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Alternative Method of Rate Determination
Johns Hopkins Health System

Request for Extension

November 12, 2025




I Johns Hopkins Health System- Request for Extension

« On July 25, 2025 staff approved a 3-month extension of the alternative rate
arrangement between Johns Hopkins Health System (JHHS) and Cigna Health
Corporation (Cigna), Proceeding 2657A. The extension expires on November 30,
2025.

* On October 21, 2025 JHHS requested the Commission extend the rate arrangement an
additional two months to complete contract negotiations with Cigna.

« Staff's review of historical data has shown the rate agreement has been favorable.

« Staff recommends the 2-month extension be granted contingent upon completion of
negotiations by January 31, 2026. If negotiations are not completed by this date, staff
recommends that no more services be provided under arrangement until a new
application is submitted.
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Update on Medicare FFS Data & Analysis

November 2025 Update
Data through July 2025, Claims paid through September 2025

Data contained in this presentation represent analyses prepared by HSCRC staff based on data summaries provided by the
Federal Government. The intent is to provide early indications of the spending trends in Maryland for Medicare FFS patients,
relative to national trends. HSCRC staff has added some projections to the summaries. This data has not yet been audited
or verified. Claims lag times may change, making the comparisons inaccurate. ICD-10 implementation and EMR conversion
could have an impact on claims lags. These analyses should be used with caution and do not represent official guidance on
performance or spending trends. These analyses may not be quoted until public release.




Actual Growth Trend (CY month vs. Prior CY month)

65.0%
55.0%
45.0%
35.0%
25.0%
15.0%

I \edicare Hospital Spending per Capita

5.0%
-5.0%
-15.0%
-25.0%
-35.0%
-45.0%

62100
Gz-nr
Gg-1dy
Gg-uer
¥Z2100
pz-ine
pz-1dy
pg-uer
€200
gz-ne
gz-1dy
gg-uer
22100
zz-nr
gg-1dy
ze-uer
12900
Lz-ine
12-1dy
\g-uer
02400
oz-ine
0z-1dy
0g-uer
61100
BL-Nr
6L-1dy
6L-uer
81100
gL-ne
gl -idy
gL-uer
L1900
ZLAne
L1-1dy
LL-uer
91490
gL-ne
g -1dy
gL-uer
G190
gL-ne
GL-1dy
GL-uer
71900
pLAne
pl-1dy
pL-uer

B National Hospital

B Maryland Hospital

ICes

-
cost review commission

maryland
health serv

CY16 has been adjusted for the undercharge.



I \edicare Non-Hospital Spending per Capita
Actual Growth Trend (CY month vs. Prior CY month)
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I \edicare Hospital and Non-Hospital Payments per Capita
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I \edicare Total Cost of Care Spending per Capita
Actual Growth Trend (CY month vs. Prior CY month)
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I \edicare Total Cost of Care Payments per Capita
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I \aryland Medicare Hospital & Non-Hospital Growth
CYTD through July 2025
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Il HSCRC AHEAD Model Policy Timeline (2025-2026)

A. Policy Updates Already Planned

* The timeline for these items has already been discussed at HSCRC meetings.

» The AHEAD Model will require changes to some core HSCRC financial policies.

+ Policy development work not explicitly required by the AHEAD Model, but where policy
changes can promote success.

* These items involve significant leadership outside HSCRC, with a role for HSCRC in policy
development and implementation.
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Il HSCRC AHEAD Model Policy Timeline (2025-2026)

Market Shift
Demographic Factor w D WIF | WIF —> (Possibly Retrospective to Jan 1)
Respiratory Surge D F [=F¥25iimp D F | —>F¥28impact ] [

Global Budget Carveouts —>

Aligning Quality Metrics with CMS
Major Capital Program F D F
Medicare Hospital Global Budget

supplemental payments and exclusions
Care Innovation P D F |—=

GEBR 2028 Policy Review

—

—

C. AHEAD-Related HSCRC Policy Ch?l
Physician Cosis P
Efficiency Policy
Preventable Ufilization - Length of Stay w D F |—= —_—>
Preventable Ulilization - Avoidable Use P w w D F |-
Health System Transformation Policy P

o
b

—>

Maryland-Specific Mefrics for AHEAD
GME/Workforce Strategy P P D P P P F
Denials
Medicare Advantage P
Post-Acute Strategy P P D P P P F
Cost-Shifting P
TCOC and Primary Care Targets P P P D F
Choice and Competition P P P D P P F ——
Emergency Department Wait Times w D w F

3

5

Key
P Public Input

W: Workgroup maryland
D: Draft Recommendation
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F: Final Recommendation .
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Il HSCRC Policy Work Currently Underway

Updating the Marketshift Population-Based Methodologies | Better reflect the different variable costs of different types of services
Methodology and to consolidate those markets that are statistically unstable, in

. . ) response to hospital concerns..
Anticipated implementation: January

2026
Risk-Adjusting the Demographic Population-Based Methodologies | Develop a methodology to risk-adjust the demographic adjustment for
Factor the update factor.

Anticipated implementation: July
2026, retrospective to January 2026

Respiratory Surge Population-Based Methodologies | Adopt a methodology to distribute approved funds for the 2024-2025

S ] respiratory season, then to determine the methodology going forward.
2024-2025 allocation finalized in

December 2025

maryland
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Il HSCRC Core Policy Changes for AHEAD

Global Budget Carveouts

Anticipated implementation: July 2026

Population-Based Methodologies, Medical
Economics and Data Analytics

Determine services that could be carved out of global budgets and still
meet AHEADs' 85-percent hospital revenue population-based requirement.

Aligning Quality Metrics with CMS

Policy development in 2026, payment

adjustments starting in 2028

Population-Based Methodologies, Medical
Economics and Data Analytics

Adapt and align Maryland hospital quality programs with national policies,
including considerations for Medicaid and commercial programs.

Major Capital Program

Policy development and
implementation in 2026

Population-Based Methodologies

Assure existing commitments and develop an approach for future
investments.

Medicare Hospital Global Budget
Supplemental Payments and
Exclusions

Policy development and
implementation in 2026

Population-Based Methodologies, Medical
Economics and Data Analytics

Work with stakeholder to coordinate funding across Medicare and HSCRC
global budgets, to evaluate funding for items such as disproportionate
share hospital payments and graduate medical education.

Care Innovation

Early 2026

Medical Economics and Data Analytics,
Population-Based Methodologies

Expand and transition innovative incentive programs, e.g., Care
Transformation Initiatives and Regional Partnerships, such as GBRICS.

GBR 2028 Policy Review

Implementation as appropriate upon
review

Hospital Rate Regulation, Medical
Economics and Data Analytics, Population-
Based Methodologies, Health Data
Management and Integrity

Review each global budget policy and input to determine potential updates
as a result of changes due to AHEAD, then effectuate across data
collection, rate-setting, policy evaluation and quality.




I \ajor Capital Policy: Existing Commitments

The Commission is committed to honoring capital funding requests that
have been approved and have a go-live date after 2026 and will work with
Impacted hospitals and CMMI to account for obligated rate increases.

" .-,.*.f health services | 18
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I AHEAD-Related HSCRC Policy Changes

Physician Costs Medical Economics and Provide policymakers with cost-analysis data on hospital-based
) Data Analytics, Population- | physicians.

Data presentation October 2025 Based Methodologies
Efficiency Policy Population-Based Seek public input on options to update the efficiency policy.

] ] ] Methodologies
Policy development and implementation
in 2026
Preventable Utilization Population-Based Develop policies for length of stay, as well as avoidable use.

) , Methodologies

Length of stay: Policy development in
2025-2026; payment adjustments in 2027
Avoidable use: Policy development early
2026
Health System Transformation Policy Medical Economics and Identify needed changes under AHEAD for system transformation, e.g.,

] o Data Analytics, Population- | excluding latent demand-based service line changes from Marketshift and
Policy development starting in early 2026 | Based Methodologies broader facility changes.
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I Multi-Agency Priorities

Maryland-Specific Measures for AHEAD
Policy development spring 2026

MDH (Population Health),
HSCRC, MHCC, MIA

*Coordinated by Regulatory Working Group

Statewide population health and quality measures will be selected and
designed to be mutually-reinforcing with hospital quality programs.

GME/Workforce Strategy*
Policy development spring 2026

MHCC, MDH, HSCRC

Statewide workforce development strategy will incorporate comments
received by HSCRC regarding potential new approaches to GME.

Denials

MIA, MDH (Medicaid),
HSCRC

Work with insurers on best practices for denials.

Medicare Advantage*
Policy discussions 2025; implementation 2026-2027

MIA, MDH, HSCRC

Maryland has the opportunity to propose/implement stabilization options with
an eye on the decision timeframe for the CY 2027 plan year.

Post-Acute Strategy*
Policy development spring 2026

MHCC, MDH, HSCRC

A multi-agency approach to strengthen quality and availability of post-acute
options will facilitate discharge and placement.

Cost-Shifting*
Policy discussions 2025; implementation in 2028

Governor’s Office, MIA,
MDH, MHCC, HSCRC

Achieving the savings targets under the AHEAD Model may require shifting
costs to commercial consumers.

TCOC and Primary Care Targets*
Policy development early 2026; due September 2026

MHCC, MDH, HSCRC, MIA

AHEAD requires all-payer targets for TCOC growth and primary care
investment, in addition to existing Medicare FFS targets starting in 2028.

Choice and Competition*
Policy plans due December 2026, implementation 2029

HSCRC, MDH (Medicaid),
HSCRC, MHCC, MIA,
PDAB

Maryland needs to select and implement policies to enhance choice and
competition, to be effected prior to CY 2029.

maryland
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I \ulti-Agency Priorities: Updates and Upcoming Opportunities

- Cost-Shifting and Medicare Advantage

Stakeholder listening sessions held late October and early November
Draft policy proposal under development for public comment
Governor’'s decision anticipated prior to the end of the year

- All-Payer Total Cost of Care Growth and Primary Care Investment
Targets

Stakeholder engagement opportunities forthcoming (anticipated for January)
Executive Order due December 2025

Draft targets and methodology for CY 2027-CY 2030 due May 2026

Final targets and methodology for CY 2027-CY 2030 due September 2026
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2025 Updates to HSCRC'’s Financial Assistance and
Medical Debt Regulations
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Il Request: Approve Regulations for Promulgation

Next Steps/
Timeline

Final Submission

to Department of By Nov. 19
State Documents Approval by Commissioners will update these
regulations for the first time in 5+ years, after
multiple Statute changes and two rounds of
HSCRC workgroups (in 2023 and 2025). This
update will provide additional avenues and
: . : protections for patients paying for hospital
F'”aRl Printed in Dec. 1 services, at a critical time %:yr SI]\/Iarylanders.
eqister
Note: HSCRC staff emphasized that the
purpose of the 2025 workgroup was to
discuss areas of regulations that were
impacted by changes made to statute since
1st Possible September 2023 and not to revisit issues that
Effective Date (10 Dec. 11 were raised and thoroughly vetted previously. )
days)
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— Response to Public Comments (UMMS)

After Commission approval in July 2025, HSCRC staff forwarded proposed “draft” regulations to AELR to allow for publication in
the Maryland Register and for an additional 30-day public comment period. Comments received are summarized below.

General theme: Repetitive information across materials in the following policy These changes are either part of statute and thus

areas, as well as changes to font size requirements, creates an not subject to change by the HSCRC or are
administrative and financial burden and opens the door to version control outside the scope of the language HSCRC
concerns in the future. focused on in the 2025 work group. Furthermore,

we believe the additional cost to hospital is worth

« Sharing information on how to apply for a payment plan - , \ : _
the additional information provided to patients.

« Reconsideration of the denial of free or reduced-cost care
» Establising a process for making payment plans available to all patients
» Description of payment plans

Better understand how other hospitals interpret requirements around This is language from statute and thus not

deceased patients. subject to change by the HSCRC. Sharing of
information and perspectives is a matter for
hospitals to consider.
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Demographic Adjustment Draft Recommendation

November 12, 2025







I Two Estimates Drive the Demographic Adjustment

Statewide population growth determines the amount of funding to be provided via the Demographic Adjustment, while
age-adjusted population growth determines the distribution of the funding at the hospital level

Statewide DA Distributio.n of DA
Funding

Funding

p

= Hospital A
= Hospital B
Hospital C

= Statewide

Statewide population growth determines the “size of

the pie.” The distribution of funding at the hospital level is based on the

share of age-adjusted population growth.
Examp_l < WA o op ulat_i oL el 2y 2_% YOY S0 Example: Hospital C above is attributed 50% of the total age-
stat§w1de_ Demographic Adjustment funding is capped adjusted population growth statewide because of its market
£ 276 O SIEIE TEVERUE: Share, and therefore receives 50% of total DA funding.

Focus of POllcy Revision maryland
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I Many Factors Impact Hospital Utilization and Costs

While the statewide population growth doesn’t account for all factors impacting hospital utilization and the costs to

treat patients, it has served as a reasonable governor for determining the statewide funding to be provided under a
per capita Model.

Other Factors Impacting Hospital Utilization & Costs to Treat Patients

W B = B A de i

Population Use Rates Acuity Shifts in Care Innovation & Socioeconomic Other Factors
Aging’ Settings Technology Factors

The Volume Workgroup explored if there was a more nuanced governor available to account for aging and other factors
that might offset or increase the effect of aging. This necessitated national assessments because Maryland
utilization patterns reflect TCOC Model impacts.
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Note (1): Population aging is used to determine the distribution of Demographic Adjustment funding. Other factors
listed above are not directly considered in the Demographic Adjustment Methodology.




Il Guiding Principles for Demographic Adjustment Review

Guiding Principle

Comment

Account for Year-Over-Year
1 Changes in Hospital Use
Rates

The current age-adjusted growth statistic is based on an evaluation of current year variation in per member per year (PMPY)
spending. If average PMPY spending changes each year in line with secular trends, using the current age-adjusted growth statistic
will fail to account for changes in trend

2 Account for Total Risk Change

Aging is one of the most significant factors in changing hospital use rates, but it is not the only factor. To accurately modify
population growth projections for changing risk profiles, total risk change should be accounted for.

Align with AHEAD
3 Methodology When Possible

The AHEAD Financial Specifications calls for Medicare Hospital Global Budgets to be adjusted for population growth that is risk
adjusted for changes in Hierarchical Condition Categories (HCC’s), which is risk adjustment model that accounts for aging and
several other factors (e.g., disability status, diagnoses). While HCC’s (or a similar grouper) is not available on a total population
level, the AHEAD Model is clearly declaring its intention to adjust population growth for total risk change.

Do Not Build in All TCOC
4 Model Impacts into Estimating
Future Demand

One particular approach to assessing use rate changes would be to longitudinally assess changes in utilization in Maryland since the
start of Global Budgets in 2014. While this might make sense for various types of services that have generated savings and the
State would not want to unwind through a revision to the Demographic Adjustment (e.qg., site neutral service offerings), using
Maryland experience for all use rate change would build in Model effects and would create an unsustainable Model that might
compromise access. Conversely, as part of this methodology review staff did not want to replicate national use rates that the
Maryland Model was intended to fix, like the preference for hospital-based outpatient procedures.

Consider Baseline
Methodology Decisions that
5 have Impact on Population
Governor in Demographic
Adjustment

Similar to other reviews of methodologies, staff took this opportunity to review all the underpinnings of the population governor in the
current Demographic Adjustment policy. Due to timing constraints, staff did not review the distribution logic in the Demographic
Adjustment, nor did it review if there were better data sources to more accurately project population change.
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B Staff Recommendations on DA Considerations

- Policy Consideration Staff Recommendation

Fund Age-Adjusted
Demographic Growth
currently calculated in
Demographic Adjustment

policy

Fund HCC Adjusted
2. Population Growth for
Medicare

Fund Population Growth with
3. National Demand Modifier
Applied

Apply Variable Cost Factor to
DA Funding

Exclude DA Funding from
Volume Variable Services

May require assessing the degree to

which Maryland HCCs are not indicative

of risk change due to suboptimal nature
of input risk variables

Will necessitate similar future
assessments to ensure retrospective
analysis of 1% demand growth over 10
years is indicative of ongoing trends

May require additional assessments to
determine if longer term fixed costs
need to be accounted if a variable cost
factor is applied

Will require a future workgroup
engagement to establish all volumes
that will be carved out of population
based payments moving forward.

Reject - Staff do not recommend funding an additional 0.65% per year for “age
adjusted growth” as it does not account for year over year secular changes and it does
not account for complete risk change. Additionally, staff are concerned that utilizing a
flawed statistic to inflate volume growth will potentially incentivize hospitals to grow
avoidable volumes, e.g., readmissions, PQIs, and inpatient length of stay.

Reject - Staff believe, at this time, it is unwise to utilize a Medicare risk adjustment model
that Maryland hospitals may have underreported values for. Additionally, data isn't
available to support populations other than Medicare so this would result in an
inconsistent adjustment.

Support - Staff believe this is the most reasonable modifier to population growth that
can be applied on all-payer basis for the next two calendar years, as the State
transitions into a bifurcated Model where CMMI will adjust Medicare volumes with the
HCC risk adjustment model and the HSCRC continues to adjust volumes for population
growth and an assessment for appropriate national demand changes.

Reject - Staff believe the exact value to account for variable costs and necessary fixed
costs for ongoing population related volume growth is not currently established, nor
easily ascertained. Thus, does not recommend applying a variable cost factor at this
time.

TBD - Staff believe that the application of a population growth statistic on volumes
adjudicated through a separate volume variable policy is flawed. Thus, staff
recommend against applying the demographic adjustment in that instance. However,
the extent of volume carved out of population based payments is still under
development and subject to contractual requirements in the AHEAD State Agreement,
so staff recommends delaying the implementation until carved out volumes are known.
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I Appendix B: Results of Changes in Maryland Outpatient Days per
Thousand Due to Demographics and Changing Practice Patterns

Maryland Outpatient Utilization Pattern Year Util Pattern Change
EIPDs 2013| 2014| 2015| 2016| 2017| 2018| 2019] 2020| 2021| 2022| 2023|  (2023/2013)

Demo 2013| 407 405 396 406 414 369 387 296 332 338 345 -15.2%

Year 2014 411 409 400 410 418 373 391 299 335 341 349 -15.2%

2015| 414 412 403 413 421 376 394 301 338 344 352 -15.1%

2016| 417 415 406 416 424 379 397 304 341 346 354 -15.1%

2017| 420 418 409 418 426 382 399 306 344 349 357 -15.0%

2018| 423 421 412 421 429 385 402 308 346 352 360 -14.9%

2019| 425 423 414 423 431 388 405 310 349 354 362 -14.8%

2020 427 425 417 426 433 391 407 312 351 357 364 -14.7%

2021| 430 428 419 428 435 394 409 314 353 359 367 -14.6%

2022| 430 429 420 429 436 395 410 315 355 360 368 -14.5%

2023| 432 431 422 430 438 397 412 317 357 362 370 -14.4%

Demo Change 6.1% 6.4% 6.4% 5.9% 5.6% 7.6% 6.5% 7.0% 7.3% 7.2% 7.1% 9.2%
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B Appendix C: Results of Changes in Maryland Total EIPDs per
Thousand Due to Demographics and Changing Practice Patterns

Maryland Total EIPDs Utilization Pattern Year Util Pattern Change
2013| 2014| 2015| 2016| 2017| 2018| 2019] 2020| 2021| 2022| 2023]  (2023/2013)

Demo 2013/ 888 851 831 855 855 800 832 670 751 733 737 -17.0%
Year 2014| 898 861 840 864 864 809 841 677 759 741 745 -17.1%
2015| 908 870 849 873 872 817 849 684 767 749 753 -17.1%

2016/ 918 880 859 882 880 826 858 691 776 757 760 -17.1%

2017| 927 890 868 891 888 834 866 698 783 764 768 -17.1%

2018| 936 899 877 899 896 843 873 705 791 772 775 -17.2%

2019 944 908 885 907 903 850 880 711 798 779 782 -17.2%

2020/ 953 916 894 915 911 858 888 717 805 786 789 -17.2%

2021| 961 926 903 923 918 867 895 723 812 793 797 -17.1%

2022| 966 930 908 927 921 871 898 726 816 797 801 -17.1%

2023| 973 938 915 934 927 877 904 732 822 803 807 -17.1%

Demo Change 9.5% 10.2% 10.1% 9.3% 8.5% 9.7% 8.6% 9.2% 9.5% 9.5% 9.5% 9.1%
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I Appendix D: Results of Changes in National Inpatient Days per
Thousand Due to Demographics and Changing Practice Patterns

MNon-Maryland Inpatient Days Utilization Pattern Year Util Pattern Change
2013 2014 2015 2016 2017 2018 2019 21]21]| 21]21| 2022 2023 (2023/2013)
Demo 2013 4584 456 437 439 446 444 457 414 4350 432 423 -12.5%
Year 2014 490 462 443 465 452 450 462 419 455 437 428 -12.7%
2015 496 468 449 471 457 455 467 424 460 441 432 -12.9%
2016 203 474 436 476 463 451 473 429 4a4 446 437 -13.1%
2017 509 480 461 482 469 466 478 433 469 451 441 -13.3%
2018 515 487 468 488 474 471 483 438 474 455 446 -13.5%
2019 521 452 474 493 480 477 4388 4432 478 460 450 -13.7%
2020 228 499 450 499 486 482 493 447 482 454 455 -13.9%
2021 534 205 457 205 492 488 499 452 487 469 460 -14.0%
2022 538 209 491 208 496 491 202 454 489 471 462 -14.2%
2023 543 514 496 213 201 498 206 458 493 475 466 -14.3%
Demo Change (2023/2013) 12.3% 128% 13.5% 11.8% 12.2% 11.6% 10.7% 10.6% 9.5% 10.0% 10.0% -3.8%
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I Appendix E: Results of Changes in National Outpatient Days per
Thousand Due to Demographics and Changing Practice Patterns

Non-Maryland Outpatient Utilization Pattern Year Util Pattern Change
EIPDs 2013| 2014] 2015 2016 2017] 2018] 2019] 2020 2021 2022] 2023 (2023/2013)
Demo 2013 429 417  a11 425 424 428 458 377 440 450 463 7.8%
Year 2014| 432 420 414 428 427 432 461 380 444 453 466 7.8%
2015] 435 423 417 431 430 435 464 383 446 456 469 7.9%
2016] 437 425 420 433 433 438 467 385 449 459 472 7.9%
2017| 439 428 422 436 435 440 469 387 452 461 474 8.0%
2018] 442 431 425 438 438 443 472 390 454 464 477 8.0%
2019| 444 433 427 441 440 445 474 392 457 466 480 8.1%
2020] 446 435 430 443 443 448 477 394 459 469 482 8.1%
2021| 448 438 432 445 445 450 479 3% 461 471 484 8.2%
2022| 449 439 434 446 446 452 480 397 462 472 485 8.2%
2023) 450 441 436 448 448 454 482 399 464 474 487 8.3%
Demo Change (2023/2013) 4.9% 58% 6.1% 56% 57% 59% 53% 59% 55% 55% 5.4% 13.6%
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B Appendix F: Results of Changes in National Total EIPDs per
Thousand Due to Demographics and Changing Practice Patterns

Mon-Maryland Total EIPDs Utilization Pattern Year Util Pattern Change
2013] 2014] 2015 2016 2017| 2018] 2019] 2020 2021] 2022] 2023 (2023/2013)
Demo 2013] 913 873 848 884 870 873 915 791 890 882 886 -3.0%
Year 2014| 922 882 857 893 879 881 924 799 898 890 894 -3.1%
2015/ 931 891 86 901 888 890 932 806 906 897 901 -3.2%
2016/ 940 900 875 910 896 898 940 814 914 905 909 -3.3%
2017| 948 908 883 918 904 906 947 820 920 912 916 -3.4%
2018) 957 917 893 926 913 914 955 828 928 919 923 -3.5%
2019| 965 925 901 934 921 922 963 834 934 926 930 3.7%
2020) 974 934 910 942 929 930 970 841 941 933 937 -3.8%
2021 982 943 919 950 937 938 978 848 948 940 944 -3.9%
2022| 987 948 925 955 942 943 982 852 951 944 947 -4.0%
2023) 994 955 932 962 949 950 988 857 957 949 953 -4.1%
Demo Change (2023/2013) 8.8% 9.5% 9.9% 8.8% 9.0% 8.8% 8.0% B84% 75% 77% 7.6% 4.4%
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Appendix G: Estimates for Revisions to RY 2026 Demographic
Adjustment . o

Curremt RY 2026 |RY 2026 Demographic Estimated %of Revenue Not Modifier & Deduction for
Demographic | Adjustment with 0.1% | Attritubtable to Population Based Revenue Not Attriubtable to
Adjustment Demand Modifier Pamyments (CY 2024) Population Based Payments
210001 1.41% 1.50% 22.48% 1.17%
210002 1.03% 1.10% 23.32% 0.84%
210003 1.29% 1.38% 8.75% 1.26%
210004 1.03% 1.10% 8.92% 1.01%
210005 417% 4.45% 4.12% 4.26%
210006 1.56% 1.66% 5.19% 1.58%
210008 0.81% 0.87% 6.85% 0.81%
210009 0.79% 0.85% 29.05% 0.60%
210010 0.78% 0.84% 5.51% 0.79%
210011 1.27% 1.35% 4.37% 1.29%
210012 0.77% 0.82% 6.06% 0.77%
210013 -0.80% -0.80% 1.39% -0.79%
210015 1.00% 1.07% 6.85% 0.99%
210016 2.31% 247% 4.42% 2 36%
210017 0.81% 0.87% 34.04% 0.57%
210018 1.78% 1.90% 7.35% 1.76%
210019 1.46% 1.56% 21.05% 1.23%
210022 2.79% 2.97% 11.57% 2.63%
210023 1.79% 1.91% 2.83% 1.86%
210024 1.42% 1.51% 3.65% 1.46%
210027 -0.52% -0.52% 29.24% -0.37%
210028 1.82% 1.94% 4.23% 1.86%
210029 1.32% 1.40% 10.70% 1.25%
210030 1.91% 2.03% 3.53% 1.96%
210032 2.62% 2.79% 16.64% 2.33%
210033 2.16% 2.31% 8.18% 2.12%
210034 0.78% 0.83% 2.02% 0.81%
210035 2.91% 3.10% 3.71% 2.98%
210037 271% 289% 2.28% 283%
210038 0.34% 0.37% 3.07% 0.36%
210039 1.92% 2.05% 6.57% 1.92%
210040 1.15% 1.22% 2.00% 1.20%
210043 2.28% 2.43% 1.99% 2.38%
210044 0.65% 0.69% 3.33% 0.67%
210045 0.58% 0.62% 6.14% 0.58%
210048 2.10% 224% 3.40% 2 16%
210049 2.38% 254% 3.52% 245%
210051 2.15% 2.30% 6.57% 2.15%
210055 0.42% 0.45% 6.81% 0.42%
210056 0.99% 1.05% 1.08% 1.04%
210057 1.26% 1.35% 3.31% 1.30%
210058 0.68% 0.73% 3.35% 0.70%
210060 1.63% 1.74% 11.09% 1.55%
210061 2.87% 307% 29.80% 215%
210062 1.95% 208% 6.96% 1.94%
210063 1.57% 1.67% 3.39% 1.62%
210064 0.57% 0.61% 3.96% 0.59%
210065 2.06% 2.20% 5.56% 2.08%
210087 0.28% 0.30% 3.34% 0.29% mary land
210088 1.47% 1.57% 5.71% 1.48% =
210333 0.26% 0.26% 10.01% 0.23% hea lt h services

: b cost review commission
Statewide 151% 161% 1.47%,
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I RY 2028 QBR Draft Policy Updates

e RY 2028 Draft Policy outlines proposed options for aligning CMS HVBP

o Overall calculation for Total Performance Score unchanged from RY 2027 QBR
o Measure deletions/additions
o Domain and measure weight updates

e Digital Measures Incentive

e RY 2026 cut-point adjustment

e RY 2028 Draft Recommendations
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Performance Measures

Standardized Measure
Scores

B QBR RY 2027: Calculating the Total Performance Score (TPS)

Hospital QBR Score &

Revenue Adjustments

Domain and Measures:

Person and Community Engagement—
-HCAHPS: 6 top box measures, 3 linear
measures, 1 consistency measure
-Timely Follow Up (TFU): Medicare,
Medicaid -ED Length of Stay, admitted
patients

Safety— 6 Measures:

-5 CDC NHSN HAI Categories;

-AHRQ PSI 90 All-payer

Clinical Care—

-Mortality: Inpatient All-Payer, 30-day
All-payer

m Person and Community Engagement
m Safety
Clinical Care

Individual Measures are
Converted to 0-10 Points:

Points for Attainment Compare
Performance to a National
Threshold (median) and
Benchmark (average of top 10%)

Threshold Benchmark

0] 2 4 6 8 10

Points for Improvement Compare
Performance to Base (historical
perf) and Benchmark

Hist. Perf Benchmark
| | | | | |
| | | 1 | |
0] 2 4 B a8 9

Final Points are Better of
Improvement or Attainment

Hospital QBR Score is Sum of
Earned Points / Possible Points
with Domain Weights Applied

Scale Ranges from 0-80%

Max Penalty 2% & Reward +2%
(All hospitals have an opportunity
to earn a reward; not net neutral)

Abbreviated Pre- QBR Financial
Set Scale Score | Adjustment

Max Penalty 0% -2.00%
10% -1.51%
20% -1.02%
30% -0.54%

Penalty/Reward

Cutpoint 41% 0.00%
50% 0.46%
60% 0.97%
70% 1.49%

Max Reward B0%+ 2.00%

Cut point is reassessed
retroactively; RY25 cut point was
reduced to 32%
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Transition to CMS and Non-
Medicare Quality Programs

Earlier Transition Later Transition

Mid-year 2025 — End of Mid-year 2026 — End of

CMS Performance Period 2027 2028
HSCRC Performance Period 2027 2028 Non-Medicare
Policies
Adjustment Period 2029 2030
Further Alignment as
Medicaid & Commercial Partial Alignment focused determined in
Alignment with Medicare on QBR-HVBP collaboration with

stakeholders

All-Payer Rev Adjustments

implemented by CMS 1 year 2 years
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RY 2027 QBR

HCAHP Top Box, 20%
HCAHPS Consistency, 10%
HCAHPS Linear, 10%

ED Length of Stay, 10%

TFU Medicare + Disparity, 7%
TFU Medicaid, 3%

NHSN, 25%
All-Payer PSI, 5%

All-Payer Inpatient Mortality, 5%
All-Payer 30-Day Mortality, 5%

RY 2028 QBR Draft Recommendations

Criteria: 1. Alignment with CMS HVBP, 2. All-Payer Accountability,
3. Reduce retrospective measure evaluation, 4. Area of Poor
Performance and/or Stakeholder Priority
AHEAD PY1

Partial
Alignment

CAHP Top Box, 20%
HCAHPS Consistency, 5%

ED Length of Stay, 10%
TFU Medicaid, 3%

NHSN, 26%

FY 2027 HVBP

HCAHP Top Box, 20%
HCAHPS Consistency, 5%

NHSN, 20%
Sepsis Bundle, 5%

Medicare Condition Specific 30-
Day Mortality, 20%
THA-TKA Complications, 5%

Medicare Spending Per
Beneficiary, 25%

Efficiency*

25%

Sepsis Bundle, 5%

All-Payer Inpatient Mortality, 13%
All-Payer 30-Day Mortality, 13%
THA-TKA Complications, 5%

Measure Addition Removed

P
)
¥ |Weight Change All-Payer or MD Priority

*HVBP Efficiency Domain is not used for MD Hospitals in HVBP. Remaining
domains are weighted at 1/3.

HVBP for CMS-
Designed
Medicare FFS
Global Budgets

Quality
Programs

under
AHEAD

Starting

PY2 or PY3

QBR for State-
Designed Global
Budgets for
Other Payers









































































discussions, the staff may modify this recommendation for the final policy and longer term
strategy.

Timely Follow-Up After Discharge
Under the TCOC model, the state was required by CMMI to develop a Statewide

Integrated Health Improvement Strategy (SIHIS) that addressed care transformation.
Given the development of the Maryland Primary Care model and other provider strategies
under the TCOC model, the state proposed improvements in timely follow up after
hospitalization using a National Quality Forum-endorsed measure originally developed for
health plans. To ensure the SIHIS goal was met the HSCRC introduced this measure for
Medicare beneficiaries into the RY 2023 QBR Program within the PCE domain, expanded
the measure to Medicaid in RY 2025, and added a Medicare within-hospital disparity gap
measure in RY 2026.5 The measure assesses the percentage of ED visits, observation
stays, and inpatient admissions for one of six conditions in which a follow-up was received
within the time frame recommended by clinical practice. Figure 8 shows Maryland’s
performance in SFY 2023 compared to CY 2024 for each chronic condition and all
conditions combined within the Medicare population. Statewide there was a slight
decrease in Medicare rates from in SFY 2023 to CY 2024 (71.56% to 71.55%) across all
conditions combined. For Asthma, CAD and CHF there were increases in the rates of
timely follow-up by 3.61 percent, 0.07 percent and 0.55 percent, respectively. However,

for CAD, CHF, Diabetes and Hypertension there were slight decreases in follow up.

5The SIHIS goal is to achieve a 75 percent TFU rate for Medicare FFS beneficiaries across the six specified
conditions and respective time frames.
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Figure 8. Medicare FFS: Maryland Timely follow up
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71.56%
71.55%

TOTAL

‘Maryland numbers are claims-based and built on the CMS Claim and Claim Line Feed data with a
four month runout. CAD=Coronary artery disease; CHF= Congestive heart failure; COPD=Chronic
obstructive Pulmonary disease; HTN= Hypertension.

Figure 9 shows the annual performance on the total TFU measure for Maryland and the

nation (national data is based on the Chronic Condition Warehouse 5 percent sample).

Comparing CY 2018 to CY 2024, the nation has seen a 3.71 percent increase and

Maryland has seen a 0.08 percent decrease in timely follow-up rates; however, Maryland

still performed about 2.15 percent better than the nation in CY 2024.

Figure 9. Medicare FFS: Timely Follow-Up Rate, Maryland vs Nation*

TFU Rates | CY2018 CY2019 CY2020 CY2021 CY2022 CY2023 CY2024
Maryland 70.85% 71.45% 67.90% 70.07% 70.59% 70.29% 70.79%
us 66.82% 69.00% 64.75% 67.68% 67.26% 68.35% 69.30%

*Maryland and national numbers are from the CMS Chronic Conditions Warehouse.

With regard to the Medicare within-hospital TFU gap adopted in RY 2026, staff notes that

there were no hospitals improving sufficiently to earn the incentive.
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As part of the SIHIS proposal, staff said they would explore expanding the TFU rates for
chronic conditions to other payers and adding follow-up after a hospitalization for
behavioral health. In CY 2022, staff worked with CRISP and Maryland Medicaid to provide
hospitals monthly Medicaid TFU reports on the CRS portal. Beginning in RY 2025, the
HSCRC introduced the Medicaid TFU measure into the QBR program as a distinct
measure from Medicare due to the large differences in performance. Figure 10 shows
Maryland’s performance over time for each chronic condition and all conditions combined
for Medicaid patients. Similarly to Medicare, Medicaid TFU has gone down slightly over

time with less than 50 percent of Medicaid enrollees receiving follow up.

Figure 10. Maryland Medicaid Timely Follow-Up by Condition

Medicaid (FFS & MCOQ): MD TFU Performance by Chronic Condition
80.00%

70.00%

60.00%

50.00%
40.00%

30.00%

20.00%

10.00%

0.00%

Asthma CAD CHF COPD Diabetes HTN Total

WFY 2022 mCy2023

QBR-HVBP Alignment: PCE Domain Measures

In an effort to align the QBR program with HVBP, staff and stakeholders discussed the
following:

e HCAHPS: Align with HVBP by only including top-box and consistency
assessment (i.e., remove linear given no evidence the inclusion of linear resulted
in improvements).

e ED LOS: Despite this not being included in the HVBP, staff are recommending to
maintain the ED LOS measure in the QBR program due to the considerable

concern about ED wait times from patients and the state legislature. Based on
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input from stakeholders and further IP LOS discussions, the staff may modify this
recommendation for the final policy.

e Timely Follow-Up: Staff discussed the TFU measures with the PMWG
stakeholders. Feedback from hospital representatives on PMWG supported
removal of the measures as the state moves toward aligning the QBR program
with the HVBP program. However, given the new AHEAD Medicaid primary care
model and lower rates of follow up for Medicaid, staff has met with Medicaid to
discuss continuing a payment incentive on this measure and how this measure

could be monitored to ensure focus on care coordination.

Discussion of domain weighting with and without the additional ED LOS and/or Medicaid

TFU is below, after discussion of each individual QBR domain.

B. Safety Domain

The QBR Safety domain contains five measures from six CDC NHSN HAI categories and
the AHRQ Patient Safety Index Composite (PSI-90).% This domain is weighted at 30
percent of the total QBR score. In the FY 2026 HVBP program, CMS added the Sepsis
and Septic Shock Management Bundle (SEP-1), a measure that has been publicly
reported on Care Compare since July 2018. However, staff proposed not adopting this
measure in the QBR program based on stakeholder input, inclusion of sepsis mortality in
all-payer, all-cause mortality measure in QBR, and Maryland’s favorable performance on
the sepsis bundle. Instead, the staff proposed a Sepsis Dashboard to allow the State and
hospitals to monitor performance on a comprehensive set of measures for sepsis patients.
Another difference between the HVBP and QBR safety domain is that QBR has
maintained the use of the AHRQ PSI measure rather than moving this measure to a
standalone complications program, i.e., the MHAC program. Staff noted in the final QBR
policy for RY 2027 that the PSI 90 composite measure would remain in the Safety Domain
and that consolidation of the Safety Domain with the MHAC program may be considered
for future years. For the RY 2028 draft, PMWG stakeholders support removing the
measure from the QBR program in order to align with the HVBP program. However, staff

believe this measure should be maintained in payment. Thus, if the PSI measure is

8 For use in the QBR Program, as well as the HVBP program, the SSI Hysterectomy and SSI Colon
measures are combined.
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removed from QBR, the measure should be added to the MHAC program to align the

CMS HAC reduction program.

CDC NHSN HAI Measures
The CDCs National Healthcare Safety Network (NHSN) tracks healthcare-associated

infections, such as central-line associated bloodstream infections and catheter-associated
urinary tract infections. Care Compare has updated the Centers for Disease Control
(CDC) National Health Safety Network Healthcare Associated Infection (HAI)
Standardized Infection Ratio (SIR) data tables for the nation and by state through June
2024. Figure 11 below shows how Maryland performs relative to the nation, and how

performance has changed over time for both Maryland and the nation.

e For the most recent time period, Maryland’s performance is favorable compared to
that of the nation on MRSA.

e Maryland is worse (higher SIRs) on SSI-hysterectomy, SSI-colon, and slightly
worse on CAUTI, CDIF and CLABSI.(see CDC statistical significance analysis of
changes below)

e Both Maryland and the nation improved from the base to the performance period
on four of the six HAI categories—CAUTI, CLABSI, CDIF and MRSA, and

worsened on SSl-colon and SSI-hysterectomy

Figure 11. NHSN SIR Values for CY22 compared to 7/1/23-6/30/24, Maryland versus
the Nation

Healthcare-Associated Infection Standardized infection Ratios: Maryland compared to Nation
Data Source: Care Compare
Data Time Pericds: Base {CY 2022), Performance (FY 2024}
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It should be noted that while the QBR program weighs the NHSN measures similarly to
HVBP, the NHSN measures are included in both the HVBP and HACRP program for
Medicare FFS. The RY2023 QBR policy discusses NHSN concerns including the small
cell size issues and surveillance bias (i.e., higher testing for infections results in higher
rates of identified infections). As described in Appendix E, many of the NHSN measure
result changes over time or large differences compared to the nation, are not statistically
significant which is not assessed in the HVBP and QBR payment programs. Given these
concerns, staff is hesitant and would like stakeholder input over the coming year on
whether to align fully with the nation and use of the NHSN measures in two payment
programs (QBR and MHAC), and on what measures should be considered for non-

Medicare FFS quality policies.

Patient Safety Indicator Composite (PSI-90)

The Agency for Healthcare Research and Quality (AHRQ) Patient Safety Indicators
assess the quality and safety of care for adults in the hospital by measuring 18 in-hospital
complications and adverse events following surgeries, procedures, and childbirth. PSI-90
is a composite that focuses on a subset of ten AHRQ-specified PSls such as post-
operative sepsis, iatrogenic pneumothorax, and pressure ulcers . CMS removed the PSI-
90 measure from the HVBP program in FFY 2024 but retained the measure in the Hospital
Acquired Conditions Reduction Program. Maryland does not have PSI-90 in the MHAC
program. As stated previously, staff believes the measure should be retained in the state’s
performance based payment program portfolio and would recommend adopting it into the

MHAC program if it is removed from the QBR program.

The Agency for Research and Quality publishes all-payer risk-adjusted PSI 90 data by
state and for the nation using the hospital Healthcare Cost and Utilization Project (HCUP)
data. Figure 18 below, indicates that Maryland has improved over time and performs
better than the Nation based on the most currently available CY 2023 data. Maryland’s
statewide performance compared to the nation on the PSI 90 composite measure and the
individual measures within the composite for CY 2023 and CY 2024 are summarized
below and illustrated in Figures 11 and 127. These data show:

e Maryland is better on the overall composite and on eight of the ten PSI indicators

" Data provided by MHCC used for the Maryland Hospital Performance Guide published on the MHCC
website.
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than the nation

e Maryland has improved on the overall composite and on seven of the 10

indicators in 2024 compared to 2023

e Maryland has performed better than or on par with the nation on the overall PSI

90 composite in four of the last six years, 2019-2024

Figure 12. All-Payer PSI 90 Composite and Component Indicators for Maryland
Compared to the Nation in 2024, and Maryland’s performance over time 2023-2024

PSI Name Maryland 2024 Compared to | Maryland 2024 Compared
the Nation 2024 to Maryland 2023

PSI 90 Composite Better Improved
PSI 3 Pressure Ulcer Worse Improved
PSI 6-latrogenic pneumothorax Better Improved
PSI 8 In Hospital Fall and Fracture Better Worse

PSI 9 Perioperative Hemorrhage or Hematoma Better Improved
PSI 10 Postoperative Acute Kidney Injury w/Dialysis Better Worse

PS| 11 Postoperative Respiratory Failure Better Improved
PSI 12 Postoperative Pulmonary Embolism or DVT Better Improved
PSI| 13 Postoperative Sepsis Rate Better Improved
PS| 14 Postoperative Wound Dehiscence Better Worse

PSI 15 Abdominopelvic Accidental Puncture or Lac Worse Improved

Figure 13 Maryland All-Payer State vs National PSI-90 Composite Performance
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Figure 14 below illustrates the hospital-level performance on the all-payer PSI-90
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composite measure for CY 2024; consistent with last year, the variation in performance by

hospital suggests there may be opportunity for improvement on this measure.

Figure 14. PSI-90 Composite All-payer Hospital-Level Performance, CY 2024

By-Hospital P51-90 Performance, CY 2024

Risk-Adjusied Rate
=
m

DG

sy Hotpital P51 B0 Perlormam oe —_—Grarew i te Perform ance

Sepsis Early Management Bundle (Sep-1)

Approximately 1.7 million adults in the U.S. and 30,000 Marylanders develop
sepsis each year accounting for 350,000 deaths in the U.S. and 1,100 in Maryland
annually.® ° It is the leading cause of hospitalization and mortality, with one in
three people who die in the hospital having sepsis during their stay. Given this
clinical significance, Medicare adopted the Sepsis Bundle measure into the HVBP
program in FY 2026 despite concerns about this specific measure being raised by
multiple professional societies and sepsis advocacy groups. Concerns with this

measure include the bundle’s potential to promote overuse of antibiotics and

8 Found at: https://www.cdc.gov/sepsis/about/index.html. last accessed 8/6/2025.

° Found at: https://health.maryland.gov/newsroom/Pages/Sepsis-Awareness-Month-Highlights-
Leading-Cause-Of-Deaths-In-US-Hospitals.aspx. last accessed 8/6/2025.
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questionable link between the bundle and mortality.’ Thus, in the RY 2026 QBR
policy, the Commission approved the staff and stakeholder recommendation to
not adopt the Sepsis Bundle measure despite Maryland performing well on the
measure. In part, this decision was also because the Maryland quality payment
programs include the sepsis PSI, PPC, and sepsis mortality. Instead of adding
the Sepsis Bundle to QBR, HSCRC staff recommended development and
dissemination of a hospital Sepsis Dashboard for monitoring in lieu of adopting
the measure. Maryland continues to perform well compared to the Nation on
Sepsis Bundle and the Sepsis PSI, as illustrated in Figure 15 and Figure 16
below. Despite the concerns, staff and the PMWG stakeholders recommend
adopting the Sepsis Bundle measure in the Safety domain to align with the HVBP

program since CMS recommends its continued inclusion.

0 Found at: https://www.endsepsis.org/2023/08/17/end-sepsis-sep-1-response/. Last accessed
11/26/2025.
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Figure 15. Maryland vs. the Nation, Sep-1 Measure July 2023-June 2024 Compared
to CY 2022

SEP-1 Early Management Bundle Measure
Data Source: Care Compare
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Figure 16. PSI 13 Postoperative Sepsis, Maryland vs. the Nation 2019-2024
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QBR-HVBP Alignment: Safety Domain Measures

In an effort to align the QBR program with HVBP balanced with the underlying quality

program principles to measure and incent improved safety for patients of all payers, staff

and stakeholders discussed the issues below:
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e CDC NHSN Measures: The RY 2027 QBR policy maintained the Safety domain
weighting of 30 percent, five percent higher than HVBP program. However, the
NHSN measures are included in both the HVBP and HACRP program for
Medicare FFS. The RY2023 QBR policy discusses NHSN concerns including the
small cell size issues noted above as well as surveillance bias (i.e., higher testing
for infections results in higher rates of identified infections) and assessment of
Maryland performance. Given these concerns, staff is hesitant and would like
stakeholder input over the coming year on whether to align fully with the nation
and use of the NHSN measures in two payment programs (QBR and MHAC) and
what measures should be considered for non-Medicare FFS quality policies.

e PSI 90 Composite Measure: For the RY 2028 draft, PMWG stakeholders
support removing the measure from the QBR program in order to align with the
HVBP program. However, staff believe this measure should be maintained in
payment since it measures serious complications (e.g., post-surgical sepsis,
pressure ulcers), AHRQ produces an all-payer and Medicare version of the
measure (i.e., meaning no measurement concerns), and it is included in the
Medicare FFS quality programs. Thus, if the PSI measure is removed from QBR,
the staff recommend the measure should be added to the MHAC program to align
the CMS HAC reduction program.

e Sepsis Management Bundle: Maryland continues to perform well compared to
the nation on Sepsis Bundle and the Sepsis PSI, as illustrated in Figure 19 and
Figure 20 above. Despite concerns about the Sepsis bundle measure, CMS has
continued its use. Thus, staff and the PMWG stakeholders recommend adopting

the Sepsis bundle measure in the Safety domain to align with the HVBP program.

C. Clinical Care Domain

This domain, weighted at 10 percent of the RY 2027 QBR score, currently includes:

e Inpatient, all-payer, all-condition mortality measure

e 30-Day all-payer, all-condition mortality measure

Of note, Maryland’s QBR mortality measure currently differs from the HVBP Program that

uses five condition-specific, 30-day mortality measures for Medicare beneficiaries. In
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addition, the HVBP includes a Medicare Total Hip Arthroplasty-Total Knee Arthroplasty
(THA/TKA) Complications measure. This measure was removed from QBR for RYs 2026
and 2027 due to concerns about the measure related to the proportion of procedures
performed in the hospital versus on an outpatient basis in Maryland relative to the nation
(i.e., higher proportion in outpatient in MD may make those remaining in IP higher acuity
than the procedures done nationally). Rather than continuing this measure in payment, a
proposal to monitor performance on the measure and consider potential alternative
measures in the future was approved. As discussed below, staff is recommending to
maintain the all-payer mortality measures for the coming year while still under all-payer
rate setting and to provide time to evaluate other options for assessing mortality for non-
Medicare FFS quality. However, to further align with the HVBP policy staff propose re-
adopting the THA/TKA complication measure into QBR.

Mortality

CMS 30-Day Condition-Specific Mortality Measures

On the CMS 30-day condition-specific mortality measures used in the HVBP program and
for Stroke, Maryland performs essentially on par with the Nation (Figure 17). Specifically,
Maryland performs slightly better on 30-day mortality for AMI, CABG, and HF, COPD, and
PN, and slightly worse on Stroke.
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Figure 17. Maryland vs. National Hospital Performance on CMS Condition-Specific
Mortality Measures

30-day Condition-Specific Mortality Mesaure Results: Maryland Compared to Nation
Data Source: Care Compare
Data Time Period: July 2021 - June 2024
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QBR Inpatient, All-payer, All-condition Mortality Measure

For the QBR all-payer inpatient mortality measure, which assesses hospital services
where 80 percent of the mortalities occur (the DRGs with the top 80% of deaths), the
statewide risk-adjusted survival rate increased from 95.27 percent in the base period of
SFY 2023 to 95.66 percent in the CY 2024 performance period. As illustrated in Figure 18
below, the majority of hospitals have improved in CY 2024 when compared to SFY 2023
on the Inpatient Mortality measure (with 10 out of 40 hospitals having worsened slightly) .
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Figure 18. Maryland Hospital Performance, SFY 2023 vs CY 2024 QBR Inpatient
All Condition, All Payer Mortality Measure

Risk-Adjusted IP Survival Performance Rate and Comparison to Base

100

70

Survival Rate (94)
=

20

10

MD Hospital

B FY 2024 Perfformance W% Change from Base

10.00%

8.00%

6.00%

4.00%

2.00%

0.00%

-2.00%

-4.00%

4% Change from Base

Note: The graph displays hospital performance in the blue bars and hospital improvement from

the FY 2023 base in orange bars. For example, the hospital on the far right had a survival rate of
over 95% in CY 2024 and saw an increase in their survival rate of almost 9% when compared to

their performance in FY 2023.

30-Day Inpatient, All-payer, All-condition Mortality Measure

HSCRC began reporting the 30-day, all-payer, all-condition, all-cause mortality measure to
hospitals through the CRISP portal in CY 2023. The measure was developed by
Mathematica based on the CMS 30-day Medicare, all-cause mortality measure and
adapted for use of all-payer, APR DRG patient-level data. Staff believes that expansion to

a 30-day measure in the QBR Program better captures and incentivizes the quality of care
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delivered by a hospital, expanding beyond the walls of the hospital. In CY 2024, as shown
in Figure 19 below, survival rates range from ~96 percent to ~97 percent with 24 hospitals
improving and six hospitals declining compared to SFY 2023; the statewide average

survival rate for the measure improved by 0.10 percent in 2024.

Figure 19. Maryland Hospital Performance, SFY 2023 vs CY 2024 30-Day, All Cause
All Condition, All Payer Mortality Measure

Risk-Adjusted 30 Day Survival Performance Rate and Comparison to
Base
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Note: The graph displays hospital performance in the blue bars and hospital improvement
from the FY 2023 base in the orange bars. For example, the hospital on the far right had a
survival rate of over 95% in CY 2024 and saw an increase in their survival rate of about
1.15% when compared to their performance in FY 2023.

Last, as part of the digital measures initiative staff plans to consider transitioning from the
fully claims-based mortality measure to the hybrid 30-day mortality measure (claims plus
Core Clinical Data Elements) in the future. To date, the vast majority of hospitals working
with their electronic health record (EHR) vendors have been able to adapt measures
specifically for Maryland’s all-payer measurement environment for patients 18 years and

older. Staff believes it is important to continue the all-payer digital measures data
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collection and follow the CMS lead on the timing of digital measures adoption in payment
programs. In order to support the collection of all-payer hybrid data elements and other
electronic Clinical quality measures (eCQMs) staff support continuing the digital measure
incentive that was implemented in the RY 2027 QBR policy. For CY 2026, Maryland has
aligned the digital measures reporting with the CMS requirements except that we are
requesting data sooner, and the hybrid data elements are required on an all-payer basis,
i.e., for patients 18 years and older. The incentive of $150,000 will be provided in hospital
rates for hospitals that fully meet the State-specified expedited reporting timeline and all-
payer hybrid data elements, provided that all required measures are reported. Appendix F
provides additional information on the digital measures data collection requirements for
CY 2026.

Hip and Knee Arthroplasty Complications

As stated above, this measure was removed from QBR for RYs 2026 and 2027 due to
concerns about the measure related to the proportion of procedures performed in the
hospital versus on an outpatient basis in Maryland relative to the nation (i.e., higher
proportion in outpatient in MD may make those remaining in the inpatient setting higher
acuity than the procedures done nationally). Based on the most current data available on
CMS Care Compare, July 2021 through June 2024, Maryland hospital performance is on
par with the nation for the THA/TKA measure (Figure 20).
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Figure 20. Maryland THA/TKA Measure Performance Compared to the Nation,
7/1/21-3/31/24

THA/TEA Measure: Maryland Compared to Nation
Data source: Care Compare
Data Time Period: July 2021 - June 2024
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QBR-HVBP Alignment: Clinical Care

In an effort to align the QBR program with HVBP balanced with the underlying quality
program principles to measure and incent improved clinical care for patients of all payers,
staff and stakeholders discussed the issues below:

e Mortality Measures: Staff is recommending to maintain the all-payer mortality
measures for the coming year while still under all-payer rate setting and to provide
time to evaluate other options for assessing mortality for non-Medicare FFS
quality. While several PMWG stakeholders supported maintaining all-payer
mortality, some suggested only maintaining the IP measure and others suggested
only maintaining the 30-day measure since CMS does 30-day measures. Staff
note that the correlation between the IP and 30-day measure is moderate and
seek further stakeholder input on this draft recommendation.

e THA/TKA Complications Measure: PMWG members lended their support to
further align with the CMS HVBP policy staff’s proposed recommendation to re-
adopt the THA/TKA complication measure into QBR.
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Domain and Measure Weighting

Staff is working to analyze data that yields a comparison of the domain weights and
measures for the current RY 2027 QBR program, proposed RY 2028 program, and the
FFY 2028 HVBP program. As discussed above, staff supports reweighting the domains
and measures to be more aligned with the HVBP program. While the HVBP program has
four domains with each weighted at 25 percent, the CMS estimated HVBP scores for
Maryland hospitals do not include the efficiency domain as discussed previously in the
Introduction and outlined in Appendix D, and instead is proposing to weight each domain
as 1/3rd of hospitals’ total scores. Staff proposes to align with the 1/3rd weighting of each
domain with adjustments for proposed inclusion of the ED LOS and Medicaid TFU
measures in the PCE domain; the staff recommends that these measures be included at
similar weights as they are in the RY 2027 QBR program (10 percent of QBR score for ED
LOS and 3 percent for Medicaid TFU).

If these measures are included, there are two options for domain weights under
consideration: 1. Weight each domain the same, such that the addition of ED LOS
and/or Medicaid TFU in the PCE Domain reduces the weight on HCAHPS top-box and
consistency, or; 2. Increase the PCE domain weight to accommodate ED LOS and
Medicaid TFU, and reduce the Clinical Care and Safety domains proportionally to account
for the additional measures. Staff recommends Option 2 which would entail lowering
HCAHPS top-box and consistency slightly but would maintain them at equal weighting to
other hospitals nationally by reducing the weights in the Clinical Care and Safety Domains.
Based on updated analyses, staff will discuss modeled revenue adjustments under HVBP
and the impact of the proposed changes with the PMWG in the November meeting and

then include the stakeholder discussion and results in the final policy.
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Figure 21. Comparison of RY 2027 QBR, Proposed RY 2028, and CMS HVBP
Domain Weights and Measures

Approved Maryland RY 2027

QBR Domain

Weights and Measures

Maryland RY 2028

Proposed QBR Domain
Weights and Measures

CMS FFY 2028 HVBP
Domain
Weights and Measures

Clinical
Care

Person
and Com-
munity
Engage-
ment

Safety

Efficiency

10 percent

Two All-Payer Mortality
Measures: all-cause, all-

condition inpatient mortality; all-

cause, all-condition 30-day
mortality

60 percent

Six HCAHPS categories, top-box

score and consistency, 3
categories for linear scores ;
TFU (Medicare, Medicaid,
disparities improvement);
ED LOS

30 percent

Six measures: Five CDC NHSN
hospital-acquired infection (HAI)
measure categories; all-payer

PSI 90

N/A

31 percent

Two All-Payer Mortality
Measures: all-cause, all-
condition inpatient
mortality; all-cause, all-
condition 30-day mortality;
Add THA/TKA
complications

38 percent

Six HCAHPS measures
top-box and consistency;
Maintain ED LOS measure
and Medicaid Timely
Follow-Up.

31 percent

Six measures: Five CDC
NHSN HAI measure
categories;

Add Sepsis Bundle
measure;

Remove all-payer PSI 90
and move to the MHAC
program.

N/A

25 percent

Five Medicare Mortality
measures: Condition-
specific mortality
measures; THA/TKA
complications

25 percent

Six HCAHPS measures
top-box score and
consistency

25 percent

Six measures: Five CDC
NHSN HAI measure
categories; Sep 1
Bundle measure

25 percent

One measure: Medicare
spending per
beneficiary*

*Currently this measure is not calculated for MD hospitals. Instead the domains are each weighted as 1/3rd in

the estimated HVBP scores provided by CMS for MD hospitals.

Revenue Adjustment Methodology

The revenue adjustments for QBR are calculated using a preset scale so that

hospitals can prospectively and concurrently track financial performance in quality

programs. The scale ranges from 0 percent to 80 percent, and the staff estimate
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the cut-point for penalties and rewards as to not overly reward or penalize
Maryland hospitals for performance compared to the nation. However,
establishing this cut-point prospectively has become more difficult post-COVID.
Thus, the RY 2024 through RY 2027 policies indicated that the cut-point would be
reassessed retrospectively with more recent national data and staff recommend
continuing this retrospective assessment or determining another method for

determining cut-point.

Methodology for Determining QBR Scaling Cut-Point

The current methodology for retrospectively determining the cut-point, which is the
point on the scale where penalties end and rewards start, is to estimate QBR
scores for all hospitals nationally and calculate the mean. This method uses
HCAHPS and NHSN data for hospitals nationally but state averages for MD
specific measures, and then applies the QBR measure weights. For RY 2026,
staff has shifted to using the median, less sensitive to outliers, and the analysis

results are in Appendix D.

Analyzing HVBP vs. QBR Revenue Adjustments

For FFY 2026, CMS provided estimated HVBP scores for Maryland hospitals.
Analyzing these scores entails weighting each domain at 1/3rd of the final score.
Using these scores, HSCRC staff then will estimate all-payer revenue adjustments
for Maryland hospitals. While the HVBP estimates would apply only to the
Medicare FFS base operating revenue, the HSCRC will use all payer revenue for
reference to compare across programs. Also it should be noted that the HVBP
estimates will be net of the 2 percent withhold that the program uses to fund the

revenue neutral rewards.

Impact of Alignment of Domain Weights and Measures
Staff will model different scenarios that iteratively look at the recommended
changes and will review the results with stakeholders. For purposes of this draft

policy, the staff notes that the following two scenarios will be modeled presented
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and compared the the HVBP and RY 2026 QBR estimates , as illustrated in

Figure 22:

Scenario 1: Matched HVBP measures and domain weights fully.

Scenario 2: Add back in ED LOS and Medicaid TFU by increasing PCE domain

weight and reducing Clinical care and Safety equally.

Figure 22. QBR-HVBP Domains and Measures with Proposed Updates to Align with

CMS Under the AHEAD Model

RY 2027 QBR

HCAHP Top Box, 20%
HCAHPS Consistency, 10%
HCAHPS Linear, 10%

ED Length of Stay, 10%

TFU Medicare + Disparity, 7%
TFU Medicaid, 3%
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All-Payer PSI, 5%

All-Payer Inpatient Mortality, 5%
All-Payer 30-Day Mortality, 5%

FY 2027 HVBP

HCAHP Top Box, 20%
HCAHPS Consistency, 5%
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Sepsis Bundle, 5%

Medicare Condition Specific 30-
Day Mortality, 20%
THA-TKA Complications, 5%

. . Efficiency*
Medicare Spending Per

25%

RY 2028 QBR Draft Recommendations
Criteria: 1. Alignment with CMS HVBP, 2. All-Payer Accountability,
3. Reduce retrospective measure evaluation, 4. Area of Poor
Performance and/or Stakeholder Priority

Partial AHEAD PY1

Alignment

CAHP Top Box, 20%
HCAHPS Consistency, 5%

ED Length of Stay, 10%
TFU Medicaid, 3%

NHSN, 26%
Sepsis Bundle, 5%

All-Payer Inpatient Mortality, 13%
All-Payer 30-Day Mortality, 13%
THA-TKA Complications, 5%

Beneficiary, 25%

As staff continues to work on these analyses, it is important for stakeholders and

Removed
All-Payer or MD Priority

2 Measure Addition
¥ | Weight Change

*HVBP Efficiency Domain is not used for MD Hospitals in HVBP. Remaining
domains are weighted at 1/3 .

HVBP for CMS-
Designed
Medicare FFS
Global Budgets

Quality
Programs
under
AHEAD

Starting

PY2 or PY3

QBR for State-
Designed Global
Budgets for
Other Payers

Commissioners to provide input on measure inclusion and domain weights based

on the criteria discussed above and not merely based on the potential impact on

modeled hospital revenue. Finally, staff believes the modeling results will also be

impacted by the cut-point methodology and the fact that HVBP allows hospitals to

earn rewards above 2 percent of inpatient revenue.
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APPENDIX A: QUALITY PROGRAM TRANSITION TIMELINES
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APPENDIX B: QBR PROGRAM BACKGROUND

Maryland’s QBR Program, in place since July 2009, uses measures that are similar to
those in the federal HVBP Program, under which all other states have operated since
October 2012. Similar to the HVBP Program, the QBR Program currently measures
performance in Clinical Care, Safety, and Person and Community Engagement (PCE)
domains, which comprise 10 percent, 30 percent, and 60 percent of a hospital’s total QBR
score, respectively. For the Safety and Person and Community Engagement domains,
which constitute the largest share of a hospital’s overall QBR score (85 percent),
performance standards are the same as those established in the HVBP Program. The
Clinical Care Domain, in contrast, uses a Maryland-specific mortality measure and
benchmarks. In effect, Maryland’s QBR Program, despite not having a prescribed national
goal, reflects Maryland’s rankings relative to the Nation by using HVBP benchmarks for the

majority of the overall QBR score.

In addition to structuring two of the three domains of the QBR Program to correspond to
the HVBP Program, the HSCRC has increasingly emphasized performance relative to the
Nation through benchmarking, domain weighting, and scaling decisions. For example,
beginning in RY 2015, the QBR Program began using national benchmarks to assess
performance for the Person and Community Engagement and Safety domains.
Subsequently, the RY 2017 QBR policy increased the weighting of the Person and
Community Engagement domain, which was measured by the national HCAHPS survey
instrument to 50 percent. The weighting was increased to raise incentives for HCAHPS
improvement, as Maryland has consistently lagged behind the Nation on these measures.
In RY 2020, ED-1b and ED-2b wait time measures for admitted patients were added to this
domain, with the domain weight remaining at 50 percent. In RY 2021, the domain weight
remained constant, but the ED-1b measure was removed from the program. For RY 2022,
ED-2b was removed from QBR because CMS no longer required submission of the

measure for the Inpatient Quality Reporting Program.

The QBR domain weights remained constant from RY2023 to RY2025 at 50 percent for
PCE, 15 percent for Clinical Care, and 35 percent for Safety; modifications were approved
to the current weights for RY 2026 and maintained in RY 2027. Although the QBR

Program has many similarities to the HVBP Program, it does differ because Maryland’s
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unique model agreements and autonomous position allow the state to be innovative and

progressive. Figure B.1. below illustrates the QBR RY2025-2027 measurement domains

and weights compared to the HVBP program.

Figure B.1. RY 2025- RY 2027 QBR measures and domain weights compared with
those used in the CMS HVBP Program

Clinical
Care

Person
and
Communi
ty
Engagem
ent

Safety

Efficiency

Note:

Maryland RY 2026
QBR domain

weights and measures

10 percent (-5% from RY
2025)

Two measures: all-cause,
all-condition inpatient
mortality; all-cause, all-
condition 30-day mortality,

60 percent (+10% from
RY 2025)

10 measures:

e Eight HCAHPS

categories top-box score
and consistency, and
four categories linear
score;

e TFU Medicare,

Medicaid, disparities
improvement;

e EDLOSO

30 percent (-5% from RY
2025)

Six measures: Five CDC
NHSN hospital-acquired
infection (HAI) measure
categories; all-payer PSI
90

n.a.

Maryland RY 2027

QBR domain
weights and measures

10 percent

Two measures: all-cause,
all-condition inpatient
mortality; all-cause, all-
condition 30-day mortality,

60 percent 8 measures:

e Six HCAHPS categories
top-box score and
consistency, and four
categories linear score;

e TFU Medicare,
Medicaid, disparities
improvement;

e EDLOSO

30 percent (-5% from RY
2025)

Six measures: Five CDC
NHSN hospital-acquired
infection (HAI) measure
categories; all-payer PSI
90

n.a.

CMS HVBP
domain
weights and
measures

25 percent

Five measures:
Four condition-
specific mortality
measures;
THA/TKA
complications

25 percent
Eight HCAHPS
measures top-
box score.

25 percent
Five measures:
CDC NHSN HAI
measures

25 percent
One measure:
Medicare
spending per
beneficiary

Details of HYBP measures can be found at https://www.cms.gov/Medicare/Quality-

Initiatives-Patient-Assessment-Instruments/HospitalQualitylnits/Measure-Methodology.html.
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The methodology for calculating hospital QBR scores and associated inpatient revenue
adjustments has remained essentially unchanged since RY 2019. It involves (1) assessing
performance on each measure in the domain; (2) standardizing measure scores relative to
performance standards; (3) calculating the total points a hospital earned divided by the
total possible points for each domain; (4) finalizing the total hospital QBR score (0—100
percent) by weighting the domains based on the overall percentage or importance the
HSCRC has placed on each domain; and (5) converting the total hospital QBR scores into

revenue adjustments, using a preset scale ranging from 0 to 80 percent.

QBR program revenue at risk

The HSCRC sets aside a percentage of hospital inpatient revenue to be held “at risk”
based on each hospital’s QBR Program performance. Hospital performance scores are
translated into rewards and penalties in a process called scaling.* Rewards (positive
scaled amounts) or penalties (negative scaled amounts) are then applied to each hospital’s
update factor for the rate year. The rewards or penalties are applied on a one-time basis
and are not considered permanent revenue. The HSCRC previously approved scaling a
maximum reward of 2 percent and a penalty of 2 percent of the total approved base

revenue for inpatients across all hospitals.

HSCRC staff has worked with stakeholders over the last several years to align the QBR
measures, thresholds, benchmark values, time lag periods, and amount of revenue at risk
with those used by the HVBP Program, where feasible,'? enabling the HSCRC to use data
submitted directly to CMS. Maryland implemented an efficiency measure outside of the
QBR Program, based on an Integrated Efficiency policy, which includes adjustments to
rates based on cost per case efficiency, total cost of care performance, and changes in
potentially avoidable utilization (PAU). Under the AHEAD Model, HSCRC staff will
continue to work with key stakeholders to develop updates to efficiency measure(s) under
the state global budgets applicable to payers other than Medicare FFS that incorporate

population-based cost outcomes.

" Scaling refers to the differential allocation of a predetermined portion of base-regulated hospital inpatient
revenue based on an assessment of hospital performance.

12 HVBP measure specifications can be found at www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/HospitalQualityInits/Measure-Methodology.html.
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As noted above in the Assessment Section, in contrast to the QBR program, CMS uses a

Medicare Spending per Beneficiary measure in the HVBP program. Figure B.2.

measure definition, exclusions, calculation steps, and interpretation of scores.

Figure B.2. HVBP MSPB Measure

I HVBP Efficiency Measure: Medicare Spending Per Beneficiary

Medicare Spendin

Exclusions:

Admissions within 30 days .

of discharge from another
index admission
Acute-to-acute transfers
Episodes with $0 payment
Medicare advantage
enrollment within 90 days
prior or during the episode
Medicare secondary payer
Admissions w/discharge
dates fewer than 30 days

er Beneficiar:

Episode Episode
Start

Calculation Steps: Eha
An episode=3 days before admit

to 30 days after discharge. i

3days 30-aays

A =

e Services and payments determined using Parts A and B claims

Payments are standardized to remove variation from geographic differences in
payment rates such as the geographic practice cost index.

Standardized payments are risk adjusted for patient characteristics, e.g., age
and overall health status

e The standardized, risk-adjusted payments= hospital spending for care episode.
e Ratio of hospital episode spending used to compare hospital to the national

'MSPB) is calculated by dividing a hospital’s price-standardized, risk-adjusted
spending for an episode of care by the national median spending for the same type of episode.

Interpreting the MSPB Score
e Score of 1: The hospital's

spending for the episode is
about the same as the
national median.

e Score greater than 1: The

hospital spends more per
episode than the national
median.

e Score less than 1: The

hospital spends less per
episode than the national

prior to the end of the median median.
performance period

HVBP Efficiency and Cost Reduction Domain, FFY 2027:

Baseline Period Performance Period
B! + £ Jan 1, 2023-Dec. 31, 2023 Jan. 1, 2025-Dec. 31, 2025 o
28 % Measure ID Measure Name o~
208 Mean of lowest decile ey
B ] Medicare Spending per Median MSP ratio of MSPB ratios across &g
&2 1 msPB oAk across all hospitals during gy hospitals during the

the performance period performance period

QBR score calculation

QBR scores are evaluated by comparing a hospital’s performance rate to its base period
rate, as well as to the threshold (which is the median, or 50t percentile, of all hospitals’
performance during the baseline period) and the benchmark (which is the mean of the top

decile, or roughly the 95" percentile, during the baseline period).

Attainment points: During the performance period, attainment points are awarded by
comparing a hospital’s rates with the threshold and the benchmark. With the exception of
the Maryland mortality measure and ED wait time measures, the benchmarks and
thresholds are the same as those used by CMS for theHVBP Program measures. '3 For
each measure, a hospital that has a rate at or above the benchmark receives 10

attainment points. A hospital that has a rate below the attainment threshold receives 0

13 One exception is the ED wait time measures. For these measures, attainment points are not calculated;
instead, the full 10 points are awarded to hospitals at or below (more efficient) than the national medians for their
respective volume categories in the performance period.
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attainment points. A hospital that has a rate at or above the attainment threshold and

below the benchmark receives 1-9 attainment points.

Improvement points: Improvement points are awarded by comparing a hospital’s rates
during the performance period to the hospital’s rates from the baseline period. A hospital
that has a rate at or above the attainment benchmark receives 9 improvement points. A
hospital that has a rate at or below the baseline period rate receives 0 improvement points.
A hospital that has a rate between the baseline period rate and the attainment benchmark

receives 0—9 improvement points.

Consistency points: Consistency points are awarded only in the HCAHPS measure in the
Experience of Care domain. The purpose of these points is to reward hospitals that have
scores above the national 50t percentile in all eight HCAHPS dimensions. If they do, they
receive the full 20 points. If they do not, the dimension for which the hospital received the
lowest score is compared to the range between the national 0 percentile (floor) and the
50t percentile (threshold) and is awarded points proportionately.

Domain denominator adjustments: In certain instances, QBR measures will be excluded
from the QBR Program for individual hospitals. Hospitals are exempt from measurement
for any of the NHSN Safety measures for which there is less than one predicted case in
the performance period. If a hospital is exempt from an NHSN measure, its Safety domain
score denominator is reduced from 50 to 40 possible points. If it is exempt from two
measures, the Safety domain score denominator would be 30 possible points. Hospitals

must have at least two of five Safety measures to be included in the Safety domain.

Domain scores: The better of the attainment score and improvement score for each
measure is used to determine the measure points for each measure. The measure points
are then summed and divided by the total possible points in each domain and multiplied by
100.

Total performance score: The total performance score is computed by multiplying the
domain scores by their specified weights and then adding those totals together. The total
performance score is then translated into a reward or penalty that is applied to hospital

revenue.
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RY 2023-RY 2027 Updates to the QBR Program

Since RY 2023, the HSCRC has not made fundamental changes to the QBR Program’s
methodology but implemented the addition of the Follow-Up After Acute Exacerbation of
Chronic Conditions measure and PSI-90 composite measures. In RY 2025, Timely Follow
Up (TFU) for Medicaid was added. In RY 2026, a measure of within-hospital TFU
disparities reduction as well as the ED1-like measure was added and as stated above, the
domain weights were adjusted as follows: Patient and Community Engagement weight
was updated to 60%, Safety weight updated to 30% and Clinical Care updated to 10%.
Figure B.3. shows the steps for converting measure scores to standardized scores for
each measure, and then to rewards and penalties based on total scores earned, reflecting
the updates through RY 2026 (added the ED1 measure), and for RY 2027 (no changes to
domain weights from those of RY 2026, and decreasing number of HCAHPS sub-

measures to six)..
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Figure B.3. RY 2027 Process for Calculating QBR Scores

Performance Measures

Standardized Measure
Scores

Hospital QBR Score &
Revenue Adjustments

Domain and Measures:

Person and Community Engagement—
-6 HCAHPS categories; *

-Timely Follow Up (TFU) Medicare and
Medicaid & TFU Disparity Gap

-ED LOS, admitted patients

*Decrease from 8 in RY 2026 program
Safety— 6 Measures:

—5 CDC NHSN HAI Categories;

-AHRQ PSI 90 All-payer

Clinical Care—

--Mortality Inpatient, 30-day All-payer

 Person and Community Engagement

M Clinical Care
m Safety

Individual Measures are
Converted to 0-10 Points:

Points for Attainment Compare
Performance to a National
Threshold (median) and
Benchmark (average of top 10%)

Threshaold Benchmark

0 2 ‘4 6 8 10

Points for Improvement Compare
Performance to Base (historical

perf) and Benchmark
Hist. Perf Benchmark

| ] ] | L
| | | | L
0 2 4 6 8 9

Final Points are Better of
Improvement or Attainment

Hospital QBR Score is Sum of
Earned Points / Possible Points
with Domain Weights Applied

Scale Ranges from 0-80%
Max Penalty 2% & Reward +2%

(ALL HOSPITALS HAVE
OPPORTUNITY TO EARN
REWARD)
Abbreviated Pre- QBR Financial
Set Scale Score | Adjustment
Max Penalty 0% -2.00%
10% -1.51%
20% -1.02%
30% -0.54%
Penalty/Reward
Cutpoint 0.00%
50% 0.46%
60% 0.97%
70% 1.49%
Max Reward 80%+ 2.00%

Figure B.4. below details the baseline and performance timelines for the measures in the
QBR program for RY 2027.
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Figure B.4.QBR RY 2027 timeline: base and performance periods; financial impact
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PSI 90 measure (adopted beginning RY 2023)

Newly adopted in RY 2023, the Patient Safety Indicator composite measure was
developed by the Agency for Healthcare Research and Quality in 2003.1* CMS first
adopted the composite measure in theHVBP program in FFY 2015 and removed the
measure in FY 2019-FY 2022 due to operational constraints from the International
Classification of Diseases, Tenth Revision (ICD-10) transition. The HSCRC had used the
ICD-9 version of this measure in the QBR program but applied it to Maryland’s all-payer
population. CMS adopted the updated NQF endorsed ICD-10 version of the measure
(Medicare only) that is used beginning with the FY 2023 HospitalHVBP program'® , and
also adopted by the QBR program (all-payer version) in RY 2023.

AHRQ’s specified PSI uses include:

e Assess, monitor, track, and improve the safety of inpatient care

e Comparative public reporting, trending, and pay-for-performance initiatives

e Identify potentially avoidable complications that result from a patient’s exposure to
the health care system

e Detect potential safety problems that occur during a patient’s hospital stay

The discharge weighted average of the observed-to-expected ratios for the following
subset of AHRQ'’s PSlIs comprise the PSI-90 composite measure:

e PSI 03 Pressure Ulcer Rate

e PSI 06 latrogenic Pneumothorax Rate

e PSI 08 In-Hospital Fall With Hip Fracture Rate

e PSII 09 Perioperative Hemorrhage or Hematoma Rate

e PSI 10 Postoperative Acute Kidney Injury Requiring Dialysis Rate

e PSI 11 Postoperative Respiratory Failure Rate

e PSI 12 Perioperative Pulmonary Embolism (PE) or Deep Vein Thrombosis (DVT)

Rate

14

Source:
https://www.qualityindicators.ahrg.gov/Downloads/Modules/PSI/\V2020/TechSpecs/PS1%2090%20Patient%20
Safety%20and%20Adverse%20Events%20Composite.pdf.

15 For more information on the measure removal and adoption, reference the FY 2018 IPPS/LTCH
PPS final rule (82 FR 38242-38244) and (82 FR 38251-38256).
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e PSI 13 Postoperative Sepsis Rate
e PSI 14 Postoperative Wound Dehiscence Rate

e PSI 15 Abdominopelvic Accidental Puncture or Laceration Rate

PSI 90 combines the smoothed (empirical Bayes shrinkage) indirectly standardized
morbidity ratios (observed/expected ratios) from selected Patient Safety Indicators. The
weights of the individual component indicators are based on two concepts: the volume of
the adverse event and the harm associated with the adverse event. The volume weights
were calculated based on the number of safety-related events for the component indicators
in the all-payer reference population. The harm weights were calculated by multiplying
empirical estimates of the probability of excess harms associated with each patient safety
event by the corresponding utility weights (1—disutility). Disultility is the measure of the
severity of the adverse events associated with each harm (for example, the outcome

severity or the least-preferred states from the patient perspective).

The PSI 90 measure scores are converted to program scores, as described in the QBR

Score Calculation section of this appendix.
Follow-Up After Acute Exacerbation for Chronic Conditions (adopted for RY 2023)

Newly proposed for RY 2023, this measure was developed by IMPAQ on behalf of CMS. 16

Technical details for calculating measure scores are provided below.
Measure full title: Timely Follow-Up After Acute Exacerbations of Chronic Conditions
Measure steward: IMPAQ International

Description of measure: The percentage of issuer-product-level acute events requiring
an ED visit or hospitalization for one of the following six chronic conditions: hypertension,
asthma, heart failure, coronary artery disease, chronic obstructive pulmonary disease, or
diabetes mellitus (Type | or Type Il), where follow-up was received within the time frame

recommended by clinical practice guidelines in a non-emergency outpatient setting.
Unit of analysis: Issuer-by-product

Numerator statement: The numerator is the sum of the issuer-product-level denominator

events (ED visits, observation hospital stays, or inpatient hospital stays) for acute

16 Source: https://impaqgint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-conditions
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exacerbation of the following six conditions in which follow-up was received within the time
frame recommended by clinical practice guidelines:
1. Hypertension: Within 7 days of the date of discharge
Asthma: Within 14 days of the date of discharge
HF: Within 14 days of the date of discharge

row N

Coronary artery disease: Within 14 days of the date of discharge
5. Chronic obstructive pulmonary disease: Within 30 days of the date of discharge

6. Diabetes: Within 30 days of the date of discharge

Numerator details: This measure is defined at the issuer-by-product level, meaning that
results are aggregated for each qualified insurance issuer and for each product. A product
is defined as a discrete package of health insurance coverage benefits that issuers offer in
the context of a particular network type, such as health maintenance organization,
preferred provider organization, exclusive provider organization, point of service, or
indemnity. Issuers are broadly defined as health insurance providers who participate in the
Federally Facilitated Marketplaces and health insurance contracts offered in the Medicare

Advantage market.

Timely follow-up is defined as a claim for the same patient after the discharge date for the
acute event that (1) is a non-emergency outpatient visit and (2) has a Current Procedural
Terminology (CPT) or Healthcare Common Procedure Coding System (HCPCS) code
indicating a visit that constitutes appropriate follow-up, as defined by clinical guidelines and
clinical coding experts. The follow-up visit may be an office or telehealth visit and takes
place in certain chronic care or transitional care management settings. The visit must occur
within the condition-specific time frame to be considered timely and for the conditions

specified in the numerator. For a list of individual codes, please see the data dictionary.!”

The time frames for a follow-up visit for each of the six chronic conditions are based on

evidence-based clinical practice guidelines, as laid out in the evidence form.

Denominator statement: The denominator is the sum of the acute events—that is, the

issuer-product-level acute exacerbations that require an ED visit, observation stay, or

i Please see hitps://impagint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-
conditions.
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inpatient stay—for any of the six conditions listed above (hypertension, asthma, heart

failure, coronary artery disease, chronic obstructive pulmonary disease, or diabetes).

Denominator details: Acute events are defined as either an ED visit, observation stay, or
inpatient stay. If a patient is discharged and another claim begins for the same condition on
the same day or the following day, the claims are considered to be part of one continuous
acute event. In this case, the discharge date of the last claim is the beginning of the follow-

up interval. The final claim of the acute event must be a discharge to community.
An acute event is assigned to [condition] if:

1. The primary diagnosis is a sufficient code for [condition].
OR
2. The primary diagnosis is a related code for [condition] AND at least one additional
diagnosis is a sufficient code for [condition].
— If the event has two or more conditions with a related code as the primary
diagnosis and a sufficient code in additional diagnosis positions, assign
the event to the condition with a sufficient code appearing in the

“highest” (closest to the primary) diagnosis position.

If the visits that make up an acute event are assigned different conditions, the event is
assigned the condition that occurs last in the sequence. Following this methodology, only

one condition is recorded in the denominator per acute event.
Denominator exclusions: The measure excludes events with:

1. Subsequent acute events that occur two days after the prior discharge but still
during the follow-up interval of the prior event for the same reason; to prevent

double-counting, the denominator will include only the first acute event

2. Acute events after which the patient does not have continuous enroliment for 30

days in the same product

3. Acute events in which the discharge status of the last claim is not “to community”

(“left against medical advice” is not a discharge to community)

4. Acute events for which the calendar year ends before the follow-up window ends

(for example, acute asthma events ending less than 14 days before December 31)
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5. Acute events in which the patient enters a skilled nursing facility, non-acute care,

or hospice care during the follow-up interval
Measure scoring:

1. Denominator events are identified by hospitalization, observation, and ED events
with appropriate codes (that is, codes identifying an acute exacerbation of one of
the six included chronic conditions).

2. Exclusions are applied to the population from Step 1 to produce the eligible patient

population (that is, the count of all qualifying events) for the measure.

3. For each qualifying event, the claims are examined to determine whether they
include a subsequent code that satisfies the follow-up requirement for that event
(for example, whether a diabetes event received follow-up within the appropriate
time frame for diabetes, from an appropriate provider). Each event for which the
follow-up requirement was satisfied is counted as one in the numerator. Each
event for which the follow-up requirement was not satisfied is counted as zero in

the numerator.

4. The percentage score is calculated as the numerator divided by the denominator.

Measure-scoring logic: Following the National Quality Forum’s guideline, we use
opportunity-based weighting to calculate the follow-up measure. This means each
condition is weighted by the sum of acute exacerbations that require either an ED visit or
an observation or inpatient stay for all of the six conditions that occur, as reflected in the

logic below.

[NUM(ASM) + NUM(CAD) + NUM(HF) + NUM (COPD) + NUM(DIAB) + NUM(HTN)] /
[DENOM(ASM) + DENOM(CAD) + DENOM(HF) + DENOM (COPD) + DENOM(DIAB) +
DENOM(HTN)]

Although the development team designed the measure to aggregate each condition score
in the manner described above into a single overall score, programs may choose to also
calculate individual scores for each chronic condition when implementing the measure.
Individual measure scores would be calculated by dividing the condition-specific numerator
by the condition-specific denominator, as in the example for heart failure: NUM(HF) /
DENOM(HF).
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The follow-up measure scores are converted to QBR scores, as described in the QBR

Score Calculation section above.

Updated TFU Measurement Specifications CY 22025

Staff notes that the TFU measure specifications were updated in 2024 and were approved

by the CMS-designated Partnership for Quality Measurement. The updated specifications

will be adopted for the RY 2027 QBR program and include modifications in the follow up

times for some conditions as illustrated below.

Hypertension: Follow up within 14 days of the date of discharge for high-acuity patients

or within 30 days for medium-acuity patients

2. Asthma: Follow up within 14 days of the date of discharge
Heart Failure: Follow up within 14 days of the date of discharge
Coronary Artery Disease: Follow up within 7 days of the date of discharge for high-
acuity patients or within 6 weeks for low-acuity patients

5. Chronic Obstructive Pulmonary Disease: Follow up within 30 days of the date of
discharge

6. Diabetes: Follow up within 14 days of the date of discharge for high-acuity patients
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APPENDIX C: RY 2026 QBR PERFORMANCE BY HOSPITAL
cut-point =41%

FY25 Estimated
HOSPID HOSPITAL NAME Permanent Inpatient il zgggrimm % Revenue Impact | $ Revenue Impact
- Revenue - - -

210001 |Meritus 5 269,729,949 48.58% 0.44% $1.186,5812
210002 |UMMS- UMMC 5 1,672,442 188 18.08% -1.12% -$17,611,353
210003 |UMMS- Capital Region B 325,349 234 30.25% -0.52% -51,691,816
210004 |Trinity - Holy Cross 5 440,757.12 16.58% -1.19% -55.245.008
210005 |Frederick 5 255,860,248 26.17% -0.72% -51,842,194
210008 |Mercy 5 244,094 359 36.75% -0.21% -5512,598
210009 |JHH- Johns Hopkins 5 1,915,323,836 34.6T% -0.31% -55,937.504
210011 |St. Agnes 5 280,211,776 36.25% -0.23% -5644 487
210012 |Lifebridge- Sinai 5 527,147,859 31.00% -0.49% -52,683,025
210015 |MedStar- Franklin Square 5 407,544 466 2TAT% -0.67% -52,730,548
210016 |Adventist- White Oak 5 269,335,289 45.33% 0.22% $692.538
210017 |Garrett 5 31,765,005 B80.27% 2.00% $635,300
210018 |MedStar- Montgomery 5 107,202,092 55.27% 0.73% $782,575
210019 |Tidal- Peninsula 5 356,375,986 35.50% -0.27% -5962,215
210022 |JHH- Suburban 5 276,688,736 29.83% -0.54% -51,494.119
210023 |Luminis- Anne Arundel 5 419,860,154 34.83% -0.30% -51,259.580
210024 |MedStar- Union Mem 5 306,565 5594 32.55% 0.41% -51,256,919
210027 |Western Maryland 5 206,549.734 28.83% -0.59% -51,218.643
210028 |MedStar- St. Mary's 5 99,664,006 38.35% -0.13% -5129,563
210029 |JHH- Bayview 5 505,697 983 16.75% -1.18% -55,966,056
210032 |ChristianaCare, Union 5 111,158,432 45.43% 0.28% $311,244
210033 |Lifebridge- Carroll 5 166,721,665 25.75% -0.74% -31,233,742
210034 |MedStar- Harbor 5 137,076,633 39.93% -0.05% -568,538
210035 |UMMS- Charles 5 105,216,708 21.08% -0.97% -51,020,602
210037 |UMMS- Easton 5 138,384,760 30.33% -0.52% -5719,601
210038 |UMMS- Midtown 5 140,973,899 32.35% -0.42% -5592,030
210039 |Calvert 5 84,946,923 §3.17% 1.14% $968,395
210040  |Lifebridge- Northwest B 173,564,819 29.83% -0.54% -$937.250
210043 |UMMS- BWMC 5 329,675,757 3.42% -0.47% -51,549.476
210044  |GBMC 5 274,971,840 36.67% -0.21% -$&7T 441
210048 |JHH- Howard County 5 256,140,273 20.17% -1.02% -52,612,631
210049 |UMMS-Upper Chesapeake 5 260,331,648 22.83% -0.89% -52,316,952
210051 |Luminis- Doctors 5 195,040,841 29.75% -0.55% -51,072,725
210056 |MedStar- Good Sam 5 199,681,457 21.25% -0.96% -51,916,942
210057 |Adventist- Shady Grove 5 361,126,072 32.42% 0.42% 51,516,730
210060 |Adventist-Ft. Washington 5 37,325 252 33.65% -0.36% -$134,371
210061 |Atlantic General 5 49,839,515 58.85% 0.92% $458.524
210062 |MedStar- Southern MD 5 210,782,671 27.50% -0.66% -51,391,166
210063 |UMMS- St. Joe 5 305,357 564 42.92% 0.10% $305,358
210065 |Tnnity - Holy Cross Germantown 5 106,721,583 14.87% -1.28% -51,366,036

Statewide Total $12,463,104,017 -$64,871,175
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cut-point = 32.68%

FY25 Estimated
HOSPID HOSPITAL NAME Permanent Inpatient i ngfr:INAL % Revenue Impact | $ Revenue Impact
m - Revenue - - - -

210001 [Meritus bl 269,729,949 45,55 0.71% 51,915,083
210002 [UMMS- UMMC 5 1,572 442 188 1508 -0.90% -514,151,980
210003 [UMMS- Capital Region 5 325,348 234 S0.25% -0.16% -5520 559
210004 |Trinity - Holy Cross 5 440 757 012 15.58 -0.99% -54 363 494
210005 |(Frederick 5 255 860,248 26,17 -0.41% -51,049 027
210008 [Mercy 5 244 094 359 3675 017% $414 960
210009 [JHH- Johns Hopkins 5 1,915,323 836 3467 0.08% 51,532 258
210011 |5t Agnes 5 280211776 36255 0.14% $392 296
210012 |Lifebridge- Sinai 5 527,147 8549 1005 -0.11% -5579,863
210015 [MedStar- Franklin Square 5 407 544 466 27T -0.35% -51,426 406
210016 [Adventist- White Oak 5 268,335 2849 45,33 0.53% 51,427 477
210017 |Garrett 5 31,765,005 BO0.27% 2.00% $635,300
210018 [MedStar- Montgomery 5 107 202,092 5527 0.95% 51,018 420
210019 |Tidal- Peninsula 5 356,375,986 35.505; 0.11% $392 014
210022 [JHH- Suburban bl 276,688,736 29.83% -0.18% -5498,040
210023 [Luminis- Anne Arundel 5 419 860,154 5d.85 0.08% $335,888
210024 |MedStar- Union Mem 5 306,565,594 5255 -0.02% -5E1,313
210027 |Western Maryland 5 206,548 734 28.83 -0.25% -5516 374
210028 [MedStar- St. Mary's 5 99 664,006 38.35% 0.23% $220 227
210029 |JHH- Bayiew 5 505,597 983 16. 750 -0.98% -54 954 860
210032 [ChristianaCare, Union 5 111,158 432 46,43 0.58% $644 718
210033 [Lifebridge- Carraoll bl 166,721,865 25,75 -0.43% -5716,904
210034 [MedStar- Harbor 5 137 076,633 39.93% 0.30% $411,230
210035 [UMMS- Charles & 105,216,708 21.08% -0.72% -5757 560
210037 [UMMS- Easton 5 138,384,760 30,33 -0.15% -5207 577
210038 [UMMS- Midtown ] 140,973,899 3235 -0.03% -542 207
210039 [Calvert & 84,946 923 B3.17 1.29% $1,095 815
210040 [Lifebridge- Northwest i) 173,564 8149 29.83 -0.18% -5312 417
210043 [UMMS- BWMC ] 328 675757 IldzZu -0.09% -5296,708
210044 [GBMC & 274,971,840 J6.ETH 0.16% $439 955
210048 |[JHH-Howard County & 256,140,273 2017 -0.77% -51,972,280
210049 [UMMS-Upper Chesapeake 5 260,331,648 2283 -0.61% -51,588 023
210051 [Luminis- Doctors bl 195,040 841 29.75% -0.19% -5370,678
210056 [MedStar- Good Sam 5 199 681,457 2125 -0.71% -51,417, 738
210057 |Adventist- Shady Grove 5 361,126 072 G242 -0.03% -5108,338
210060 [Adventist-Ft. Washington 5 37,325 252 33.65% 0.03% 511,198
210061 [Atlantic General 5 49 839515 55.85 1.10% $548 235
210062 [Med3Star- Southern MD 5 210,782 671 27.50 -0.33% -5695 583
210063 [UMNMS- 5t Joe 5 305,357 564 42,923 0.43% 51,313,038
210065 |Trinity - Holy Cross Germantown | § 106,721,583 .53 -1.10% -51,173,937

Statewide Total $12,463,104,017 -$25,024, 737
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APPENDIX D: HCAHPS COLLABORATIVE AND ANALYSIS

Learning Collaborative

Given concerns on HCAHPS performance, CMS tasked the state with implementing a Statewide
HCAHPS performance improvement initiative that leverages input from providers, industry experts, and
other stakeholders to develop future improvement goals. Further, CMS noted they are looking for the
state to develop these strategies and commit to creating a framework for setting HCAHPS performance
improvement goals for future performance years. Key components of the HCAHPS improvement
framework include administrative leadership accountability, data analysis and data sharing, and hospital

adoption and sharing of best practices.

To address these concerns,the HSCRC and the Maryland Hospital Association (MHA), established an
HCAHPS Learning Collaborative to better understand Maryland’s persistently low HCAHPS scores,
understand the links between patient experience and safety, and to share best practices across Maryland
hospitals and from national experts. The HCAHPS Learning Collaborative has met monthly since
December 2024 to examine root causes of performance gaps and identify strategies for improvement.
The Collaborative’s membership included patient experience leaders from hospitals across the state of

Maryland, Maryland’s health care regulatory bodies, and representatives from national survey vendors.

While the final deliverables from the Collaborative are pending, a central finding is that patient experience
is a primary lens through which patients assess care quality and safety of hospital care. However,
hospitals sometimes view patient experience outcomes as distinct from quality and safety outcomes. But
data presented by Dr. Tejal Gandhi, Chief Safety and Transformation Officer for Press Ganey (largest
HCAHPS survey vendor) clearly shows the relationship. Dr. Gandhi shared that being a top patient
experience performer on “Staff Worked Together” questions is associated with 10% fewer Total Falls and
10% fewer Injury Falls. In addition, top performers on “Staff provide care in a safe manner” questions are
associated with 8% fewer Hospital-Acquired Pressure Injury (HAPI) and 16% fewer Total Falls.
Furthermore, Dr. Gandhi’s presentation included data indicating that when patients felt safe they would
often mention that the medical professionals were friendly, caring, and professional. However, when
patients felt unsafe, they mentioned environmental concerns, dismissive attitudes from staff, and
administrative errors. Thus, for Maryland to transform its HCAHPS scores, hospitals must continue to
recognize and invest in improving the patient experience as a central part of delivering high quality, safe,
and reliable hospital care.
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Patient Disparity Analysis

Examining HCAHPS results by demographic, clinical, and geographic characteristics allows focused
improvement opportunities. The proportion of HCAHPS responses within the state does not align with the
composition of the population. White respondents are more highly represented than Black or other
respondent categories relative to their proportion in Maryland’s population from the 2020 Census. Survey
results are from all discharges from July 2021 through December 2024.

When reviewing top-box recommendation and rating by race from 2021 - 2024 (Figure D.1.):

e Less Black respondents than expected responding “Definitely Yes” and more White respondents
than expected responding “Definitely Yes”

e Black respondents are consistently the least favorable with the exception of one data point (Black
and White respondents, 2021)

Figure D.1. HCAHPS Responses compared to Maryland Population, as derived from the
2020 Census

HCAHPS Respondents versus Maryland

Population
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When reviewing top-box rating (9 or 10) by race (Figure D.2.):

e Maryland responses are lower in the 9 or 10 category than the nation.
e In contrast to top-box recommendation, the Other race category responds the least favorably

Figure D.2. Top-Box Recommendation by Race

Top-Box Recommendation by Race
Race 2021 2022 2023 2024
White 69.4 68.3 69.1 69.0
Black 69.4 66.0 65.0 66.5
Other 69.8 69.9 70.4 70.5
Overall 69.4 67.9 68.3 68.6

When reviewing top-box rating (9 or 10) by race (Figure D.3.):

e Maryland responses are lower in the 9 or 10 category than the nation.
e In contrast to top-box recommendation, the Other race category responds the least favorably

Figure D.3. Top-Box Rating by Race

Top-Box Rating by Race
2021 2022 2023 2024
White 68.3 67.6 68.9 68.6
Black 68.3 67.1 67.8 67.9
Other 66.6 66.7 67.6 66.2
Overall 68.2 67.5 68.6 68.3

For the responses by service line in Maryland (Figure D.4.), there were 11,580 surveys within the
Maternity comprising 11% of the total, 60,487 surveys within Medical comprising 57% of the total,
and 34,786 surveys within Surgical comprising 33%:
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Figure D.4. Responses by Service Line

HCAHPS Responses by Service Line

® Matemity Care = Medical = Surgical

Looking at the overall results, there is minimal variation between race (Figure D.5). When
reviewing more granularly, there are significant differences between race and service line.
Specifically, the surgical service line consistently has higher results, and the medical service line
is the lowest. However, between the race categories within the maternity service line, there is

over a six-point difference between black and white respondents.

Figure D.5. Top-Box Rating by Race and Service Line Results

Top-Box Rating by Service Line
Race Maternity Medical Surgical Overall
White 71.9 63.4 75.7 68.9
Black 65.4 65.6 73.8 66.5
Other 67.3 63.1 73.0 70.2
Overall 69.6 65.1 75.2 68.4

Reviewing the results by region, there are higher top-box results in Baltimore City and the Northern DC

Suburbs, with lower results in Southern Maryland.
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Figure D.6. Top-Box Rating and Recommendation by Region
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APPENDIX E: CDC ANALYSIS OF NHSN HAI MEASURES

The CDC also publishes an annual report that includes state-specific performance on HAI measures that
includes comparison of performance to the previous year as well as the statistical significance of the
changes'®. Figure E.1. below illustrates Maryland’s change from CY 2022 to CY 2023 (the most current
annual report published by CDC); the data reveal that Maryland’s performance had statistically significant
improvement (decrease) or had unchanged performance on all HAI measure SIRs included in the QBR
program. Of particular note based on the CDC analysis, SIR differences in Maryland of between -10
percent and 28 percent for four of the HAI categories for CY 2023 compared to CY 2022 were not
statistically significant because of small cell sizes in the state; SIR differences year over year have shown
similar results for Maryland based on CDC analyses'. The issue of whether the differences are
statistically significant is important to consider also when comparing Maryland or other relatively smaller
states’ performance or the nation, or comparing hospital performance to the national standards. For
example, the hospital HVBP performance results do not indicate whether differences in performance

among hospitals and states compared to the HVBP performance standards are statistically significant.

Figure E.1. CDC Healthcare-Associated Infections Progress Report, Maryland SIRs, CY 2023
Compared to CY 2022

Maryland Changes in state-specific standardized infection ratios (SIRs) between 2022 and 2023
for NHSN Acute Care Hospitals

2022 | 2023 | Percent Direction of Change, Based on

SIR SIR | Change Statistical Significance p-value
CLABSI 0.946( 0.848 -10% No statistically significant change 0.1189
CAUTI 0.753| 0.763 1% No statistically significant change 0.8575
SSI Colon 0.861| 0.890 3% No statistically Significant change 0.8944
SS| Hysterectomy| 1.185] 1.515 28% No statistically significant change 0.2771
MRSA 0.767| 0.571 -26% Statistically significant decrease 0.0165
CDIF 0.570| 0.500 -12% Statistically significant decrease 0.0060

18 2022 National and State Healthcare-Associated Infections Progress Report found at:
https://lwww.cdc.gov/healthcare-associated-infections/php/data/progress-
report.htmlI?CDC_AAref_Val=https://www.cdc.gov/hai/data/portal/progress-report.html, last accessed 8/15/2024.

19 See: https://www.cdc.gov/nhsn/datastat/progress-report.html (last accessed 7/23/2025).
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APPENDIX F: DIGITAL QUALITY MEASURES INFRASTRUCTURE

CMS Roadmap

Maryland is an early adopter of digital measure reporting and has established beginning in CY 2022
statewide infrastructure and reporting requirements, initially for monitoring; Maryland envisions
transitioning to the use of digital measures in the QBR program as well as other quality-based payment

programs when digital measurement has had sufficient development and implementation is feasible.

Over the past decade, CMS has led efforts to advance the use of data from electronic health records
(EHRs) to enhance and expand quality measurement. However, accessing clinical patient data from
EHRs for the purpose of quality reporting remains relatively burdensome. Additionally, CMS’s current
approach to quality measurement does not easily incorporate emerging digital data sources such as
patient-reported outcomes (PROs) and patient-generated health data (PGHD). There is a need to
streamline the approach to data standardization, collection, exchange, calculation, and reporting to fully

leverage clinical and patient-centered information for measurement, quality improvement, and learning.

Advancements in the interoperability of healthcare data from EHRs create an opportunity to dramatically
improve quality measurement systems and realize creation of a learning health system. In 2020, the
Department of Health and Human Services (HHS) finalized interoperability requirements in CMS’s
Interoperability and Patient Access final rule and in the Office of the National Coordinator for Health
Information and Technology’s (ONC’s) 21st Century Cures Act final rule. Driven by the Cures Act’s goal of
“complete access, exchange, and use of all electronically accessible health information,” these changes
will greatly expand the availability of standardized, readily accessible data for measurement. Most
important, CMS’s and ONC'’s interoperability rules and policies require specified healthcare providers and
health plans to make a defined set of patient information available to authorized users (patients, other
providers, other plans) with no special effort using Fast Healthcare Interoperability Resources (FHIR®)
application programming interfaces (APIs). The scope of required patient data and standards that
support them will evolve over time, starting with data specified in the United States Core Data for
Interoperability (USCDI) Version 1, structured according to the Health Level Seven International (HL7®)
FHIR US Core Implementation Guide (US Core IG).

65



Maryland, like CMS, believes that in the future, interoperability of EHR and other digital health data can
fuel a revolution in healthcare delivery and advance Measure Calculation Tools to leverage data beyond
just EHRs and across settings and providers. CMS has outlined a roadmap to transition from the current
environment to a learning health system powered by advanced analytics applied to all digital health data

to optimize patient safety, outcomes, and experience.?°
Details of Maryland Hospital Digital Measures Implementation

In CY 2021 Maryland implemented statewide infrastructure and required all acute hospitals to report to
HSCRC electronic Clinical Quality Measures (eCQM) measures beginning in CY 2022, with planned
expansion to other digital measures going forward. The reporting requirements are more aggressive than
the National CMS requirements in terms of measures, and the expectation for quarterly data submissions

as opposed to annual submissions required by CMS.

HSCRC continues to support more current digital data submission/availability to strengthen hospitals’ and
the state’s ability to use the data for quality tracking and improvement that is actionable. Further, the
early adoption and migration to digital data and measures in general will ultimately constitute less burden
for hospitals and the State. However, it is also important to note that some hospital stakeholders and
Electronic Health Record (EHR) vendors have raised concerns regarding the quarterly data submissions
related to EHR vendor system digital measure updates and hospitals’ implementation of the updates, and
hospitals have submitted Exceptional Circumstances Exemption requests for timeline extensions which
have been granted on a case by case basis by the Commission.The Commission will continue to consider
and approve timeline extension requests up to the CMS annual submission deadlines. Figure F.1. below
illustrates the Maryland and CMS CY 2026 reporting requirements.

Staff notes that, in alignment with the state’s goals to improve on maternal health and the SIHIS goal to
reduce Severe Maternal Morbidity, the HSCRC required submission of the Severe Obstetric
Complications measure beginning in CY 2022, a year ahead of CMS’ requirement for hospitals to submit
this eCQM; of note, beginning this year, Maryland has worked with CRISP and Medisolv to complete the
application of risk adjustment for this measure so it may be used to compare hospital performance in the

future. Also, through data/information sharing, staff will continue to collaborate with Maryland’s

20 please see full details on CMS Digital Quality Measurement Strategic Roadmap:
https://ecqi.healthit.gov/sites/default/files/CMSdQMStrategicRoadmap 032822.pdf, last accessed 8/9/2022.
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Department of Health Maternal Child Health Bureau on this important population health improvement

priority.
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Figure F.1. CMS-Maryland CY 202CY 2025 Anticipated eCQM Reporting Requirements

Reporting Period/ CMS Measures Maryland Measures
payment determination

CY 2025/RY 2027 Three self-selected eCQMs; Two self-selected eCQMs;
Three required eCMQs Required eCQMs-
-Safe Use of Opioids -Safe Opioids
-Cesarean Birth -hypoglycemia
-Severe Obstetric Complications -hyperglycemia

-Cesarean Birth

Clinical data elements for two hybrid | -Severe Obstetric complications
measures for Medicare

-30-day mortality Clinical data elements for two hybrid
-30-day readmissions measures ( for
all-payers beginning in July 2024-June
2025)

-30-day mortality
-30-day readmissions

CY 2026/RY 2028 Three self-selected eCQMs; Three self-selected eCQMs;
Required eCQMs- Required eCQMs-
-Safe Opioids -Safe Opioids
-hypoglycemia -hypoglycemia
-hyperglycemia -hyperglycemia
-Cesarean Birth -Cesarean Birth
-Severe Obstetric complications -Severe Obstetric complications

Clinical data elements for two hybrid | Clinical data elements for two hybrid

measures ( for measures ( for

all-payers beginning in July 2024- all-payers beginning in July 2024-June
June 2025) 2025)

-30-day mortality -30-day mortality

-30-day readmissions -30-day readmissions

In addition to the eCQM reporting requirements, Maryland will also utilize the established infrastructure to
continue collecting 30-day Hospital Wide Readmission (HWR) and Hospital Wide Mortality (HWM) hybrid
measures required as of July 1, 2023. The state notes that subsequent transition to and adoption of an

all-payer hybrid HWM measure will potentially allow for its use in the QBR program.
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The next HSCRC Public Meeting is Wednesday,December 10, 2025.
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