Maryland
P: 410.764.2605 F: 41035686217 4160 Patlerson Avenue | Baltimore, MD 21215 hscre.maryland.gov
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IN RE: THE APPLICATION FOR AN *  BEFORE THE MARYLAND HEALTH
ALTERNATIVE METHOD OF RATE *  SERVICES COST REVIEW
DETERMINATION *  COMMISSION

JOHNS HOPKINS HEALTH *  DOCKET: 2026
SYSTEM *  FOLIO: 2504
BALTIMORE, MARYLAND *  PROCEEDING: 2694A

I. INTRODUCTION

On February 27, 2026, Johns Hopkins Health System (“System”) filed a renewal application on
behalf of its member hospitals Johns Hopkins Hospital, Johns Hopkins Bayview Medical Center, and Johns
Hopkins Howard County Medical Center (the “Hospitals”) for an alternative method of rate determination,
pursuant to COMAR 10.37.10.06. The System is requesting approval to continue to participate in a global
price arrangement with Carrum Health, Inc. forjoint replacement and joint replacement consult services, hip
and knee replacement, cardiovascular, CAR-T and spine surgery. The Hospitals request that the

Commission approve the arrangement for one year beginning April 1, 2026.

II. OVERVIEW OF APPLICATION

The contract will continue to be held and administered by Johns Hopkins HealthCare, LLC
("JHHC"), which is a subsidiary 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.

I1l. EEE DEVELOPMENT

The hospital portion of the updated global rates was developed 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 bills to 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 shortfalls in
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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 losses.

V. STAFF EVALUATION

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

believes that the Hospitals can continue to achieve a favorable performance under the arrangement.

VI. STAFF RECOMMENDATION

The staff recommends that the Commission approve the Hospitals' application for an alternative
method of rate determination with Carrum Health, Inc. for joint replacement and joint replacement consult
services, hip and knee replacement, cardiovascular, CAR-T and spine surgery for a one-year beginning

April 1, 2026. The Hospitals must file a renewal 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.
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Final Staff Recommendation for a
Request to Access HSCRC Confidential Patient Level Data from

The Oregon Health and Science University

Health Services Cost Review Commission

4160 Patterson Avenue, Baltimore, MD 21215

This is a final recommendation for Commission consideration at the April 15, 2026, Public Commission Meeting.
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SUMMARY STATEMENT

Oregon Health & Science University (OHSU) requests access to the Statewide Confidential
Hospital Discharge Data Sets (Inpatient) and Hospital Outpatient Data Sets (Outpatient) collected by the
Health Services Cost Review Commission (HSCRC) to support two large, federally funded projects
evaluating emergency department (ED) pediatric readiness and pediatric firearm injury outcomes. This
request represents a renewal of work previously approved by the Board of Commissioners on March
8, 2023 and July 30, 2025; there are no changes to the research aims, study design, or the confidential
data elements required for these analyses. The projects aim to assess how ED pediatric readiness
influences survival, quality of care, healthcare utilization, and costs for children receiving emergency
services, and to develop risk-prediction models and systems-level strategies to reduce morbidity and
mortality associated with firearm injuries in children. Collectively, these studies will inform clinical practice,
emergency care systems, and national health policy to optimize pediatric emergency care.

OBJECTIVE
This request includes two ongoing, unchanged research initiatives:

1. A Multi-State Evaluation of Emergency Department Pediatric Readiness
This project evaluates pediatric emergency care readiness using statewide and multi-state data
across two major readiness survey periods (2012-2014 and 2019-2021). Objectives include:
assessing guideline uptake; examining associations between ED readiness and outcomes;
evaluating costs; and developing survival-based, validated measures of pediatric readiness.
Findings will inform the National Pediatric Readiness Project (NPRP), Emergency Medical Services
for Children (EMSC), trauma system guidelines, and national health policy.

2. Risk Prediction and Optimizing Outcomes to 1-Year After Firearm Injury Among Children
Using three national cohorts, this project develops machine-learning and geospatial prediction
models for firearm injury, recidivism, healthcare utilization, and 1-year mortality. It also evaluates
which ED and hospital characteristics most influence survival after firearm injury. These findings will
inform primary, secondary, and tertiary prevention strategies and guide revisions to trauma triage
guidelines, trauma center verification standards, and pediatric readiness policy.

Together, these projects address critical scientific gaps and have direct implications for reducing
preventable mortality, improving emergency care quality, and guiding national pediatric health policy.

Oregon Health and Science University received approval from the Maryland Department of Health (MDH)
Institutional Review Board (IRB) on March 10, 2026, and the MDH Strategic Data Initiative (SDI) office on
June 30, 2025.

(The Data will not be used to identify individual patients. All PHI will remain at the University of Utah for the
purpose_of record linkage and will be destroyed immediately after linkage is complete. The de-identified
limited dataset will be retained by Oregon Health & Science University until project completion on
December 31, 2026. At that time, all Data will be destroyed, and a Certification of Destruction will be
submitted to the HSCRC.)
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REQUEST FOR ACCESS TO THE CONFIDENTIAL PATIENT LEVEL DATA

All requests for the Data are reviewed by the HSCRC Confidential Data Review Committee (“the
Review Committee”), which includes representatives from HSCRC and the MDH Environmental Health
Bureau. The Review Committee evaluates whether:

The proposed study or research is in the public interest;
The study or research design is sound from a technical perspective;

The organization is credible;
The organization is in full compliance with HIPAA, the Privacy Act, Freedom Act, and all other state

and federal laws and regulations, including Medicare regulations; and
5. The organization has adequate data security procedures in place to ensure protection of patient

HAw bR

OHSU requests approval to use confidential patient-level data for Calendar Years 2012 through 2021.
These datayears are essential for constructing the study cohorts, performing probabilistic linkages with vital
statistics, examining pre- and post-survey pediatric readiness periods, and estimating longitudinal
outcomes. The limited PHI variables requested include date of birth, patient home ZIP code, and all
relevant service dates (date of service, discharge dates, procedure dates). These fields are required for
linkage and for generating distance, timing, and survival-related variables. All PHI will remain exclusively at
the University of Utah Data Coordinating Center and will be destroyed following linkage; only de-identified
limited datasets will be provided to OHSU for analysis, in accordance with the approved Data Security Plan.

The Review Committee unanimously agreed to recommend approval. As with all confidential data
approvals, OHSU will provide annual progress reports and will submit the final project report to the HSCRC
prior to public release.

STAFF RECOMMENDATION

1. HSCRC staff recommends that the request by Oregon Health & Science University for the Data
for Calendar Years 2012 through 2021 be approved, with the understanding that components of
this work were previously approved at the HSCRC Public Meeting on March 8, 2023 for the
project “Risk Prediction and Optimizing Outcomes to 1-Year After Firearm Injury Among Children,”
and previously approved at the HSCRC Public Meeting on July 30, 2025 for the project “A
Multi-State Evaluation of Emergency Department Pediatric Readiness.”

2. This access will include limited confidential information for subjects meeting the criteria for the
research.




maryland

health services

cost review commission

Final Staff Recommendation for a Request to Access HSCRC

Confidential Patient Level Data Request from

Johns Hopkins University Bloomberg School of Public Health for
the AIDS Linked to the Intravenous Experience (ALIVE) Study.

Health Services Cost Review Commission

4160 Patterson Avenue, Baltimore, MD 21215

This is a final recommendation for Commission consideration at the April 15, 2026, Public Commission Meeting.
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SUMMARY STATEMENT

Johns Hopkins University Bloomberg School of Public Health requests access to the Statewide Confidential
Hospital Discharge Data Sets (Inpatient) and Hospital Outpatient Data Sets (Outpatient) collected by the
Health Services Cost Review Commission (HSCRC) to support continued linkage of clinical encounter,
diagnostic, procedural, outcome, and cost data for participants in the AIDS Linked to the Intravenous
Experience (ALIVE) Study, an ongoing observational cohort of adults in Baltimore with a history of
injection drug use. This request represents a revision/renewal of a previously approved data request,
which was approved at the HSCRC Public Meeting on October 9, 2024. The ALIVE cohort (established in
1988) uses biannual study visits, clinical evaluations, surveys, and biospecimen collection to characterize
injection-drug-use patterns, HIV and co-infection morbidity, overdose incidence, and long-term health
outcomes in Baltimore. The continuation of HSCRC data linkages—via CRISP—will allow the research
team to ascertain and validate hospital-based healthcare utilization, critical clinical outcomes, and emerging
public health events such as overdose episodes and blood-borne infection outbreaks. This application
seeks to expand the approved linkage window to include Calendar Years 2015 through 2026, the
maximum allowable period for continued annual linkage. All ALIVE participants provide informed consent
authorizing linkage to medical records and health registries.

BACKGROUND

The purpose of this request is to continue annual linkage of ALIVE participants to HSCRC's grouped
inpatient and outpatient confidential discharge data through CRISP. These data enable the study team to
analyze clinical outcomes, healthcare utilization, and cost patterns among individuals at high risk for
overdose, HIV progression, and other comorbidities.

The public health benefit is significant: ALIVE addresses two of Maryland’s most critical public health
challenges, the overdose epidemic and the HIV epidemic. The HSCRC datasets will provide essential
information for evaluating:

Clinical encounters and outcomes
Hospital-based diaghoses and procedures
Overdose events and management
Disease incidence and progression

Costs and patterns of healthcare utilization
Burden of comorbidities

Blood-borne infection outbreaks

These insights support evidence-based clinical interventions, policy development, and predictive modeling
that will benefit Maryland’s public health systems and communities. Johns Hopkins University Bloomberg
School of Public Health received IRB approval on January 18, 2024, and MDH Strategic Data Initiative
(SDI) approval on February 4, 2026.

(The Data will not be used to identify individual patients. Identifiers used for CRISP linkage will be destroyed
immediately following linkage. De-identified HSCRC case-mix data linked to ALIVE study IDs will be
retained until the study is completed. In accordance with the ALIVE IRB protocol, all study data will be
securely stored and subsequently destroyed 10 years after the study concludes, and a Certification of
Destruction will be submitted to the HSCRC.)
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REQUEST FOR ACCESS TO THE CONFIDENTIAL PATIENT LEVEL DATA

All requests for the Data are reviewed by the HSCRC Confidential Data Review Committee (“the Review
Committee”). The Review Committee included representatives from the MDH Environmental Health Bureau.
The role of the Review Committee is to determine whether the study meets the minimum requirements
listed below and to assist HSCRC staff in making recommendations for approval to the Commission at its
monthly public meeting:

The proposed study or research is in the public interest;

The study or research design is sound from a technical perspective;

The organization is credible;

The organization is in full compliance with HIPAA, the Privacy Act, Freedom Act, and all other state
and federal laws and regulations, including Medicare regulations; and

5. The organization has adequate data security procedures in place to ensure protection of patient
confidentiality.

AL

The Review Committee voted unanimously to give Johns Hopkins University Bloomberg School of Public
Health, access to the Data. As a condition for approval, the applicant will be required to file annual progress
reports to the HSCRC, detailing any changes in goals, design, or duration of the project; data handling
procedures; or unanticipated events related to the confidentiality of the data. Additionally, the applicant will
submit a copy of the final report to the HSCRC for review prior to public release.

STAFF RECOMMENDATION

1. HSCRC staff recommends that the request by the Johns Hopkins University Bloomberg School
of Public Health for access to the Data for Calendar Years 2015 through 2026 be approved,
with the understanding that the ALIVE Study data linkage was previously approved at the
HSCRC Public Meeting on October 9, 2024.

2. This access will include limited confidential information for subjects meeting the criteria for the
research.
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March 12, 2026

Dr. Jon Kromm

Executive Director

Health Services Cost Review Commission
4160 Patterson Avenue

Baltimore, MD 21215

Dear Executive Director Kromm,

On behalf of MedStar Health, Inc (MedStar) and the system’s seven Maryland hospitals, thank you for
the opportunity to provide comments on the Potential Principles and Parameters for the development of
a Health System Transformation & Facility Conversion policy presented at the February 11, 2026, Health
Services Cost Review Commission meeting. Included in this letter are MedStar’s responses to each of
the six questions that the HSCRC is seeking stakeholder input on, however, MedStar wishes to provide
some general comments in addition to directly responding to each question.

Prioritizing development of the fundamental policies necessary for January 1, 2028
implementation is key to success.

MedStar understands the desire to manage resources across the state and solve issues related to access
to care as part of this new AHEAD model. However, now is not the time to take on this expansive new
policy. These topics are challenging and complicated and resolving these issues fully, or in part, through
system transformation efforts will take significant time and resources to study and develop meaningful
and actionable policies that will be fully supported by stakeholders. Therefore, MedStar has concerns
over the HSCRC'’s prioritization of this policy development between now and January 1, 2028, when the
major changes are implemented under the AHEAD Model. The limited resources and capacity of the
HSCRC and stakeholders should be prioritized to ensure payment and other foundational policies are
prepared for AHEAD before embarking on the development of any new far-reaching policies. MedStar
believes the focus of the HSCRC and the industry over the next 18 months should be on the January 1,
2028, transition within the new AHEAD model. Our focus should be on the innumerable questions and
concerns related to the new structure with CMS managing the GBR for Medicare and the HSCRC
continuing to regulate rates and the GBR for Medicaid and commercial payors. The future stability of the
rate setting system and Maryland’s hospitals and health systems depends on it. Without stability, the
quality and availability of health care Marylander’s have come to expect will be at risk.

In response to the specific questions posed for comment and feedback, MedStar offers the following
additional thoughts for consideration.

It’s how we treat people.




1

Identifying focus geographic areas: how should HSCRC identify regions of the state where
such health system transformation offers the opportunity to improve access to care and health
outcomes, while lowering overall costs? What specific metrics should be utilized?

MedStar Response

Any analysis conducted by the HSCRC to identify geographic areas in Maryland where health
system transformation could be appropriate should be done objectively and in collaboration with
stakeholders - hospital/health systems, community physicians & other providers, patient
advocacy groups, and other community leaders — and needs to include an assessment of the
availability and appropriateness of care across the continuum, not just hospital capacity.

Metrics can include: provider ratios (primary care & specialists) to population, number of hospital
beds, hospital occupancy rates, average patient travel times, average patient appointment wait
times, rate of insurance coverage, out of pocket healthcare costs, preventative care use rates,
emergency department use rates and wait times, & rates of potentially avoidable hospital
utilization. Behavioral health, post acute and other areas of need beyond acute care should also
be considered.

MedStar urges the HSCRC to consider health equity when making any assessment that identifies
a geographic area in Maryland as suitable for health system transformation or facility conversion.
Despite the successes of the Maryland Demonstration Model in its various iterations, significant
health disparities and inequities remain across the state from the rate of adequately insured
individuals, to the availability and ease of access to healthcare services. It is no surprise that
some of the most disadvantaged communities in Maryland also have the most opportunity for total
cost of care savings and reductions in hospital capacity when assessed on a number of metrics.
These communities, lacking other pathways to healthcare services, rely on hospitals often as their
point of access to the healthcare system while conversely, communities that are
socioeconomically more advantaged have greater access to healthcare services in a setting that
is most appropriate and most cost effective.

identifying focus hospitals: should the HSCRC focus on discussions with specific types of
hospitals? If so, which ones are in the best position to make this transition and why? Alternatively,
should the HSCRC establish a process to identify focus hospitals within key geographic areas?
And if so, what should that process look like?

MedStar Response

If the development of a facility conversion policy moves forward, MedStar urges HSCRC to
abandon any pre-conceived notions regarding which hospitals & what types of facilities might be
in the best position to make a transition and instead let any identification of potential hospitals that
may be appropriate for conversion be guided solely through an objective data driven analysis.
Such an analysis needs to include a comprehensive evaluation of the healthcare delivery system
across the continuum of care in any given region. The metrics stated in the response to question
1 should be included in any such evaluation, in addition to other factors such as cost of care,
occupancy rates, volume declines under GBR and the Maryland Total Cost of Care Model, and
observed/projected demographic trends. The identification of any facilities through such an
analysis needs to be applied uniformly, regardless of geographic region, and the HSCRC should
not limit the identification of any such hospitals to ‘key geographic areas’. Success under the
AHEAD Model in continuing to improve healthcare delivery in Maryland and limiting growth in




healthcare costs is an endeavor that requires effort across the state and across all stakeholders
in the healthcare system, it is not something that will be achieved by limiting healthcare
transformation activities of such a magnitude to only certain regions identified by the state.

3. Additional services: if an acute care hospital closes or transitions to a different type of facility,
how should HSCRC assess the type and quantity of new services to replace the previous
services, to assure that the overall access to care improves?

MedStar Response

While MedStar appreciates the HSCRCs intent of ensuring that there is adequate access to
healthcare services across Maryland, health system organizational decisions around service
offerings need to be made in concert with stakeholders in the communities these hospitals serve,
align with the strategic vision and goals of any such health system as they drive to improve the
health of their communities, and be based on the needs of the community both now and in the
future. Hospitals through their community needs assessments and other partnerships and
interactions are well-positioned to provide valuable perspectives.

4. Emergency department wait times: how can HSCRC assure that facility transitions will not
further increase emergency department wait times?

MedStar Response

By its nature, the elimination of services at a facility through conversion from an acute care
hospital will likely have a negative impact on emergency department wait times in the region.
Eliminating hospital beds and emergency department treatment spaces will not improve
emergency department wait times. However, through investments in post-acute care availability
and care management, funded through the savings generated from the facility transition, the
increase in emergency department wait times any facility conversion is likely to cause could
potentially be mitigated.

5. Savings expectation: what share of savings should be returned to healthcare purchasers? What
share should be redirected to the health of the community served by the health system? How
should the various priorities for savings be balanced to align incentives across all parties to
promote efficient and effective healthcare delivery?

MedStar Response

The HSCRC should prioritize the redirection of any total cost of care savings to further population
health activities and address access issues in the community where such a conversion takes
place. As well intentioned and thoughtful any facility conversion might be, the elimination of any
acute care hospital capacity in a community will have effects downstream and could threaten
patient care access and outcomes. Mitigating this requires a corresponding investment in the
health of any such community before, during, and after any such facility conversion. Further,
achieving the goals of the AHEAD model is going to require substantial investments in population
health and care transformation across the state at a time when hospitals and health systems
continue to struggle financially in the post-pandemic landscape and are facing substantial revenue
impacts from federal reimbursement policy changes. Commercial payors in Maryland have long
accrued financial benefit from the elimination of cost shifting under the state’s all-payor model and
the constraints on hospital revenue growth that global budget revenue places on health systems.
The expected reduction in Medicaid coverage as a result of the OBBB act will mean more




uninsured residents and will increase the cost of uncompensated care on providers. Before any
savings generated through facility conversions is retumned to insurance carriers, the HSCRC must
ensure that adequate financial resources are provided to Maryland’s health care providers — on
whose shoulders success or failure under the AHEAD Model will ultimately rest.

MedStar appreciates the opportunity to comment on this topic which is of critical importance to Maryland’s
hospitals and health systems. If you have any questions regarding any of the above or wish to discuss
any of MedStar's comments further, please do not hesitate to contact me. MedStar stands ready to
collaborate with the HSCRC and other stakeholders in the development of policies that serve
Marylander’s healthcare needs and set the state up for success in achieving the goals and requirements
of the AHEAD Model.

Sincerely,

A

Mike Wood
Vice President of Revenue Management & Reimbursement
MedStar Health

cc: Susan Nelson, MedStar Health
William Henderson, HSCRC
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Overview of Recommendation

Staff are recommending to reverse the Select Volume Realignment Recommendation that was
approved by the Commission on December 10, 2025.

Select Volume Realignment Recommendation

Kaiser Permanente is an integrated healthcare delivery system that provides health plan coverage
and coordinated medical services to over 750,000 members in the Mid-Atlantic States Region,
which includes Maryland. Kaiser Permanente (Kaiser) does not operate its own hospital facilities
in Maryland; instead, it partners with a network of Maryland hospitals (Core Hospitals) to provide
hospital based services to its members. Kaiser is currently transitioning a portion of its members'
hospital based services from facilities outside of its network to Core Hospitals. To help facilitate
this realignment and in consideration of the complexity of the previous adjudication process the
Select Volume Realignment Policy adopted the following:

= For select hospitals, Kaiser volumes and revenues that are usually evaluated in the Market
Shift policy (charges associated with ECMADSs) will be removed from global budget
revenues for the period of January 1, 2026, through June 30, 2027. Select hospitals are
defined as follows:
= Greater than 5 percent of total Kaiser Revenue statewide regardless of Kaiser share
of GBR, i.e., supersedes other required criteria
= Greater than $5 million in annual charges and greater than 2 percent of global budget
revenue, however,
= Various Exclusions
» Specialty Hospitals — Shock Trauma, Shady Grove Hospital
= Hospitals with a preponderance of Kaiser revenue attributable to non-elective
care (i.e., >96.85% of charges have an EMG rate center charge —top quartile
for prior list of material Kaiser hospitals)
= Allow removed Kaiser volumes and revenues to be reimbursed in real time through a
volume-variable evaluation, using HSCRC rates.
= On July 1, 2027, build back into global budgets removed Kaiser volumes and revenues
based on volumes reimbursed through a volume variable evaluation from January 1, 2026
through December 31, 2026.

Update on Implementation

For several months, Staff and Kaiser-impacted hospitals have raised concerns over
implementation aspects of the Select Volume Realignment policy. Since approval, both staff and
1
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hospitals have encountered a number of implementation challenges and complexities associated
with the policy design. Key issues include, but are not limited to:

e Small cell size concerns: Removing Kaiser patient-level records of the selected 13
hospitals from market shift calculations may result in statistically unstable or skewed
outcomes for certain hospitals on the Statewide marketshift run.

e Divergent volume trends: There are mismatched utilization trends between Kaiser and
non-Kaiser populations, creating challenges in managing compliance alongside any other
volume shifts.

e Interaction with other policies: Additional analysis is required to ensure Kaiser volume
treated as fee-for-service is not double counted across other policies (e.g., surge,
complexity adjustments).

e Financial reporting challenges: Hospitals have expressed difficulty in determining
appropriate revenue recognition for financial reporting purposes.

These challenges, combined with the timing of the policy alongside the transition to the AHEAD
Model, make implementation particularly difficult at this time.

Recommendation

Staff recommend that the Commission reverse the Select Volume Realignment Policy adopted in
December 10, 2025 Commission meeting. In its place, staff would handle the adjustments related
to these shifts through a payer driven volume shift service line exclusion using an adjustment to
the standard market shift approach as outlined in the Market Shift Refinement policy adopted by
the Commission in December 2025. This approach is consistent with the Commission’s approach
prior to the adoption of the Select Volume Realignment Policy. No further Commission action
would be required.
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