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Introduction and Background

@ maryland

b4 healthservices 4

cost review commission




I HSCRC - Who We Are

hscrc

The Maryland Health Services Cost Review
Commission (HSCRC) is an independent state
agency responsible for regulating the quality and
cost of hospital services to ensure all Marylanders
have access to high value healthcare.

HSCRC'’s vision is to enhance the quality
of health care and patient experience,
improve population health and health
outcomes, and reduce the total cost of

care for Marylanders.

The HSCRC establishes rates for all
hospital services and helps develop the
State’s innovative efforts to transform the
delivery system and achieve goals under
the Maryland Health Model.
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Il \aryland’s Unique Healthcare System: Overview

Maryland Health Model

CMS-MD Agreement

All-Payer Hospital Rate Setting System

* A commitment between the State and

+ The HSCRC has set hospital rates, on an Federal Government to use global budgets
all-payer basis, since the 1970s Commission for hospitals, reform the health care and

Policies delivery system, and improve population

* The system can be adjusted to achieve CMS health.

agreement targets and other statewide

S » All-Payer Model (2014-2018)
priorities

» Total Cost of Care Model (2019-2028)

maryland
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I 1COC Model Components

)

Model Reach

<

Population Health and Health Equity

Maryland Investment in initiatives that aim to make statewide
Communities improvements in the areas of diabetes, opioid
addiction, and maternal and child health.

Broader

Healthcare Payment and Delivery System Reform

System Incentivization of care transformation and

* partnerships across settings of care by
expanding opportunities for non-hospital
provider participation in value-based programs

Population-Based Revenue

* « Expanded hospital quality requirements, incentives,
and responsibility to control total costs through

limited revenue-at-risk maryland h
health services ﬁ i
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B Global Budgets: Impacts on Quality

. While required to improve quality and have all-payer quality programs, similar to
national programs, implementation of global budgets in and of itself impacts quality.

. Global budgets are strong incentives for hospital quality and efficiency.

Hospitals can retain savings from improved quality, e.g., reduced complications,
avoidable readmissions, etc.

Hospitals can retain savings from improved efficiencies, but quality and access
should be monitored to ensure efficiencies do result in worse patient outcomes.

Quality
Global Budgets Programs

Incentivize
Ensure

Efflc'((:%"CleS in Appropriate Care
are is Provided

&P maryland
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Overview of Pay-for-Performance Programs
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I Hospital Quality Adjustments

The following are HSCRC's four main quality payment incentive programs:

. i Potential
Maryland Hospital Quality RESCISSIONS Avoidablé/

Acquired Reimbursement DECHCION Utilization (PAU)

Conditions P BR
(MHAC) Program rogram (UBR)

Incentive

: Program (RRIP) ~ Focuses on
_ Focuses on patient : improving patient
Encourages hospitals to experience, patient Encourages hospitals care and health

reduce infections and e to reduce ;
g , safety, and clinical o o through reducin
complications acquired i readmissions within pote ntiglly avoidag/e

during a hospital stay quality outcomes ; . wy a
30 days of discharg utilization

HSCRC'’s quality programs are similar to federal Medicare pay-for-performance programs, but are, wherever possible, All-Payer
(instead of Medicare-only) and tailored to address MD’s unique quality improvement strategies
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Il HSCRC Quality Program Guiding Principles

The mission of the HSCRC
Quality Program is to create
all-payer financial incentives
for Maryland hospitals to
provide efficient, high quality
patient care, and to support
delivery system improvements
across the State.

Consider all

settings of
care

Encourage
cooperation

and sharing of
best practices

Reduce
disparities and
achieve health

equity

Improve care
for all
patients,
regardless of
payer

Support
achievement of

Maryland Model
targets and

maintain quality
waiver

Provide
hospitals with

the ability to
track

progress

maryland )
health services

cost review commission

11



Il HSCRC Performance Measurement Workgroup

1.

Broad stakeholder group of hospital, payer, quality measurement, academic, consumer,
and government agency experts and representatives

Meets monthly in-person and virtually (3rd Wednesday at 9:30am) from around August
through May

a.

Meetings are public, email hscrc.quality@maryland.gov to be added to listserv

Reviews and recommends annual updates to the performance-based payment programs

Considers and recommends strategic direction for the overall performance measurement

system
a. Create all-payer programs that align with National measures and strategies as appropriate
b. Update programs to meet Maryland Model goals
c. Incorporate measures specific to State of Maryland concerns such as emergency
department length of stay
Broaden focus to patient-centered population health
e. Develop infrastructure to collect digital quality measures

maryland
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RY 2027 Quality Programs
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RY 2027 Quality Program Timelines

HSCRC RY 2027 Performance Based Payment Program Measurement, Performance, and Impact PeriodJ

Rate Year
{Maryland Fiscal
Year)

Q3-22

Q4-22

Q1-23

Q2-23

Q3-23

Q1-24|Q2-24(Q3-24(Q4-24

Q1-25

Q2-25

Q3-25|Q4-25 |Q1-26|Q2-26

Q3-26

Q4-26

Q1-27|Q2-27|Q3-27|Q4-27

Calendar Year

Q122

Q222

Q322

Q1-23

Base Period: Hospital
Conpare (HCAHPS
measures, All NHSN
Measures)

Q3-23|Q4-23|Q1-24|Q2-24

Q324

Q4-24

Q1-25|Q2-25 (Q3-25

Performance Period: Hospital
Compare (HCAHPS
measures, All NHSN

Measures)

Q1-26

Q2-26

Base Period: QBRIP and 30
day Mortality, PS-90, Timely
Follow-up Chronic
Conditions (Medicare,
Medicaid and wyin Hospital

Disparity Reduction)

Performance Pairod: QBRIP
and 30-day Mortality, PSI-90,
Follow-up Chronic
Conditions (Medicare,
Medicaid and w/in Haospi tal
Dispari ty Reduction)

cePeriad:
Emergency Departrent
Length of Stay (Admitted

mar

cost

Q3-26|Q4-26|Q1-27|Q2-27

RateYear|npactedby QBR
Results




RY 2027 Maryland Hospital Acquired
Condition (MHAC) Program
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I Maryland Hospital Acquired Conditions (MHAC) Program

Purpose

To improve patient care and hospital
decision-making by adjusting GBR based on 16
identified potentially preventable complications
(PPCs), complications acquired during a
hospital stay that were not present on admission

* PPCs can lead to poor patient outcomes,
including longer hospital stays, permanent
harm, and death, and increased costs.

* Examples of PPCs include an accidental
laceration during a procedure, improper
administration of medication, hospital-acquired
pneumonia

How it Works:
Revenue-at-Risk

The program puts 2 percent
of inpatient hospital revenue
at risk (maximum
penalty/reward)

Federal Alignment

The MHAC Program is similar
to the federal Medicare HAC
Reduction Program (HACRP)
but is all-payer, uses a
Maryland-specific list of PPC
measures, and does not
relatively rank hospitals in
assigning financial rewards and
penalties.

maryland
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I RY 2027 MHAC Changes

Assessing hospital performance on a PPC Composite Measure: This
includes all payment PPCs for each hospital with at least 1 at-risk discharge in
the performance period.

Using individual PPCs for pneumonia: Instead of combining them, PPC 5
(pneumonia and other lung infections) and PPC 6 (aspiration pneumonia) are
assessed separately, resulting in 16 total payment PPCs.

Comparing to a single threshold and benchmark: This is used to calculate
the MHAC score instead of adding up attainment points across PPCs.

Implementing a continuous revenue adjustment scale: This scale has no
hold-harmless zone.

Estimating the cutpoint prospectively: Will be reassessed with actual scores
and modified if the difference is greater than 10 percentage points.

maryland
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I RY 2027 Data Details

1. “Base” Period: July 2022-June 2024 (i.e., FYs 23 and 24)
a. Used for calculation of the threshold and benchmark (i.e., performance
standards) and the normative values for case-mix adjustment
b. Used to determine small hospitals
2. Performance Period: CY 2025
a. Smaller hospitals use two years for performance period (CY24 & CY25)
3. Solventum APR-DRG and PPC Grouper Version 42
a. Grouper uses Primary Diagnosis and 29 Secondary Diagnosis
codes

maryland
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Potentially Preventable
Complication Measures

List of 16 clinically significant PPC
included in payment program.

3- Acute 4- Acute 5- Pneumonia &  6- Aspiration

Pulmonary Pulmonary Other Lung Pneumonia

Edema & Edema & Infections

Respiratory Respiratory

Failure w/o Failure w/

Ventilation Ventilation

7- Pulmonary 9- Shock 16- Venous 28- In-Hospital

Embolism Thrombosis Trauma/
Fractures®

35- Septicemia & 37- Postoperative 41- Postoperative 42- Accidental
Severe Infections Infection w/o Hemorrhage/Hema Puncture/

Procedure™ toma v«;l Procedure :.acer.ation w/
or 18D nvasive .
Procedure
47- 49- latrogenic 60- Major 61- Other

Encephalopathy * Puerperal Infection Complications
R & Other Major OB of OB Wounds
Complications

Exclusions:

e Palliative care (PC) most PPCs
(exceptions- PC NOT excluded®)

e Discharges with >6 PPCs

e APR-DRG SOl cells <31 at-risk
discharges in the base

e Hospital Specific: PPCs with 0
at-risk during performance

Case-Mix Adjustment and

Standardized Scores

Performance Measure: CY 2025* PPC
Composite Measure

Formula to calculate composite:

- 5 (X!%, ObservedPPC,; » SolventumCostWeight,)
omposite; =
4 1 (Z18, ExpectedPPC; + SolventumCostWeight,)

Solventum cost weights used as proxy for patient harm.
Expected PPCs calculated by applying statewide average
PPC rate by APR-DRG SOl cell (norms) from base to
hospitals’ patient mix in performance period

MHAC Score (0-100%) calculated by comparing hospital
performance to a statewide threshold and benchmark.

MHAC Score
Threshold
Benchmark
Avg 0-20" pércentile| |  Avg[got"-100t™"

i | | |
percé%t"e 20% 40% 60% 80% 130%

July 22- June 24 used to calculate statewide averages
(norms) and threshold/benchmark.

d-on-CY¥s-24-8&-25

tSematlhospitals will-be

Hospital MHAC Score &
Revenue Adjustments

Hospital MHAC Score (0-100%) is
compared to a present revenue
adjustment scale.

Cut point for rewards/penalties is
average MHAC score based on

historical modeling. This cut point will
be reassessed and updated if the
performance period average MHAC score
varies by more than 10 percentage points.

r\ll-n, DAanalév 20/ O Dawsravd 170/

MHAC Inpatient
Scnie Fl:evenue
Adjustment

0% -2.00%
10% -1.76%
20% -1.52%
30% -1.29%
40% -1.05%
50% 0.81%
60% -0.57%
70% -0.33%
80% -0.10%
84% 0.00%
90% 0.75%
100% 2.00%




I RY 2027 Payment PPCs

Note: New to RY 2027, PPC 5 & 6 are assessed separately

PPC o . PPC o .
PPC Description v42 cost weight PPC Description V42 cost weight
Number Number
3 Acute Pulmonary Edema 0.2945 35 Septicemia & Severe Infections 1.2705
and Respiratory Failure
without Ventilation 37 Post-Operative Infection & Deep 1.5593
Wound Disruption without Procedure
4 Acute Pulmonary Edema 1.1326
and Resplratc.)ry'Fallure with 41 Post-Operative Hemorrhage & 1.0451
Ventilation
Hematoma w/ Hemorrhage Control
Procedure or 1&D
5 Pneumonia & Other Lung 1.8707
Infections 42 Accidental Puncture/Laceration During 1.5203
Invasive Procedure
6 Aspiration Pneumonia 0.7765
47 Encephalopathy 0.8107
7 Pulmonary Embolism 1.2328
49 latrogenic Pneumothorax 0.4250
9 Shock 1.1956
60 Major Puerperal Infection and Other 0.7306
16 Venous Thrombosis 1.4819 Major Obstetric Complications
28 In-Hospital Trauma and 0.4574 61 Other Complications of Obstetrical 0.1389
Fractures Surgical & Perineal Wounds
maryland )
health services
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B Adjustments to PPC Measurement

1.

Adjustments are made to improve measurement fairness and stability;
whenever possible, these adjustments are done prospectively

For each hospital, discharges will be excluded if:

a. The discharge has > 6 PPCs (i.e., catastrophic cases)

b. The discharge is in an APR-DRG SOl group with less than 31 statewide
discharges

For each hospital, PPCs will be excluded if:
a. During the performance period, the PPC has 0 at-risk discharges

Two years of performance data (CY 24 & 25) are used for small hospitals
(i.e., hospitals with less than 21,500 at-risk discharges and/or 22 expected PPCs across all payment program PPCs)

maryland

health services
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I Pcrformance Metric: PPC Composite Measure--

Hospital performance is measured using the PPC Composite measure:

(Xis, ObservedPPC;; » SolventumCostWeight,)
(X186, ExpectedPPC,; + SolventumCostWeight,)

PPC Composite; =

The expected number of PPCs for each hospital is calculated using the base
period statewide PPC rate or normative value for each diagnosis and severity of
iliness category (APR-DRG-SOI) and multiplying that by the number of at-risk
discharges a hospital has in each category during the performance period.

Normative values for calculating expected numbers are

included in the MHAC Summary reports on the CRS portal

The appendix of the MHAC Final Recommendation or annual
memo for details on how to calculate expected numbers.

P maryland )
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Il PPC Composite: Performance Standards

To convert the hospital PPC composite to the MHAC score, the
PPC composite measure is compared to the performance
standards:

o Threshold = Average of bottom 20th percentile
o Benchmark = Average of top 20th percentile

The performance standards are determined using base period data.

Threshold and Benchmark for the composite

PPC are included in the MHAC Summary
Report on the CRS Portal.

&P maryland
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I PPC Composite Calculation: Example

PPC # PPC Description At-Risk Observed Expected cs:sl::v':il;?t cool::vr:?:;‘ ;"s‘:w;?:;t Co:';gshe THRESHOLD | BENCHMARK | MHAC Score
L = Average | M= Average of N =K
c D E F G H I=FH J=G*H K=1J 20th percentile | 80th percentil | compared to
b x > x| b > *| from base|~ from base |~ LEM [~
S R‘*"f“‘“”" 9810 18 31.01 02945 | 53010 || 9.1333 Sy
R e 10214 11 17.55 1.1326 | 12.4586 |[19.8729 PPC Composite '= weighted
5 |Pneumonia & Other Lung Infections 6383 13 17.68 1.8707 | 24.3191 |[33.0678 - :
6 |Aspiration Preumonia 10505 14 1552 | 07765 | 10.8710 |[12.0520 ||| °Pserved d'v'de(: %y weighted
7 [uimonary Embolism 11675 12 13.21 1.2328 | 14.7936 || 16.2826 eXxpecte ,
9 |[shock 11797 28 29.42 1.1956 | 33.4768 |[35.1728 ' '
16 |Venous Thrombosis 7515 3 6.56 1.4819 | 4.4457 || 9.7168 Step 5: Compare PPC
28 [inHospital Trauma and Fractures 21153 10 13.18 0.4574 | 45740 || 6.0279 Composite to
35 Eigl_'c:i:z:d&urilerf;i:r::cgog:epWound 5553 19 22.78 1.2705 | 24.1395 ||28.9382 Threshold &
37 Disruption without Procedure 6287 32 26.43 1.5593 | 49.8976 [141.2176 Benchmark to get
Peri-0) tive H il &H t ith
N |emonhone Cortrd Pk 6564 5 5.39 1.0451 | 52255 || 56316 / MHAC Score
Accidental Puncture/L tion duri
42 (T mE Sl 23210 12 8.86 1.5203 | 18.2436 (| 13.4661 / \
47 |Encephalopathy 8175 2 20.00 0.8107 | 1.6214 |[16.2153 / \
49 |latrogenic Preumothorax 14584 3 5.50 0.4250 | 1.2750 || 2.3372 / \
Major P | Infecti d Other Maj
e 1529 1 130 | 07306 | 0.7306 || 0.9515 / \ /
g (PSRRI ey 1 1.93 01389 | 0.1389 || 0.2687 / V
68 |Composite PPC , 211.5119 [[250.3532 ([ 0.8449 || 1.4951 0.5364 | 67.65%
Step 1: Step 2: p: maryland

Multiply observed by
cost weight

Sum up total for all

PPCs

Step 3:
Repeat for expected

health services 25
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N opC Composite conversion to MHAC Score Example

Threshold = 1.4951 Benchmark

(Base Year Avg of Bottom Quintile)

——
0 percent

20 40 60 80

Reward/Penalty
Cutpoint: 84%

Hospital Composite = 0.8449
Calculates to MHAC score of 67.65%

= 0.5364

(Base Year Avg of Top Quintile)

— —
100 percent

maryland
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B Score & Revenue Adjustment Scale Igationt
MHAC Revenue
MHAC revenue adjustment scale ranges from 0% to 100% Score Adjustment
e MHAC score and cut point will be rounded to a percent e eI
. . . 0 = 0
with two decimal points. 10% 1.76%
_ _ _ _ _ 20% -1.52%
e Picture is abbreviated scale for illustrative purposes. 30% 1.29%
e The preliminary cut point of 83.80% (rounded to 84% 40% -1.05%
for scale) was average score estimated through o0% -0.81%
historical modeling; cut point will be reassessed and updated if the 60% -0.57%
performance period average MHAC score varies by more than 10 70% -0.33%
percentage points.
80% -0.10%
Maximum penalty and reward is 2% of inpatient revenue. 84% 0.00%
The MHAC Summary report on the CRS portal provides PPC 90% 0.75%
specific performance, Hospital MHAC Scores, calculation sheet, 100% 2.00%

and revenue adjustment scale.
Future consideration: Results YTD vs. Rolling 12-month scores
under new methodology.

¢ maryland
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RY 2027 Quality-Based
Reimbursement (QBR) Program
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I Quality Based Reimbursement (QBR) Program

Q Purpose

To incentivize quality improvement across
three patient-centered quality
measurement domains:

1. Person and Community Engagement
(HCAHPS) - 6 survey-based measures
+ 3 linear measures + ED LOS + timely
follow-up (tfu) + tfu disparity gap

2. Clinical Care - inpatient mortality +
30-day mortality

3. Safety - 6 measures of in-patient
safety: 5 National Healthcare Safety
Network (NHSN) Healthcare
Associated Infections + Patient Safety
Index (PSI-90)

How it Works: Revenue-at-Risk

The Program puts 2 percent of inpatient hospital revenue at
risk (maximum penalty/reward)

Federal Alignment

The QBR program uses similar measures to the federal
Medicare Value-Based Purchasing (VBP) program but has
an all-payer focus and can adjust domain weights to focus on
MD-specific improvements.

VBP DOMAIN WEIGHTS QBR DOMAIN WEIGHTS

Person and

Community
Engagement
60%

Person and

Community
Engagement
25%

neatkin services
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B OBR Program Inclusion Rules

* Hospitals must have at least 100 HCAHPS survey responses to be included
in the QBR program.

* For hospitals with measures that have no base period data, attainment only
scores will be used to evaluate performance.

« Domain weighting is adjusted based on data availability (i.e., if no safety score,
PCE domain weighted at 86% and Clinical Care domain weighted at 14%)

*It is imperative that hospitals review the data in the Care Compare
Preview Reports as soon as it is available from CMS.*

maryland
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B QBR Measure Data Sources

CMS Measures from Care Compare

(Updated Quarterly)

HSCRC Case-Mix Measures
(Updated Monthly on CRS Portal)

HCAHPS (TopBox, Linear, Consistency)

NHSN HAI Measures (CLABSI, CAUTI, SSI-
Hysterectomy & Colon, C-Diff, MRSA)

TFU (Medicaid, Medicare, Disparity Gap)

ED LOS for admitted pts

Mortality (IP & 30-Day)

All-Payer PSI-90

¢ maryland

: 5§ health services

cost review commission

31



QBR Methodology




Performance Measures

I Overview of QBR Methodology

Standardized Measure
Scores

Domain and Measures:

Person and Community Engagement—
-HCAHPS: 6 top box measures, 3 linear
measures, 1 consistency measure
-Timely Follow Up (TFU): Medicare,
Medicaid & Disparity Gap

-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 g
Ray | 10%

 Person and Community Engagement
m Safety
1 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

o 2 4 6 8 10

Points for Improvement Compare
Performance to Base (historical

perf) and Benchmark
Hist. Perf Benchmark

| ] | | Ji 2
f I ] | =]
0 2 4 6 8 9

Final Points are Better of
Improvement or Attainment

Hospital QBR Score &
Revenue Adjustments

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 4% | 0.00%
50% 0.46%
60% 0.97%
70% 1.49%

Max Reward 80%+ 2.00%

Cut point is reassessed
retroactively; RY25 cut point was
reduced to 32%

maryland )
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Il HCAHPS Updates--Survey Revised 1/1/2025

1. There is a decrease from eight to six HCAHPS sub-domains in the Person and Community

Engagement VBP domain:

Communication with nurses
Communication with doctors
Communication about medicine
Hospital cleanliness and quietness
Discharge information

Overall hospital rating

-0 Q00O

2. The two removed HCAHPS sub-domains will be re-adopted into the PCE VBP domain in CY 2028

a. Composite care transition
b. Responsiveness of hospital staff

3. Three linear measures, chosen by PMWG:
a. Communication with nurses
b. Communication with doctors
c. Communication about medicine

maryland
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I HCAHPS Weighting in QBR Program

Domain QBR IP Revenue
Weight Program At-Risk
Weight
PCE Domain 60% 1.20%
HCAHPS
Top-Box (6) 33.33% 20% 0.40%
pCALIES 16.67% 10% 0.20%
Consistency
s AR 16.67% 10% 0.20%
Linear (3)
ED LOS 16.67% 10% 0.20%
TFU 16.67% 10% 0.20%

“Top-Box” is the most positive
response to HCAHPS survey
items (80 possible points)

“Consistency” targets and
further incentivizes
improvement in a hospital’s
lowest performing HCAHPS
dimension (20 possible points)

“Linear” added to program to
further incentivize focus on
HCAHPS by providing credit for
improvements along the
continuum (40 possible points)

maryland
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I HCAHPS Scoring Methodology

1.

The performance standards range from the 50th percentile of hospital
performance (threshold) to the mean of the top decile (benchmark)

Top box performance standards provided by CMS in IPPS Final Rule;
Linear is calculated by HSCRC using by hospital National Data.

Each measure is assigned a score of zero to 10 points for attainment
and zero to nine for improvement

« HCAHPS points will then be multiplied by 8/6 and 4/3 to maintain the 80
points for topbox and 40 points for linear

The higher of attainment and improvement points on each measure is
used to get total score for HCAHPS

maryland
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I HCAHPS Consistency Scoring Methodology

1. The lowest domain score is determined by the domain in which the
hospital performs the worst

2. All 20 points are awarded if all domain rates are greater than or equal to
the threshold

a. If any domain rate is less than or equal to the Floor rate (worst-performing hospital’s
baseline domain rate), 0 consistency points are awarded

b. If the lowest domain rate is greater than the Floor but less than the threshold, 0-20
consistency points are rewarded based on the performance relative to the Floor

maryland
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I Timely Follow-up After Acute Exacerbations of

Chronic Conditions--

- NQF endorsed health plan measure that looks at percentage of ED, observation
stays, and inpatient admissions for one of the following six conditions, where a

follow-up was received within time frame recommended by clinical practice:
* Hypertension: 14 days for high-acuity or 30 days for medium acuity

* Asthma: 14 days

* Heart Failure: 14 days

» CAD: 7 days for high-acuity or 6 weeks for low acuity
« COPD: 30 days

» Diabetes: 14 days

Note: Acuity is determined by ICD-10 code.
Still assessing impact of new logic on rates
and appreciate input from hospitals.

- 10% of QBR Program (s for Medicaid, %5 for Medicare, V3 for Medicare Disparities)

Summary and Detail-Level reports are posted to the

CRS portal monthly.

p¢ maryland
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I Patient Adversity Index (PAl) & TFU Medicare Disparity Gap

Patient Adversity Index is composite measure
of the predicted likelihood of TFU from social
factors.

« PAl value is normalized so that statewide mean is
0. Each 1-point change in the scale represents a
change of one standard deviation.

The disparity gap is a reflection of how
likelihood of TFU within a hospital changes for
Medicare patients with varying levels of the
Patient Adversity Index (PAI).

Patient Adversity
Index

Higher value = Higher adversity

% TFU

100%

e

e

maryland
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I TFU Disparity Gap Details

« Base Period: CY 2018

* Performance Period: CY 2025

* Model Coefficients: CY 2021

« APR-DRG Version: v42

« ADI Version: 2020

« Threshold: median percent change in the disparity gap between 2018 and 2023

 Benchmark: average of the 90th percentile of the percent change in the
disparity gap between 2018 and 2023

@P¢ maryland
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Maryland IP Mortality Measure

Maryland measures inpatient mortality, risk-adjusted for:
*  3M risk of mortality (ROM)
+ Sex, age, and age-squared
* Transfers from another acute hospital within MD

« Palliative Care status

Measure inclusion/exclusion criteria provided in calculation sheet and user guide.
+ Subset of APR-DRGs which account for 80% of all mortalities.

« Specific high mortality APR-DRGs and very low mortality APR-DRGs are removed.

All-Payer

Hospitals evaluated using risk-adjusted survival rate

Detail- and Hospital-level reports are

provided on CRS portal monthly.

p¢ maryland
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I \aryland 30-Day Mortality Measure

- 30-day, all-payer, all-condition, all-cause mortality

» Captures deaths that occurs within 30 days of a hospital admission,
regardless of where death occurs

« Uses MD Vital Statistics death data merged with MD IP Case-mix
records and Medicaid and Medicare claims to identify hospice (in
addition to using discharge disposition and type of daily service)

« Measure was developed based on CMS condition specific mortality and
the Maryland IP mortality measure

Detail- and Hospital-level reports provided on

CRS portal monthly.

&P maryland
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I All-Payer Patient Safety Index

PSI-90 is composite measure of 10 AHRQ-specified PSls of
in-hospital complications and adverse events following surgeries,
procedures, and childbirth:

PSI 03 Pressure Ulcer Detail- and
PSI 06 latrogenic Pneumothorax Rate Hospital-level reports
PSI 08 In-Hospital Fall with Hip Fracture Rate are posted to the CRS

PSI 09 Perioperative Hemorrhage or Hematoma Rate

PSI 10 Postoperative Acute Kidney Injury Requiring Dialysis Rate
PSI 11 Postoperative Respiratory Failure Rate

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

» PSI 13 Postoperative Sepsis Rate

* PSI 14 Postoperative Wound Dehiscence Rate

« PSI 15 Abdominopelvic Accidental Puncture or Laceration Rate

AHRQ v2024 until AHRQ v2025 is released, at that point the results will be updated
to v2025.

portal monthly.
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I D | OS Measure--New in RY2026

Incentive assesses percent improvement from CY 2023 to CY 2024

e Measure: Percent change in the median time from ED arrival to physical departure from the ED for
patients admitted to the hospital

e Population: All non-psychiatric ED patients who are admitted to Inpatient bed and discharged from
hospital during reporting period

e Scoring: Use attainment calculation for percent change to convert improvement into a 0 to 10 point
score

* Hospitals with CY2023 Median that is lower (better) than statewide median have Threshold of O
percent and benchmark of -5 percent.

* Hospitals with CY2023 Median that is higher (worse) than statewide median have Threshold of O
percent and benchmark of -10 percent.

* Hospitals with ED LOS better than the National CMS ED1b results (2018) will not receive a penalty
for declines in performance.

See appendix slides for RY2026 measure exclusions

maryland
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I ED L OS Measure--

Hospitals and the State continue to focus on ED LOS concerns (See slides on ED
Wait Time Reduction Commission and RY2027 Hospital Best Practice Policy)

Incentive for RY2027 is focused on the following:
- Need to establish Improvement Goal
- Explore Risk-Adjusted Attainment Rates and/or additional exclusions
- How to handle Observation cases outside of ED

Despite still being developed, hospitals are aware of need to improve.

Preliminary (based on proposed RY26

measure) summary and detail reports
provided on CRS portal monthly.

FYI: Hospital Level ED LOS EDDIE submissions will be discontinued after the data from June
2025 is submitted in July 2025. maryland X
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Il Overall Score & Revenue Adjustment Scale

1. Assess performance on each measure in the domain relative to threshold and
benchmark for both improvement and attainment unless otherwise stated (0-10

points)

2. For each domain, calculate the points a hospital earned divided by the total
possible points multiplied by the domain weight to get score for domain

3. Add weighted domain scores to get total hospital QBR score (0-100 percent)

4. Convert the total hospital QBR score into a revenue adjustment using the preset

scale
Abbreviated Pre-5et OBR Financial
Scale Score Adjustment

Max Penalty % -2.00%
10% -1.51%
20% -1.02%
0% -0.549%

Penalty/Reward

Cutpoint 41% 0.00%
50% 0.46%
50% 0.97%
T0% 145%

Max Reward B+ 2.00%

AP maryland
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B RY 2027 Measurement Methodology Recap

* Measures are converted to 0-10 points
using performance standards

» Final score is the better of attainment
or improvement

* QBR Score: Sum of earned
points/possible points with domain
weights

* Preset Scale of 0-80%, with 41%
cutpoint

* Max penalty and reward at 2%

New to RY 2027: Bonus $150k for

hospitals that report eCQMs on
HSCRC'’s expedited schedule

PCE Domain (60%)

« HCAHPS top-box and consistency

« HCAHPS linear

 TFU- Medicare FFS

« TFU- Medicaid

« TFU Medicare Disparity Gap

« ED LOS for admitted patients
Safety Domain (30%)

« PSI-90

« 6 NHSN HAI measures
Clinical Care Domain (10%)

* [P Mortality

« 30-Day Mortality

@ maryland )
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RY 2027 Readmissions Reduction
Incentive Program (RRIP)
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S Readmissions Reduction Incentive Program

(RRIP)
How it Works:
Purpose Revenue-at-Risk
To incentivize hospitals to reduce avoidable The program puts 2

readmissions by linking payment to (1) Egggﬁgfgv@ffg?nsk

improvements in readmissions rates, and (2) (maximum penalty/reward)
attainment of relatively low readmission rates. + 0.5 percent max disparity

 What is a readmission? A readmission occurs gap reward
when a patient is discharged from a hospital
and is subsequently re-admitted to any hospital

within 30 days of the discharge. Federal Alignment
* Why focus on readmissions? Preventable The RRIP is sim_ilar to the
hospitals readmissions may result from Medicare Hospital

Readmissions Reduction
Program (HRRP), but has
an all-payer focus.

complications from previous hospitalizations or
inadequate care coordination following
discharge and can lead to substandard care
quality for patients and unnecessary costs.

¢ maryland
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RRIP Methodology




Readmission Measure

Measure Includes:
Readmissions within 30 days of Acute
Case Discharge:
« All-Payer
« All-Cause
« All-Hospital (both intra- and
inter- hospital)
« Chronic Beds included
« |P-Psych and Specialty
Hospitals included
« Adult oncology Discharges
Included

Global Exclusions:

¢ Planned Admissions

* Same-day and Next-day Transfers

* Rehab Hospitals

* Discharges leaving Against
Medical Advice Deaths

‘ Case-Mix Adjustment

I RRIP Methodology Overview

30-day, All-Cause

Performance Measure: CY 2025
Case-Mix Adjusted Rate Adjusted for
Out-of-State Readmissions
(Attainment); Reduction in Case-Mix
Adjusted Readmission Rate from Base
Period (Improvement)

Case-Mix Adjustment:

Expected number of unplanned
readmissions for each hospital are
calculated using the discharge
APR-DRG and Severity of lliness (SOI).

Observed Unplanned Readmissions/
Expected Unplanned Readmissions *
Statewide Readmission Rate

CY 2022/23 used to calculated
statewide averages (normative
values), as well as attainment
benchmark/threshold

» Revenue Adjustments

Hospital RRIP revenue adjustments are
based on the better of attainment or
improvement, scaled between the max
reward (+2%) and max penalty (-2%) of
IP revenue.

All Payer Readmission RRiP. =

Rate CY25 npatient

Revenue

| Lower Readmission Rate | 2.00%
Benchmark 8.83% 2.00%
10.04% 1.00%
Threshold 11.25% | 0.00% <W

12.46% -1.00%
13.67% -2.00%

RRIP % IP

All Payer Readmission Revenue

Rate Change CY22/23-25| Payment

Adjustment
Benchmark | -21.04% 2.00%

-12.41% 1.00% |
Improvement Scale> Target -3.78% 0.00% I
4.85% -1.00% |

13.48% -2.00% I

Q neauwn services
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Il Pcrformance Metric |
Summary and detail-level* reports

« Case-Mix Adjusted Inpatient Readmission Rate are posted to the CRS portal
- 30-Day readmissions monthly.

« All-Cause, All-Payer
*Patients who opt-out of CRISP data-sharing

« All-Hospital (both intra- and inter- hospital) and/or experience SUD are excluded from
« Chronic beds and readmissions to specialty hospitals included patientievel reports
* Exclusions:

+ Same-day and next-day transfers

* Rehabilitation Hospitals

» Pediatric Oncology discharges

« Planned readmissions — CMS Planned Readmission Logic (v4 2022), rehab and OB

deliveries

 Deaths, Left AMA

« Risk-Adjustment

« APR-DRG & SOl

@ maryland
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B Case-Mix Adjustment

Hospital performance is measured as:

Case-Mix Adjusted (Observed Readmissions)
Readmission Rate = * Statewide Base Year Readmission Rate
(Expected Readmissions)

Observed readmissions: observed, unplanned readmissions within 30 days
of a discharge

Expected readmissions: statewide rate for readmissions is calculated for
each APR-DRG-SOI level, these statewide norms are applied to each
hospital’s case-mix to determine the expected number of readmissions

Norms file to calculate expected values is available on

the CRS within the RRIP Summary Workbook.

Py maryland )
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B \easuring the Better of Attainment or Improvement

e RRIP continues to measure the better of attainment or improvement due
to concerns that hospitals with low readmission rates may have less
opportunity for improvement.

e RRIP adjustments are scaled, with maximum penalties up to 2% of
inpatient revenue and maximum rewards up to 2% of inpatient revenue.

Improvement Attainment

Reward Threshold

Performance

Rate Year Target (from

Year

CY 2022-2023)
RY 2027 CY 2025 -3.78% 11.25%

Attainment threshold is 65th percentile
of readmission rate in 2022 & 2023,
further adjusted for out-of-state
readmissions with improvement target

&P maryland
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RRIP-Disparity Gap Methodology




Il The RRIP’s Disparities Component

The Readmissions
Reduction Incentive
Program includes a
within-hospital
disparities readmissions
measure, making it the
only statewide program
in the nation with an
incentive for reducing
disparities in all-payer
readmission rates.

HSCRC rewards hospitals with reductions in
year-over-year overall readmission rate disparities
related to race and socioeconomic status, with the goal
of a 50% reduction in disparities over 8 years.

Rewards are scaled

» Rewards are based on performance in 2018

* Rewards begin at 0.25% IP revenue for hospitals on
track for 50% reduction in the disparity gap measure
over 8 years.

* Rewards are capped at 0.50% of IP revenue for
hospitals on pace for a 75% or larger reduction in
the disparity gap measure over 8 years

@ maryland
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I Patient Adversity Index (PAI) Measurement

« HSCRC-developed claims-based measure

» Calculated for each discharge based on social
factors:

« Medicaid status (Yes or No)
« Race (Black or Non-Black)

* Area Deprivation Index (ADI), measure of
neighborhood disadvantage

« Social factors weighted to reflect the strength of
its association with readmissions

« Larger value = Higher adversity

« PAlIl value is normalized so that statewide mean
is 0. Each 1-point change in the scale
represents a change of one standard deviation.

Area
Deprivation
Medicaid Index

Status

Race
(Black vs.
Non-Black)

Patient Adversity
Index

maryland
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I Performance Metric- Readmissions Disparity Gap Improvement

Disparity gap: reflection of how readmission risk
within a hospital changes for patients with varying
levels of PAI

15
1

1

% Readmitted

« Estimates the change in readmission rates per
one-unit change in PAI at each hospital

5
L

* Adjustments made based on: 2 1 p‘li; 1 2
« Age
« APR-DRG 2
 Gender

* Mean PAI value at the hospital (to avoid
penalizing hospitals that serve higher proportions of
high PAI/highly disadvantaged patients)

% Readmitted
10

5

T T T T T
-2 -1 0 1 2

Hospital payments are based on the percent change pal
of the disparity gap between the base period (2018) Baseline (2018) Performance (2021) |
and performance period (2025). maryland
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I RY 2027 Readmissions Disparity Gap Scaling

* Assesses improvement only

* Model Goal: At least 50% of hospitals reduce their disparities in readmissions by 50% by
RY2029

+ CY 2025 performance trajectory standards:
* -40.54% threshold to begin rewards
*  -64.64% for full reward

« RY 2027: Reward-only

* Rewards scaled from 0.25 percent up to 0.50 percent of IP revenue

» To be eligible for the disparity gap reward, hospitals must submit their interventions that are
aimed at reducing disparities in readmissions
Summary and detail-level*

reports are posted to the

Note: Staff are looking into methodology
and the development of tools to better
help hospitals understand the measure
and track performance

CRS portal monthly.

*PAl components are included in
RRIP detail level reports

@ maryland
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Potentially Avoidable
Utilization (PAU) Savings Policy
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I Potentially Avoidable Utilization (PAU) Savings Program

Purpose How it Works
i “Potentially avoidable utilization” is defined as hospital care
* To encourage hospitals to that is unplanned and may be prevented through improved
focus on improved care care quality, care coordination, or effective
coordination and community-based care
enhanced
community-based care by Methodology
holding hospitals The HSCRC examines the following measures in its PAU
accountable for potentially calculations:
avoidable utilization  30-day readmissions (uses similar logic as RRIP) —

All Hospital All Cause 30-Day Readmissions with

* Designed to encourage adjustment for planned admissions

hospitals to look at * Avoidable admissions — Ambulatory-care sensitive

upstream, conditions identified with AHRQ Prevention Quality
community-based factors Indicators (PQIs) and Pediatric Quality Indicators (PDIs)
that influence utilization (e.g. admissions for diabetes complications, admissions

for urinary tract infections)

maryland
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B PAU Measures

Per Capita Prevention Quality Indicators (PQls) and Pediatric Quality Indicators (PDIs)

*Measure definition: AHRQ Prevention Quality Indicators, which measure adult (18+) ambulatory care sensitive
conditions. AHRQ Pediatric Quality Indicators focuses on preventable hospitalizations among pediatric patients

*Data source: Inpatient and observation stays >= 24 hours

Revenue from PAU Readmissions

*Measure definition: 30-day unplanned readmissions measured at the sending hospital

*Data Source: Inpatient and observation stays >= 24 hours

maryland
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I Prevention Quality Indicator (PQI) Performance (2018 - 2024)

J PQI Percent Change in Risk Adjusted Rate (With COVID) (2018 - 2024
Risk Adjusted PQI-90 Performance (per 100K) (with COVID) 2018- 2024 8 j ( ) )

10.00%
1400 ~1345.68
1300 .

0.00% - fo— -
1200 .
1100 -1025.67 1110.64 10.009

102164
1082.75

1000

20.00%
900 1003.05
800 0.00%
700

D.00%
600
500 0.00
05 COPI pertension PQIO part Failure P Pneumonis PQ QI14 Uncontrolle thma
Ais 2019 2020 2021 02 2023 2024 PQIOS COPD PQIO7 Hypertension PQIO8 Heart Failure PQI11 Pneumonia PQII2UTI PQI1 !“(‘th);“j lled 7;1‘))111!;/»\’:"‘»‘{!‘\1
m% Change (Y24

** AHRQ v2024 Software

« As of December 2023, Maryland has experienced an 20% decrease across all PQls from its 2018
baseline rate of 1346 admits per 100k residents LI
» The current PQI rate is 5% above the required SIHIS goal i4 health services

cost review commission



Il PAU Shared Savings Policy Changes

The PAU Program was originally a statewide reduction necessary to achieve required savings
in the Model and to recoup the ~$200M built into rates for “infrastructure” investments (e.g.,
care management)

« To date, the Commission has removed ~$600M through the Shared Savings Program

At the June 2024 Commission Meeting, the Commission approved staff proposed revisions
to the PAU Shared Savings policy, so that rewards for hospitals are capped at 0% for
hospitals with above average PAU performance

Effectively discontinues system savings aspect of the policy while not providing upside to
hospitals that may not have improved PAU performance under the Model

To prevent any potential access issues as part of the changes to PAU, staff are to do the
following to:

« An analysis to be funded out of hospital rates of activities of current interventions to reduce PAU
» Establishment of a single point of executive accountability for the PAU reduction strategy

* Hospitals would need to submit a plan for Commission approval to reduce PAU or maintain low
rates of PAU

« Agreement to engage in future analyses of PAU performance
The Commission has enlisted a contractor to perform the analyses listed above
. PAU Intervention Evaluation Template sent out to industry due back by June 30th 2025;ces
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RY 2027 Maximum Guardrail under Maryland Hospital
Performance-Based Programs
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B \Maximum Guardrail for RY 2027

RY 2027 Quality Program Revenue

PR R Max Penalty Max Reward
MHAC -2.0% 2.0%
RRIP -2.0% 2.0%
QBR -2.0% 2.0%

* Percent of Maryland Medicare revenue at-risk for quality (6%) multiplied by the percent

of Maryland revenue attributable to inpatient services

« RY 2027 Guardrail: 6% x 59%* = 3.54%

+ The quality adjustments are applied to inpatient revenue centers, similar to the approach

used by CMS.

* RRIP-Disparity Gap is not included to encourage focus on and express the importance of

advancing health equity

*FY2024 % IP Services

W maryland
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Emergency Department Initiatives
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B Establishment of Maryland ED Wait Time Reduction Commission

Bill went into effect July 1, 2024, and terminates June 30, 2027, Annual Reports due Nov 2025 and Nov 2026

Purpose: To address factors throughout the health care system that contribute to increased
Emergency Department wait times

Specific focus: Develop strategies and initiatives to recommend to state and local agencies,
hospitals, and health care providers to reduce ED wait times, including initiatives that:

» Ensure patients are seen in most appropriate setting

» Improve hospital efficiency by increasing ED and IP throughput

» Improve postdischarge resources to facilitate timely ED and IP discharge
 Identify and recommend improvements for the collection and submission of data
» Facilitate sharing of best practices

maryland
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ED Wait Time Reduction Commission:
Collaborate on behavioral health, post-acute, primary care, and other
areas of opportunity.

( Improve Access \ / Implement Hospital \ /Increase Transparency\ / Reduce Avoidable \

Payment Programs to Utilization
Maryland Primary Care Improve Clinical Care MHCC Public Quality
Program Reporting Programs to optimize high
_ MD Hospital Quality Policies _ value care and reduce
Expand Behavioral Health e =El el ED Dramatic Improvement avoidable utilization
FrRImER ED “Best Practices” Incentive =

k SNF/Post-Acute J \ j \ j \ j
\ ! ! /

Reducing the number I P Improving the hospital
of people who need NS lioibie 27k discharge process and

the ED within the hospital post-ED community
resources

Increasing Transparency

maryland
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B Commission Subcommittees

Access to Non-Hospital Care
Integrate and optimize non-hospital care.

Priority Focus:
® Post-acute access, capacity, and function

® Palliative Care/Hospice Care

Action Items/Deliverables:

1. Proposal & Recommendations to Regulatory
Agencies and Legislature
2. Expansion of Palliative Care & Hospice Care

Training, Resources, and Monitoring

ED-Hospital Best Practices
Priority Focus:

¢ Development of best practices that will improve hospital
and ED throughput and decrease ED LOS

® To provides input into the methodology for ED-related
pay for performance metrics

Action Items/ Deliverables:
1. Minimum of Two Best Practices implemented at
each hospital
2. Refine Quality Based Reimbursement (QBR) ED
LOS methodology, specifically targets, risk
adjustment, exclusions.

Data Subcommittee
Priority Focus:

¢ Identify existing and develop new data reports that can

be used to identify and quantify opportunities across
the continuum of care.

Action Items/Deliverables:

1. Develop a model that quantifies impact of
interventions on capacity, throughput and
operations that impact Inpatient and ED LOS

2. Support data analytical work of all subgroups

Hospital Capacity, Operations &

Staffing

Priority Focus:

® Recommendations for improvement opportunities

related to capacity, operations and workforce across
the continuum of care.

Action Items/Deliverables: (Pending finalization)

1. Baseline Capacity analysis

2. Capacity calculator with standard targets

3. Recommendations for alternate capacity types
(ex. HAH)

1
1 services
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I RY 2027 ED Best Practices Policy

The Best Practices policy is centered around set of six Hospital Best Practices that are designed to improve the
emergency department (ED) and hospital throughput and reduce ED length of stay (LOS).
e Each best practice includes three levels (tiers) with measures showing how well and how fully it's being
implemented.
e InYear 1 (RY2027/CY2025), no points will be assigned to these tiers. The focus is on starting implementation,
developing reports, and collecting and analyzing data.

Hospital Requirements for RY2027 (CY2025)
e Hospitals must choose two Best Practices to implement and report on.
e Hospitals can choose based on their specific needs.

Key Dates and Requirements
e October 1, 2025: Target date to submit data
o  Hospitals with delays must inform HSCRC before this date
e December 1, 2025: Final Deadline
o  Missing this deadline will result in a 0.1% penalty on inpatient revenue in January 2026
e Extraordinary events (e.g., cyberattacks, disasters) will be handled under the exception policy.

Ongoing Work:
e The subgroup will continue creating reporting templates
e They'll also study how the practices affect LOS and make future recommendations about tying performance to
avment maryland 3
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I Focus of ED-Hospital Throughput Best Practice Subgroup

* Purpose:

To develop a set of six best practices that will improve hospital and ED throughput and
decrease ED LOS.

To provide input into the methodology for ED-related pay for performance metrics

* All hospitals submitted their two selected best practices by April 18™.
* Summary of Selections :

Standardized Daily/Shift Huddles: 24%

Patient Flow Throughput Performance Council: 23%
Expedited Care Intervention: 20%

Interdisciplinary Rounds and Early Discharge Planning: 16%
Bed Capacity Alert System: 13%

Clinical Pathways & Observation Management: 5%

maryland
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Digital Measures Reporting Requirements

Detailed reporting and submission
information may be found on the
CRISP website

B¢ maryland
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mmm Varyland Statewide Digital Measure Reporting Infrastructure:

vy VYV VYV

Important to Achieving Maryland’s Quality Goals
In June 2022, Maryland is first state to begin receiving eCQM data statewide fromhospitals

CMS Digital Quality Measurement Strategic Roadmap: 7 yr timeline for fully digital reporting

Maryland is targeting quality improvement priorities using digital measures
For more information: CRISP eCQM website and HSCRC Quality page

QBR RY 2027 Approved Recommendation: Add a bonus incentive of $150,000 in hospital
rates for hospitals that fully meet the State-specified expedited reporting timeline, provided
that all required measures are reported. Bonus applies to:

m eCQMs CY 2025 measures

m CCDE Q3 2025-Q2026 for all-payer (Patients >17 years of age) Hospital Wide
Readmission and Hospital Wide Mortality Hybrid measures

maryland
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HSCRC Digital Measures Reporting Requirements 2025:
B ccironic Clinical Quality Measures (eCQMs)

L me | Shoutame | cMSecaMID WW ooRe

Venous Thromboembolism Prophylaxis

VTE-1

CMS108v12

N/A

Anticoagulation Therapy for Atrial Fibrillation/Flutter STK-3 CMS71v13 Self-Selected
Antithrombotic Therapy By End of Hospital Day 2 STK-5 CMS72v12 i U
Cesarean Birth PC-02 CMS334v5 0471e | X 2 Required
Discharged on Antithrombotic Therapy STK-2 CMS104v12 na | X | X | Self-Selected
Excessive Radiation Dose or Inadequate Image Quality for Diagnostic CTin |  IP-ExRad CMS1074v2 | 3663e X Self-Selected
Adults (Facility IQR)
Global Malnutrition Composite Score GMCS CMS986v2 3502¢ X X celirsEEgEs
Hospital Harm - Acute Kidney Injury HH-AKI CMS832v2 = 3713e X | Self-Selected
Hospital Harm - Opioid-Related Adverse Events HH-ORAE cmssiov2  3501e X X Seif-Selected
Hospital Harm - Pressure Injury HH-PI CMS826v2  3498e A seliseles
Hospital Harm - Severe Hyperglycemia HH-Hyper CMS871v3 3533 X X Required
Hospital Harm - Severe Hypoglycemia HH-Hypo CMsS816v3 3503 X X Required
ICU Venous Thromboembolism Prophylaxis VTE-2 CMS190v12 N/A X X | Self-Selected
Safe Use of Opioids - Concurrent Prescribing Safe use of CMS506v6 3316e X X Required
opioids
Severe Obstetric Complications PC-07 CMS1028v2 N/A X X Required
X X | Self-Selected

o



I ¢CQM Measures Reporting Timeline Options

eCQM CY 2025 Performance Period Submission Windows for Hospitals to be Eligible for the $150K
Expedited Reporting Bonus for RY 2027

Q1 2025 data Open: 7/15/2025 Close: 9/30/2025
Q2 2025 data Open: 7/15/2025 Close: 9/30/2025
Q3 2025 data Open: 10/15/2025 Close: 12/31/2025
Q4 2025 data Open: 1/15/2026 Close: 3/31/2026

eCQM CY 2025 Performance Period Submission Windows Required for HSCRC Reporting Compliance

For hospitals that do not opt for the expedited reporting bonus, they must report all required eCQM measures
data consistent with the CMS CY 2025 reporting timeline as follows

Q1-Q4 CY 2025 Open 1/15/2026 Close: 3/31/2026

maryland
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Digital Hybrid Measure Reporting Requirements: Core Clinical
Data Elements for Hospital Wide Mortality and Readmission
Measures, 2024-2025

Hospitals must submit CCDE measures for all payer hospitalizations for patients aged 18 and older for July 1,
2024 to June 30, 2025 reporting period; hospitals must submit an ECE request for HSCRC consideration if they
are unable to comply with the reporting requirement. Hospitals must notify HSCRC of their reporting timeline
(option i Quarterly or ii Annual as outlined below).

i. Quarterly Timeline

Q3 2024 data Open: 1/15/2025 Close: 3/31/2025
Q4 2024 data Open: 1/15/2025 Close: 3/31/2025
Q1 2025 data Open: 4/15/2025 Close: 6/30/2025
Q2 2025 data Open: 7/15/2025 Close: 9/30/2025

ii. Annual Timeline

Q3, 2024 to Q2, 2025 Open 7/15/2025 Close: 9/30/2025

maryland
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Digital Hybrid Measure Reporting Requirements: Core Clinical
Data Elements for Hospital Wide Mortality and Readmission
Measures, 2025-2026

Hospitals must submit CCDE measures for all payer hospitalizations for patients aged 18 and older for July 1,
2025 to June 30, 2026 reporting period; hospitals must submit an ECE request for HSCRC consideration if they
are unable to comply with the reporting requirements. Hospitals may choose and must notify HSCRC of their
reporting timeline (option i Quarterly or ii Annual as outlined below).

i. Quarterly Timeline (compliance required to be Eligible for the $150K Expedited Reporting Bonus for

RY 2027)
Q3 2025 data Open: 1/15/2026 Close: 3/31/2026
Q4 2025 data Open: 1/15/2026 Close: 3/31/2026
Q1 2025 data Open: 4/15/2026 Close: 6/30/2026
Q2 2026 data Open: 7/15/2026 Close: 9/30/2026

ii. Annual Timeline

Q3, 2025 to Q2, 2026 Open 7/15/2026 Close: 9/30/2026

¢ maryland
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CY 2025 Monitoring Reports
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I Monitoring Measures Update

e Excess Days in Acute Care (EDAC)- excess days that a hospital’s patients spent
in acute care within 30 days after discharge (ED visits, Obs stays, unplanned
readmissions)

° IP Diabetes Screening- Reports % of patients that were screened for HbA1c that
met the American Diabetes Association’s (ADA) eligibility criteria for screening

e ED MVP- Reports hospital utilization of multi-visit patients (MVPs)

e  Sepsis dashboard (under development): monitor measures related to sepsis in
lieu of adopting the CMS Sep-1 bundle in QBR

Summary and detail-level reports

are posted to the CRS portal
monthly.

P maryland )
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CRISP Reporting
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Chesapeake Regional Information

CRISP Reporting
Services (CRS)
Introduction



Chesapeake Regional Information

CRISP Reporting Services

CRS hosts reports for the HSCRC Quality Programs.
CRISP is working on transitioning organizations to access CRS via

the CRISP Portal (portal.crisphealth.org).

HSCRC Regulatory reports are refreshed with new data once
per month
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CRS Login Page

You can access CRS via the HIE Portal
(portal.crisphealth.org) with your
CRISP User ID, password, and
accepting the Authy two factor
authentication notification.

Log in to CRISP Identity %@CRISP

ing: CRISF policy prohibits username and password sharing.
124 policy ! 2
Wiolation could result in account termination.

Questions or Concerns? Please contact the CRISP Customer Care Team
at support@crisphealth.org or (877) §52-7477.

Chesapeake Regional Information
System for our Patients

gZ,CRISP

If you do not have access to
CRS, please reach out to

CRS Point of Contact for your
organization

support@crisphealth.org or the

Two-Factor Authentication

Open Authy mobile app and approve the login request

%

[[] Trouble getting Auth request? Use TOTP token instead
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Chesapeake Regional Information

. CRISP Homepage

System for our Patients
%CRISP Connecting Providers with Technology to Improve Patient Care
@ CRISP. All Rights Reserved. 131 SWITCH HIE :g MY HIE ADMIN(S) E4 SEND FEEDBACK £} PRODUCT UPDATES = AUSTIN ROZARIO ® Locout
A HoME

Search Applications & Reports x Q I
This query portal is for authorized use only. By using this system, all users acknowledge notice of, and agree to comply with, CRISP's Participation Agreement ("PA’) and CRISP Policies and Procedures. Click here to review the policies and procedure. CRISP uses a privacy monitoring tool to ensure all users are adherent to an approved
policy or use case. By continuing to use this system you indicate your awareness of and consent to these terms and conditions of use.

a
Q, Patient Search Search Results
First Name * i Fiit Fr First Name Last Name Date of Birth Gender Address Match Score
No records found

Date of Birth * B Gender -
S8N

Your Dashboard 53

For applications requiring patient context, please start by using the Patient Search interface above.

Starting July 15, the

0 — . "

card in the CRISP Portal is the
new accessway to CRS Reports

Manage Referrals

Delegator Dashboard Staging SBIRT Staging EDAS Staging
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- CRS Homepage

Your Dashboard 3

Madicare Population

All-Payer Population

Chesapeake Regional Information
System for our Patients

Download HSCRC Regulatory Reports = Help = Report Updates

@ Favorites

»

HSCRC Requistory Reports

Q

Favorites

86
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CRS Homepage

<& CRISP

Q x - Choose A Facility For Static Reports: 210001 - Meritus Medical

Users can download all
the Static HSCRC
Regulatory Reports at
once. By clicking on the
Download HSCRC
Regulatory Reports
button, the Generate
HSCRC Regulatory
Reports pop-out window
will appear. Users can

select multiple hospitals.

To download the most
recent reports, click the
Only New Reports check
box.

/

Download HSCRC Regulatory Reports

e e

aoaee

(]

5, CRISP

Chesapeake Regional Information
n for our Patients

nnecting Providers with Technology to Improve Patient Care

= Help 2 Repo

rt Updates &

(® Logout

Contar v I

Generate HSCRC Regulatory Reports

aoacoo0o0OGOOGS

E=)

o006
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CRISP

+CRS HSCRC Re gu lato Iy Re ports §2 el

Qn|

Pubc Health

Level ED LOS Validation File

All-Payer Population

¥ RYZ7 OBR Inpatient Mortality Base Details

] RYZ7 OBR Inpatient

RY27 OBR Inpatient Mortality
Medicare Population

ER PSHI0 Details

RYZ7 QER Scaring

Favorites

7 0BR Caleulation Workbook

OBRTFU- ant Adversity Index and Disparity Gap Repart
ER 30-Day All-Cause Mortality
3 RYZT OBR 30-Day All-Cause Mart Detailz

» RYZ7 OER 30-Day AlFCause Martality Details

w-up After Discharge Summary (Medicare)

w-Up After Discharge Details (Medicars)

Medicaid)

After Dischargs Summary |

OK 7] 88
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RRIP

Readmissions Static and
Tableau Reports

Patient Adversity Index and
Disparity Gap Reports
EDAC Monitoring Reports

Chesapeake Regional Information
System for Patient:

Z,CRISP

QBR
QBR Scoring and Calculation Sheet
Timely Follow-Up Medicare,
Medicaid, and Disparity Reports
IP Mortality Reports
30-Day All-Cause Mortality
ED LOS

PAU

Reference Reports

Savings Reports

ED Multi-Visit Patient Reports
Avoidable Admissions Tableau
MPA PQI Summary

Attributed PQI and PDI

MHAC

MHAC Static Summary and Details
Reports

89




Chesapeake Regional Information

Readmissions
Tableau



Chesapeake Regional Informati
System for Patient:

Z,CRISP

The report allows users to filter and drill-down their hospital’s readmission
data.

The following tabs are available
Landing Page
Improvement
Attainment
Trends & Locations
Unadjusted Hospital Readmission Trends
Case-mix Adjusted Readmission Trends
Service Line Readmission Analysis
Length of Discharge to Readmission (Requires PHI access)
Forecasting
Patient Level Details (Requires PHI access)
Documentation
Summary by Month 91



Chesapeake Regional Information
System for our Patients

CRISP
« Readmissions Tableau 2

Sesarts. Q = ‘

Readmissions

CDs-A RY¥27 Readmizsions Summary Iﬁl 3| {9
¥ RY27 Readmissions Patient Level Details |n';ﬂ|ﬂ *
All-Payer Population Rl
¥ RY¥27 Readmissions Patient Level Details - Baze Period *

RY27 Readmissions Disparity Gap Report @ {9 g

RY25 Readmissions Summary
Population

2 RY26 Readmizsion Patient Level Details

¥ RY¥25 Readmissions Patient Level Details - Baze Period *

Y25 Readmissions Dispanity Gap Repaort @ ED e

Excest Days in Acute Care Monitonng Repor

¥ Excess Days in Acute Care b

ng Patient Lavel Detsils ‘ *

95
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Filters

e

CRISP

Chesapeake Regional Information
System for our Patients

Filter Description

Basic Period Structure

View either the complete base period (Based on CY2023 data)
and/or matched YTD performance period.

Discharge Date

Select the year(s) of discharge.

Hospital Name

Filter on one or more hospitals

Index APR Service Line

Filter groups services into higher level categories, which is based
on the index hospital.

Index APR Value

APR value from the index hospital.

Need Type High Utilizer: 3+ bedded care visits (inpatient and observation
stays over 24 hours) in the 12 months prior to their index visit
Rising Needs: 2+ visits bedded care or ED in the 12 months
before their index visit

Payer Filter based on the type of payer (commercial, Medicare,

Medicaid, and charity/self-pay)

Primary Diagnosis

Diagnosis at index visit

Race

Race reported by hospital at visit
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Avoidable Admissions Tableau
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The Avoidable Admissions Report allows users to see
per capita Prevention Quality Indicators (PQIl) and
Pediatric Quality Indicators (PDI) values.

The report displays PQls and PDIs that are assigned
to hospitals based on geographic attribution.

The following tabs are available:
Savings Performance
Summary by PQl
Summary by PDI
PQls by Zip
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CRISP
- Avoidable Admissions Report §Z’ =

_ SE gl Q x
_ Potentially Avoidable Utilization (PAU)
Pubkc Heaith = -
b Attributed PG POl Report ‘ J
MPA PO Summary
All-Payer Populstion
R¥27 Avoadable Admission Report ﬁﬂ
» RY27 FAL Details 4
RY¥27 PAU Savings - Performance
Medicare Population
R¥Z7 PAL Summary - Reference
?Dtmu-" Aucidable Utikzation R¥26 Avoedable Admes<ion Report Iﬁ'ﬂ
(FALY
RY¥26 PAU Summary - Reference @
b QP RY2S AU Detais ¥

RY¥Z6 PAL Savings - Performance @



Chesapeake Regional Information
System for our Patients

Z,CRISP

Filters

Filter Description

Year Year in which the PQI occurred.
Hospital Name Hospital to which the PQls are attributed. This is
not necessarily the hospital where the visit
occurred.
Race Race defined in case mix data at visit
Payer Primary expected payer as listed in case mix data
Gender Patient Gender
Age Group Patient Age, distributed into available ACS census
age groups. .




CRISP

Chesapeake Regional Information
System for our Patients

-Avoidable Admissions Report %f

 Refresh D Rever Bl Pause 8 pint D Excel
PAU Savings Performance Report a
Non-PQI/PDI Readmissions PQis PDIs
TJorl  NonPOUPDL  NonPOYPDI  NooPQUPDI  pooyaricrms og"w”:ﬂ";z‘: PQISORisk  PDIAuributed o Anreaiized PDISO Risk ‘Hos"“‘ L "
Revenue (actual) (sending) Revenue (estim Porfesianca Population Caces  AdiustedRate Population Cases AdiustedRate S0 T
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$173513.343 M2 $9.405671 5.41% 1626 A 283
$130,731.230 83 seoasn 481% 107% 0 0.00
$90,180.264 10 52816773 312% 1173 5 0.24
$292,950.585 %2 $1237657 s2z% 1911 £ 17
$19,866.843 3 ss21623 263% 152 0 0.00
§70.655.422 17 $3.247.301 4.60% 119 0 0.00
$97,727.372 322 6340617 6.45% 1608 1 0
$82519.632 207 sasaass 557% 640 1 244
$67,113.478 157 53560355 5.30% 1227 0 0.00
$110,058.988 185 $410063 373% ) 5 0.2
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$108.281,437 295 sesisax 510% 1023 12 180
$190.202,463 515 $9,925,967 522% 1342 35 095
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$23.310037 55 51050753 251% 43504 a2 EES 735 ] .00 Bl
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Quality Financial Impact
Dashboard (QFID)



Background on QFID

Chesapeake Regional Information
System for our Patients

Z,CRISP

Reporis ¥ Quality Financial Impact Dashboard

glity Financisl Impact Dashboard

& @ )

Quality Financial Impact
0 e

The Purpose of QFID is to give executive leadership high-level insight

on their year-to-date performance in the quality pay-for-performance

programs as it relates to the overall budget in the Global Budget
Revenue (GBR) model

100
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QFID Report Features

The comparison year allows users to
change what year they are comparing
against the current year. Please note
that comparison years will use the
current

year’s rate logic.

The “Data Through” filter allows users
to change which data load they are
using as the current performance
period.

RRIP

MHAC

QBR

Total Quality Revenue Adjustment | | cvz3

Jun 2024

v
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QFID Report Features

The hospital filter at the top of the screen
allows users to select which hospital(s) they
want to view in the dashboard. Please select

“Apply” after selecting the hospitals.

Hospital: seneral Hospital, 210062 - Medstar Southern Maryland Hospital Cemeﬂ

v

(7] 210049 - UM-Upper Chesapeake Medical Center
[7] 210051 - Doctors Community Medical Center

210056 - Medstar Good Samaritan

The Excel and Print features allows the users
to export the report they are viewing.

210057 - Shady Grove Adventist Hospital
210058 - UM-Rehabilitation & Orthopaedic Institute

210060 - Adventist Healthcare Fort Washington Medical Center

210061 - Atlantic General Hospital

210062 - Medstar Southern Maryland Hospital Center

[7] 210063 - UM-St. Joseph Medical Center

- X

102
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QFID Tabs

Quality Financial Impact Dashboard

Total RRIP
RY26  $10,800,400 RY26  -$27,938,377
RY25  $32,807.676 RY25  $16,054,751
I I
Net  -$22,007.276 Met  -$43,993,128
L L

Total

Hospital:

-

MHAC

RY26

$38,738,778

RY25

$39.070,815

Met

-$332,037

QBR

RY26

TBD

RY.

Ped

5

-$22,317,890

Net

TBD

Data Throught

Dl N m

PAU

RY26  -$5,361,905

RY25 -$4,991,724

1
Net -$370,181

|

QFID has a box for each of the most current rate years for each quality
program. These boxes represent the financial impact for the respective
program, rate years, and net difference between previous rate year. To
view a page, the user must click on the box for the tab they want to view.
When in the tab, user can click on hospitals for detail view of how they
are doing in the respective program.
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Summary View Total Tab

RRIP MHAC QBR Total Quality Revenue Adjustment PAU

The Total page allows
users to view the current
and comparison years
along with the % change
for each of the quality
programs and the total
quality revenue
adjustment.
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QFID Caveats and Notes

The revenue adjustments in this dashboard are estimates, based
on a hospital’s last approved global budget

These revenue adjustment estimates will be updated to exact totals for the
current rate-year through the update factor process at the end of the fiscal
year

The revenue percentages are also provided, and hospitals are welcome to
apply these percentages against their current global budget projections

Hospital rankings are calculated by sorting on “% Reward/Penalty”
from highest percent reward

Current performance and financial impact are calculated to reflect
the performance to-date and resultant financial impact, and will be
updated throughout the year as new data become available
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Support and Training

For questions about the reports within CRS or suggestions for
report enhancements contact report-support@crisphealth.org

Detailed User Guides are available for all reports on the CRS
website

- Webinars on select reports are on the CRISP Learning System
website (crisphealth.org/learning-system/crs)
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I Accessing Reports

Email your Organization’s CRS Point of Contact (POC) to request
access to portal:

Request should specify hospital and level of access (summary vs. detail-level)
Access will be granted to all hospital reports (i.e., not program specific)

CRS Point of Contact (CFO or designee) confirm and approve
access requests for each organization

Questions regarding content of static reports or report policy should
be directed to the HSCRC quality email
(hscrc.quality@maryland.gov)

Questions regarding access issues or tableau reports should be
directed to CRISP Support email (support@crisphealth.org)

maryland

health services 107
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H Qs A

Please type your question(s) into the chat

Additional or unanswered questions can be emailed to the HSCRC
Quality mailbox: hscrc.quality@maryland.gov

Thank you again for your participation!

Policies and memos for the Quality programs are on the HSCRC website:
hscrc.maryland.gov. The recording of today’s webinar will also be posted.

maryland
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Grouper Update: MHAC, RRIP, QBR for RY 2027/CY2025

Rate Year

RY2027

*3M/Solventum
APR/PPC
Grouper Version

42

Timeline

Base Year:

e MHAC: 2022 Q3 — CY 2024 Q2

e RRIP: CY 2022 and CY 2023

 QBR IP and 30-Day Mortality, PSI-90, TFU: CY 2023 Q3 — CY 2024 Q2

(FY 2024)
e QBR HCAHPS, CDC NHSN measures: CY 2023

Performance Year:
* QBR HCAHPS, CDC NHSN measures: CY 2024 Q4- CY 2025 Q3

e All Other Measures: CY 2025
(CY 2024-2025 for MHAC small hospitals)

Implementation
Date

RY 2027 policies begin Jan 1, 2025 in most cases. Look for base and
performance period reports on the CRS Portal.

maryland
: , : *9 health services
*The Solventum™ All Patient Refined DRG (APR DRG) Software and Solventum™ Potentially Preventable Complications (PPC) Software are 4 cost review commission

proprietary products of Solventum Health Information Systems.
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B RY 2026 MHAC Performance

All-Payer Case-Mix Adjusted PPC Rate by Quarter, 2018- 2024

1.4
1.2 Hospitals are
exceeding the
1
TCOC model
o goal to not
backslide on
0.6 Monitoring Payment PPC reductlons
PPCs PPCs | AlPPCs gained under the
0.4 2018 0.83 1.14 0.89 AII—Payer model.
2024 0.89 0.67 0.85
0.2 % Change 7.23% -41.23%|  -4.49%
0
I AN D B D SR T R AN A AR S |
Q o 0 W o0 O OO OO0 © O O O —wW = «=H = N N N &N MO MO 0 0 < <5 <
™ v o e e NN NN N NN NN NN NN NN N NN NN NN NN
o O O O O O O O ©C O O O O O O © © O O © © O O O O O O O
AN NN AN &N &N &N & & &N &N AN &N &N &N AN &N AN AN NN AN NN AN AN N N NN
e MoNitoring PPCs  em===Payment PPCs e All PPCs maryland

health services 112
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Note: Based on V41 final data through December 2024



Il PPC Updates and Feedback

Login procedure for PPC documentation:
3M™ Web Portal - Login

For first use, at registration page, use the old username of "MDHosp" as your authorization
code, complete the fields with your personal information to register

New PPC feedback submission procedure on Solventum HIS support site:

Previously on the 3M site, an “enhancement request” could be submitted after logging in.
We anticipate this will be an option on the new Solventum support site. If not available,
please submit feedback to the HSCRC.

maryland

health services 113
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I Exclusions for ED LOS Payment Measure

The following are being excluded from the RY2026 ED LOS measure using in QBR:

Exclude pediatric cases
* Remove discharges age <18
Exclude Shock Trauma (Hospid: 218992)
Exclude Burn and Trauma Cases
Exclude psychiatric discharges for QBR payment measure using The Joint Commission list of primary diagnoses
and APR-DRGs:

» Primary diagnosis codes from TJC were used for the applicable calendar year. These are the specific tables:

e Table Number 10.01: Mental Disorders-HBIPS/ED
e Table Number 10.02: Mental Disorders-ED
» Discharges with a psychiatric or substance abuse related APR-DRG
*+ APR-DRGs 740, 750, 751, 752, 753, 754, 755, 756, 757, 758, 759, 760, 770, 772, 773, 774, 775, 776
Exclude discharges related to deliveries
Discharges with a maternal delivery related APR-DRG (Note: not all obstetrical patients are excluded)
+ APR-DRGs 539, 540, 541, 542, 543, 547, 548, 560, 561, 564, 566
Exclude rehabilitation discharges
+ Daily Service =08’ Rehabilitation
Exclude Chronic discharges
* Major service line = CHRONIC and Daily Service = ‘09’ Chronic

maryland

Still evaluating secondary psychiatric diagnoses for RY2027 ig) health services

cost review commission
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View



RRIP Tab

The green to red bar shows
users how close or far they are
from the reward/penalty
cutpoint.

‘Red indicates performance
that would receive a penalty

Blue (if applicable)
represents a revenue-neutral
“hold harmless zone”

Green represents 2
R S e~ A 8



MHAC Tab Detail
View

Comparizan Year

MHAC tab includes: MHAC i , MEE
score, estimated percent : v : :
reward/penalty, estimated
financial reward/penalty,
hospital rank for MHAC, and
tables for the observed versus
expected PPC

d vs. Expected PPC

First table shows the PPCs the
hospital is being held
accountable. The blue bar is
the observed PPC occurrence;
the orange line is the expected

v

Ohserved vs Expected PPC Table .

The second PPC tables the
actual values for each PPC and
the OE ratio. Red means the
observed is higher than
expected and green means the
observed is lower than
expected

v




MHAC Additional Reports

MHAC

m#m Maryland Hospital Acquired Conditions (MHAC)

RYZ27 MHAC Summary
¥ RY27 MHAC Details
RY26 MHAC Summary

4 RY26 MHAC Details

Clicking the “MHAC Summary Report” button at the top right on either

the summary or details page will launch the full selection of reports
supporting the MHAC Program.




QBR Multiple Hospital
View

ality Based Re

Quality Based Reimbursement(QBR)

he hospital to wiaw the detall level report

Hospital ID  Hospital Name PCEDomain Score”  Cmicel Dama Srety; Do

The multi hospital view shows
the PCE, Clinical and safety
domain scores, as well as the
total QBR score

estimated reward/penalty in
percent and dollars as well as
the hospital rank for the
selected hospital(s). The same
measures are available for the
comparison year.




QBR Tab

The top section of the
QBR tab shows the
possible points and
achieved points by
domain. The adjacent
table is the weighted
scores by domain.
The last set shows the
hospital rank, total
revenue, QBR
financial impact,
weighted QBR score
and percent impact.

Safety 52

QEBR Financial Impact

Weighted Scores by Domain

RY25 Revenue Impact
(Based on (Y23 data)
Hospit: nk: 21 out of 41
Total Revenue: $251,615,150
Total QBR Financial Impact:
-$557,947
Weighted QBR Score: 31.69%)| %lImpact: -0.09%

)

OER Revenue Scale

[___BmEEs




QBR Tab

The person and community
engagement section shows a
visual for the attainment and
improvement scores for each
care compare measure. The
second chart includes the
measure, data about the base
and performance period,
threshold, benchmark,
improvement, attainment and
final points.

........

Person & Community Engagement(50% Weight) 4

B ~prouemart Scare

Person & Community Engagement Performance: Computational Breakdown

Dists dusilsble ' Base  Deta fuailabie

7 i
Pericd Perfarmance Period e B il =

cras CYEE04-Cr2303

cris =

orig

55T =5

s Y2204+ Y23
s Y2204+ Y23

HCAHPS Consistency

Dt Available - Base Deta Available :




QBR Tab

The Safety section
shows a visual for the
attainment and
improvement scores for -
each care compare I
measure. The second s

chart includes the R R S AN

Data fwailable:  DataAvailable: Attainment

Safety(35% Weight) &

B

measure, data about the —— e
base and performance = :
period, threshold, e ———— L
benchmark, e B Bleer B Bdieedbn feleede B Bl
improvement, attainment

and final points.




]

[=]

Final Points

Clinical Care(15% Weight)
THATKA
a 1 2 3 4 5 =] T g
B Actsinment Score B 'mporovemnent Score
Clinical Performance Computation Breakdown
Inpatient Mortality Base Period:FYZZ, Performance Period: CYZ3; THA/THA Complications: CY15Q2 - C¥180Q1, Performance Periad:CY180Q2- Y2201

Data Available: B Data Available :
[Measure & -a TR R PRl - Base Performance Benchmark Threshold Improvement Scaore Attainment Score

Period Performance Period
Maortality 0.89327 0.5533 0.9532 0.9363 5 10
THATKA CY1801 26 3.3 1.7546 25332 0 v
THA/TKA Complications Actual Performance Peried : CY20Q2 - Y2301

The clinical care section shows a visual for the attainment and improvement
scores for each measure. The second chart includes the measure, data
about the base and performance period, threshold,

benchmark, improvement, attainment and final points.




- PAU Tab

Potentially Avoidable Utilization (PAU)

Click on the: name af the hospitsl 1o view the detsi level repart

Avoidable
Admissicns
Performance

Hospital ID Hospital Name

Statewide 1211

1s.08
2396
1414
877
878
2414
2336
1317
17.48
1785
234
10.58
697

Non-PQI/FD!

+

Tot AU
Recuction (8]

-$81.776,518

-$2,214.70.
-$2,878,803
-$2,951.108
-$1.419,628
-$184.917
-$679.277

-$2101.453
-$782,006
-$1,103,650
-$1,106.984
-$718,156
-$859,846
-$1.410,816
-$615,547
-$1,548,658
-$2.332,424

-$1,348,153

-$5,361,905
-$183,257

-$754,758

-$1,042.931
-$163231
-$123521
-$283,136

$0

-$470,855
30
$0

-$518,838
$0
$0

-$13,711

-$230,702
0
$0

-$333127
$0

-§335.430

1

i

SN eBBESE s RUBRY

Avoidabie
gmissions
Sarisrmance

1174

1560

824
305
2263

17.76

881
873

6.18

4350
73
2041
1543

13851

547
1556
1202
252

837
2602

1560
187
1038

742

Non-FQI/PD

feacmissions _

Ferformance

5.41%

240%

Comparison Year

Total PAU
Reduction (8]

-$78,030,162
-$1,934,420
-$8,455,686
-31.688,168
-$1,948,254

52,800
-$2.407,576

-$12,890,182
-$1,968,010
-$3,735,33
-$2.995,474
-$1,228,545

-$167,332
-$665,581

-$1,268,685
-32,245,167
-32,275.221
-$1.385.344
-$722.535
33514483
-380.483
$712422
-$1,082,407
-31.140.235
-§613.228
-$773,522
-$1,276,179
3322854
31472
-$2.306.363
348,451
31265330

Comparizon Year

|ovaz

$0
-$1.332.062
-$15,444
-$127.242
-$457,712
$0

$0
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CRISP

Chesapeake Regional Information
System for our Patients



B \on-HSCRC Quality Resources

Why Not the Best?

CMS Care Compare

MHCC Health Care Quality Reports
QualityNet

LeapFrog Hospital Safety Grades

US News & World Report - Hospital Rankings
Commonwealth Fund Report

maryland

health services 125

cost review commission



