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domain weights from those of RY 2026, and decreasing number of HCAHPS sub-

measures to six).. 

Figure B.3. RY 2027 Process for Calculating QBR  Scores 

 

 

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 2003.14 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 program15 , and 

also adopted by the QBR program (all-payer version) in RY 2023. 

AHRQ’s specified PSI uses include:  

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

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

● Identify potentially avoidable complications that result from a patient’s exposure to 

the health care system 

● 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 PSIs comprise the PSI-90 composite measure: 

● PSI 03 Pressure Ulcer Rate 

● PSI 06 Iatrogenic Pneumothorax Rate 

● PSI 08 In-Hospital Fall With Hip Fracture Rate 

● PSII 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 

 
14 Source: 
https://www.qualityindicators.ahrq.gov/Downloads/Modules/PSI/V2020/TechSpecs/PSI%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). 
 

https://www.qualityindicators.ahrq.gov/Downloads/Modules/PSI/V2020/TechSpecs/PSI%2090%20Patient%20Safety%20and%20Adverse%20Events%20Composite.pdf
https://www.qualityindicators.ahrq.gov/Downloads/Modules/PSI/V2020/TechSpecs/PSI%2090%20Patient%20Safety%20and%20Adverse%20Events%20Composite.pdf
https://www.govinfo.gov/content/pkg/FR-2017-08-14/pdf/2017-16434.pdf
https://www.govinfo.gov/content/pkg/FR-2017-08-14/pdf/2017-16434.pdf
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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). Disutility 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 I or Type II), 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 

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 

2. Asthma: Within 14 days of the date of discharge 

3. HF: Within 14 days of the date of discharge 

 
16 Source: https://impaqint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-conditions 

https://impaqint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-conditions
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4. 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.17 

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 

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. 

 
17 Please see https://impaqint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-
conditions. 

https://impaqint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-conditions
https://impaqint.com/measure-information-timely-follow-after-acute-exacerbations-chronic-conditions
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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 enrollment 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) 

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 
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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). 

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. 

1. 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 

3. Heart Failure: Follow up within 14 days of the date of discharge 

4. 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 
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discharge 

6. Diabetes: Follow up within 14 days of the date of discharge for high-acuity patients 

APPENDIX C: HCAHPS LEARNING COLLABORATIVE AND 
ANALYSIS 

HCAHPS Learning Collaborative Summary 

As discussed in the policy, the HSCRC and MHA have led a HCAHPS Learning 

Collaborative over the last year.  The two-page document below provides a 

summary of the Purpose, Key Learnings, and Next Steps. 
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HCAHPS 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 

C.1.):  

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

White respondents than expected responding “Definitely Yes” 

● Black respondents are consistently the least favorable with the exception of one 

data point (Black and White respondents, 2021) 

Figure C.1. HCAHPS Responses compared to Maryland Population, as 
derived from the 2020 Census 
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When reviewing top-box rating (9 or 10) by race (Figure C.2.): 

● Maryland responses are lower in the 9 or 10 category than the nation. 

● In contrast to top-box recommendation, the Other race category responds the least 

favorably 

Figure C.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 C.3.): 

● Maryland responses are lower in the 9 or 10 category than the nation. 

● In contrast to top-box recommendation, the Other race category responds the least 

favorably 

Figure C.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 C.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 C.4. Responses by Service Line 

 

Looking at the overall results, there is minimal variation between race (Figure C.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 C.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 (Figure C.6).  
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Figure C.6. Top-Box Rating and Recommendation by Region 
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APPENDIX D:  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 changes18. Figure D.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 analyses19.  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 D.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 
SIR 

2023 
SIR 

Percent 
Change 

Direction of Change, Based on 
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 

SSI 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://www.cdc.gov/healthcare-associated-infections/php/data/progress-
report.html?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). 

https://www.cdc.gov/healthcare-associated-infections/php/data/progress-report.html?CDC_AAref_Val=https://www.cdc.gov/hai/data/portal/progress-report.html
https://www.cdc.gov/healthcare-associated-infections/php/data/progress-report.html?CDC_AAref_Val=https://www.cdc.gov/hai/data/portal/progress-report.html
https://www.cdc.gov/healthcare-associated-infections/php/data/progress-report.html?CDC_AAref_Val=https://www.cdc.gov/hai/data/portal/progress-report.html
https://www.cdc.gov/nhsn/datastat/progress-report.html
https://www.cdc.gov/nhsn/datastat/progress-report.html
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APPENDIX E: 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 
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Interoperability (USCDI) Version 1, structured according to the Health Level Seven 

International (HL7®) FHIR US Core Implementation Guide (US Core IG). 

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.20 

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 E.1. below illustrates the Maryland and CMS 

CY 2026 reporting requirements. 

 
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. 

https://ecqi.healthit.gov/sites/default/files/CMSdQMStrategicRoadmap_032822.pdf
https://ecqi.healthit.gov/sites/default/files/CMSdQMStrategicRoadmap_032822.pdf
https://ecqi.healthit.gov/sites/default/files/CMSdQMStrategicRoadmap_032822.pdf
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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 Department of 

Health Maternal Child Health Bureau on this important population health improvement 

priority. 

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

Reporting Period/ 
payment determination 

CMS Measures Maryland Measures 

CY 2025/RY 2027 
 

Three self-selected eCQMs; 
Three required eCMQs 
-Safe Use of Opioids 
-Cesarean Birth 
-Severe Obstetric Complications 
 
Clinical data elements for two hybrid 
measures for Medicare 
-30-day mortality 
-30-day readmissions 

Two self-selected eCQMs; 
Required eCQMs- 
-Safe Opioids 
-hypoglycemia 
-hyperglycemia 
-Cesarean Birth 
-Severe Obstetric complications 
 
Clinical data elements for two hybrid 
measures ( for 
 all-payers beginning in July 2024-June  
2025) 
-30-day mortality 
-30-day readmissions 

CY 2026/RY 2028 Three self-selected eCQMs; 
Required eCQMs- 
-Safe Opioids 
-hypoglycemia 
-hyperglycemia 
-Cesarean Birth 
-Severe Obstetric complications 
 
Clinical data elements for two hybrid 
measures ( for 
 all-payers beginning in July 2024-
June  2025) 

Three self-selected eCQMs; 
Required eCQMs- 
-Safe Opioids 
-hypoglycemia 
-hyperglycemia 
-Cesarean Birth 
-Severe Obstetric complications 
 
Clinical data elements for two hybrid 
measures ( for 
 all-payers beginning in July 2024-June  
2025) 
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Reporting Period/ 
payment determination 

CMS Measures Maryland Measures 

-30-day mortality 
-30-day readmissions 

-30-day mortality 
-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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APPENDIX F: RY 2026 QBR PERFORMANCE BY HOSPITAL  
cut-point = 41% 
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Cut-point = 32 
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APPENDIX G:  ASSESSMENT OF QBR AND HVBP 
DIFFERENCES 
 

Figure G. 1. below illustrates the iterative impact of changes to the QBR results to 

reconcile with the HVBP results.  The analysis is impacted by the order of the changes and 

the manually calculated HVBP results vary slightly from the CMMI results.  Overall this 

indicates that the scaling parameters for HVBP is the largest factor associated with over 60 

percent of the difference between the QBR and HVBP scores.  Domain weighting is the 

second biggest factor, which staff has proposed to address by changes to the domain 

weights.    Removal of Maryland specific measures and addition of the Sepsis Bundle and 

THA-TKA complication measure, however, have much smaller contributions to the 

differences in scores.  

 

Figure G.1. Iterative Impact of Changes in QBR Results Reconciled with HVBP  
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APPENDIX H:  RY 2028 MODELING ESTIMATES BY HOSPITAL 

 







 

 
 
 
 
 
 

 Dec 1, 2025
 
Jon Kromm, PhD  
Executive Director  
Health Services Cost Review Commission  
4160 Patterson Avenue  
Baltimore, Maryland 21215  
 
RE: Continuation of Medicaid in Hospital Quality Programs 
 
Dear. Dr. Kromm, 
 
On behalf of the Maryland Medicaid Program and the Maryland Department of Health, I am writing to 
strongly encourage the continuation of Medicaid in hospital quality programs led and implemented by the 
Health Services Cost Review Commission (HSCRC) through the duration of the Achieving Healthcare 
Efficiency through Accountable Design (AHEAD) Model. Medicaid has historically deferred to the 
HSCRC to implement hospital quality metrics and payment policies, in lieu of designing and operating its 
own. 
 
The HSCRC has led all-payer hospital quality programs–including, but not limited to, Readmissions 
Reduction Incentive Program, Quality-Based Reimbursement and Maryland Hospital-Acquired 
Conditions program–for over 10 years under the All-Payer and Total Cost of Care (TCOC) Models. The 
TCOC Model has particularly strengthened the all-payer nature of hospital quality programs by 
emphasizing measures that have a unique impact on the Medicaid population, e.g., Pediatric Quality 
Indicators (PDIs) and Timely Follow Up for Medicaid beneficiaries. 
 
Under the AHEAD Model, the State will transition Medicare hospital global budgets from the 
state-designed hospital quality programs to national Medicare hospital quality programs. Per the AHEAD 
State Agreement, as amended and with Centers for Medicare & Medicaid Services (CMS) approval, 
Maryland may continue to operate the state-designed hospital quality programs for Medicaid and 
commercial payers. An annual report submitted by the State must demonstrate that hospital quality and 
value-based programs for Medicaid and commercial payers meet or surpass previous results with regard 
to health outcomes and cost savings. 
 
As the Deputy Secretary for Health Care Financing and Medicaid Director, I am committed to ensuring 
the existence of meaningful Medicaid quality programs for Maryland acute care hospitals. If quality 
performance assessments for Medicaid participants are diminished in any capacity because of the 

 



​  

transition to the AHEAD Model, Maryland’s Health Care Financing Administration will develop and 
implement Medicaid-specific hospital quality and payment programs. 
 
Please do not hesitate to reach out with any questions at perrie.briskin@maryland.gov or 443-970-0547. 
 
Sincerely, 
 
 
 
Perrie Briskin 
Deputy Secretary for Health Care Financing and Medicaid Director 
 
 
CC:​ Meena Seshamani, MD, PhD 

HSCRC Commissioners 
Allan Pack 
Alyson Schuster  
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December 2, 2025 

 

Alyson Schuster, Ph.D. 

Deputy Director, Quality Methodologies 

Health Services Cost Review Commission 

4160 Patterson Avenue 

Baltimore, Maryland 21215 

 

Dear Dr. Schuster: 

On behalf of the Johns Hopkins Health System (JHHS) and its four Maryland hospitals, thank you for the 

opportunity to provide input on the draft recommendation for the Quality-Based Reimbursement (QBR) 

Program for Rate Year (RY) 2028. JHHS appreciates staff’s thorough discussions of the QBR 

considerations in the Performance Measurement Workgroup and the opportunity to provide feedback 

on critical components of the model as the State prepares for significant transition into the AHEAD 

model.  

As noted in JHHS’s previous comments, implementation of the AHEAD model in Maryland will require 

significant and substantial efforts from many stakeholders over the coming years. Given this complexity, 

JHHS would underscore the key guiding principles endorsed by the hospital field as highlighted by the 

Maryland Hospital Association (MHA), including 1) maximizing multi-payer alignment; 2) reducing 

administrative complexity; 3) ensuring manageable timelines; and 4) maintaining quality incentives. 

JHHS urges the Health Services Cost Review Commission (HSCRC) to ensure policy changes align with 

these guiding principles as teams across the state work towards a sustainable payment model.  

JHHS supports the MHA’s comments on the draft policy, and offers the following additional comments 

and feedback for consideration: 

1. While JHHS appreciates that a thoughtful approach is needed to ensure an appropriate transition 

to the national quality programs under AHEAD, a three-year transition is likely too lengthy a 

period for hospitals to be in transition, particularly given that the industry is collectively asking 

for alignment and reduced administrative complexity. Due to the lags in Medicare timelines, 

delaying the State’s quality program transition timeline effectively creates a dynamic with 

duplicative monitoring of multiple programs and a less efficient use of limited hospital resources.   

2. JHHS urges the HSCRC to mirror the national model where possible, inclusive of the national 

reward and penalty percentages. While a one-time adjustment to better support strategic 

investment is helpful, meaningful ongoing contributions via rate adjustment have increased 

potential to impact quality improvement. 

3. JHHS is supportive of the MHA’s position on QBR domain weights and measure approaches, as 

well as state-based monitoring and CMS timelines.  



4. JHHS supports adjusting the RY26 QBR cut point to 32.68%. At the current cut-point, hospitals 

have inaccurate revenue impact; though hospitals build in some threshold for no retrospective 

change during the budgeting process, the variance is substantial (e.g., 3+%) and impacts the 

accuracy of hospital budgeting processes.  

5. While current quality programs under the Total Cost of Care Model have operated as all-payer 

programs, the AHEAD model will have separate requirements for Medicare quality programs, 

meaning state-designed quality programs will no longer be truly all-payer. JHHS would urge the 

HSCRC to consider removing the Medicare adjustments from the state-designed quality program 

adjustments to ensure rewards or penalties are not duplicated across the separate programs.  

6. Finally, JHHS would encourage the HSCRC to evaluate the percentage of revenue currently 

associated with quality programs in comparison to other states. There may be an opportunity for 

the State to drive quality improvement through a balanced approach that risks less hospital 

revenue, which becomes increasingly important as hospitals face substantial rate reductions 

under AHEAD amidst already strained financial conditions.  

In the face of unprecedented and complex changes to key components of the model – many of which 

currently remain unknown – any policy changes must align with the MHA’s proposed guiding principles 

in order to facilitate a viable and sustainable path forward. JHHS thanks HSCRC staff for the opportunity 

to provide feedback on this draft recommendation, and looks forward to continued collaboration to 

further improved quality and access for all Marylanders.  

 

Sincerely,  

 
Angela Green, Ph.D., R.N., F.A.A.N. 

Vice President, Quality and Safety 

Johns Hopkins Health System 

cc: Dr. Joshua Sharfstein, Chairman 
 Dr. James Elliott 
 Ricardo Johnson 

Dr. Maulik Joshi 
 Jonathan Blum 
 Nicki McCann 
 Dr. Farzaneh Sabi 
 Jon Kromm 
 

 



          

 

 

 

 

 

 

December 2, 2025 

 

Dr. Jon Kromm 

Executive Director 

Health Services Cost Review Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

 

Dear Dr. Kromm: 

On behalf of the Maryland Hospital Association’s (MHA) member hospitals and health systems, 

we extend our thanks to the Health Services Cost Review Commission (HSCRC) for the 

opportunity to comment on the Draft Recommendations for the Quality-Based Reimbursement 

(QBR) Program for RY 2028. We appreciate the Commission’s commitment to transparency, 

inclusive governance, and stakeholder engagement. We welcome the opportunity to provide 

feedback on these recommendations and to continue to advance quality across Maryland 

hospitals.  

The QBR draft recommendation comes at an unprecedented time in Maryland as the state 

transitions to the AHEAD Model. Under this new Model, hospitals will be required to move to 

the national Centers for Medicare & Medicaid Services (CMS) Medicare Inpatient Prospective 

Payment System and Outpatient Prospective Payment System (IPPS/OPPS) quality programs. 

Given this, hospitals propose that program elements for QBR align with the federal quality 

requirements to ease the challenge of simultaneous operation of state-based and federal quality 

programs and result in equal, improved quality for all patients. More specifically, the hospital 

field has endorsed key principles that should guide this policy and other state-based quality 

policies. 

• Maximize Multi-Payer Alignment – State-based quality policies should align Medicare, 

Medicaid, and commercial quality approaches to streamline administration. 

 

• Reduce Administrative Complexity – Policies should be designed to avoid complexity, 

administrative burden, and higher costs as the state plans for simultaneous operation of 

state-based and federal quality programs. 

 

• Ensure Manageable Timelines – The state should select quality program policy time 

frames that enable hospitals to adjust their quality infrastructure to optimize performance 

in the national quality programs. 

 

• Maintain Quality Incentives – State-based quality programs should maintain incentives 

to improve quality performance. 
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Additionally, as the state plans the design of other quality programs that coincide with the launch 

of the AHEAD Model, use of these principles will be essential for a successful and sustainable 

quality program over the ten-year AHEAD Model. 

 

MHA Proposal for an Alternative Alignment Approach 

While the QBR Program draft recommendation includes some areas where the program would 

align with the Medicare Hospital Value-Based Purchasing Program (HVBP) in CY2026, there is 

an opportunity to do more to achieve alignment between Medicare, Medicaid, and commercial 

quality programs. Without additional steps to align the federal and state quality programs, 

hospitals will face increased burden and complications with the AHEAD Model transition.  

To address these concerns, MHA respectfully proposes an alternative approach that is guided by 

the aforementioned principles with two components: 

1. Modification of QBR Domain Weights and Measure Approaches 

2. Creation of a State-Based Monitoring Program 

 

QBR Domain Weights & Measure Approaches 

While MHA appreciates the intent behind the proposed reweighting of the Person and 

Community Engagement domain, we urge the Commission to mirror the HVBP program 

wherever possible to eliminate avoidable operational challenges. MHA recommends the 

following domain and measure weights: 

• Person and Community Engagement Domain (33.3%) 

o HCAHPS Top Box (23.3%) 

o HCAHPS Consistency (10%) 

 

• Clinical Care Domain (33.3%) 

o All Payer 30-Day Mortality Measure (14.15%) 

o All Payer Inpatient Mortality Measure (14.15%)  

o THA-TKA Complication Measure (5%)* 

 

• Safety Domain (33.3%) 

o NHSN (26%) 

o Sepsis Bundle (7.3%)* 

 

 

 

 
The THA-TKA Complication and Sepsis Bundle measures apply only to Medicare, while all other measures are all-

payer.  
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State-Based Monitoring Program 

In addition to mirroring the HVBP domain and measure weights, MHA recommends that 

HSCRC create a new “State-Based Monitoring Program” for key measures that are of 

importance to the state but are not in Medicare HVBP. This approach allows the state to maintain 

alignment with Medicare, track performance trends, and evaluate impacts of other initiatives 

without imposing payment adjustments during the transition period. MHA recommends the 

following measures be included in a State-Based Monitoring Program: 

• Emergency Department Length of Stay (ED LOS) 

• Inpatient Length of Stay (IP LOS) 

• Medicaid Timely Follow Up 

• Any new measures proposed by HSCRC 

For measures in the State-Based Monitoring program, MHA recommends a moratorium be 

placed on payment policy for measures that are not part of the Medicare HVBP. Hospitals are 

currently managing significant operational pressures and resource constraints. Introducing 

Maryland-specific measures with payment implications would increase complexity and risk, 

especially as these metrics are influenced by external factors such as post-acute care placement 

and managed care coordination —issues under review by the AHEAD Multi-Agency Regulatory 

Working Group. Additionally, recent federal legislation (H.R.1) is likely to negatively affect ED 

utilization and uncompensated care, further straining hospital resources. 

Given these considerations, MHA recommends that no payment adjustments be applied to these 

measures during the transition to the CMS IPPS/OPPS quality system from CY 2026 to 2029, 

and potentially 2030 if Medicare program alignment is delayed. This approach allows hospitals 

time to adapt systems, train staff, and reduce administrative complexity while minimizing 

reporting burden. It also aligns Maryland’s QBR program with CMS’ HVBP, supports 

Maryland-specific initiatives through dedicated monitoring, and ensures consistency across 

federal and state programs.  

 

Digital Measure Incentive  

The RY2028 QBR program recommendation proposes maintaining the existing digital measure 

incentive. MHA and its member hospitals support the continuation of the digital measure 

incentive in RY2028 and appreciate HSCRC’s commitment to aligning electronic clinical quality 

measure (eCQM) reporting with CMS requirements. We recognize the value of early submission 

incentives as a tool to promote timely data collection and infrastructure readiness. The benefits 

of implementing eCQMs in Maryland at a pace that is misaligned with CMS should, however, be 

balanced with the process complexity and expense that is being created. 

Using an accelerated timeline for Maryland-specific eCQM submissions imposes operational 

challenges for hospitals, requiring extensive coordination, staffing, and system capacity at a time 

when hospitals face competing priorities and resource constraints. While the incentive helps to 

mitigate the financial burden, the underlying policy and misaligned timing with CMS adds 

operational demands and administrative burdens.  
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MHA urges HSCRC to maintain close engagement with hospitals to ensure future digital 

reporting requirements remain feasible and aligned with national standards and timing. For 

RY2029 and beyond, HSCRC should follow the same schedule as CMS for implementation of 

digital measures. Additionally, any future expansion of digital reporting must be achievable 

through existing infrastructure and supported by technical assistance and realistic timelines to 

safeguard operational sustainability.  

RY 2028 QBR Reward/Penalty “Cut-Point” 

MHA appreciates HSCRC staff’s plan to retrospectively adjust the RY 2026 QBR cut-point to 

32.68% but suggests additional modifications to better reflect national average performance. The 

table below presents the retrospective adjustments to the cut-point for national performance over 

the past three rate years: 

 

Rate Year 
Pre-set  

Cut-point 

Retrospective 

Adjustment (based on 

national performance) 

RY24 41% 32% 

RY25 41% 32% 

RY26 41% 32.68% 

 

Given this consistent national trend, MHA recommends using a cut-point of 32% in the RY2028 

QBR program. This revised cut point would improve predictability, enhance fairness, and align 

with HVBP, thereby reducing the likelihood for annual retrospective adjustments within the 

QBR program. 

 

We value the Commission’s commitment to collaborative policymaking and data-driven 

decisions. As Maryland hospitals prepare for evolving national standards and the AHEAD 

transition, we look forward to continued partnership with HSCRC to ensure quality programs 

remain equitable, transparent, and aligned with our shared goal of improving patient care 

statewide.  

 

Thank you for your consideration of these recommendations.  

 

Sincerely, 

 
 

Tequila Terry 

Senior Vice President, Care Transformation & Finance 
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cc: Dr. Joshua Sharfstein, Chair 

 Jonathan Blum 

 Dr. James Elliot 

 Ricardo Johnson 

 Dr. Maulik Joshi 

 Nicki McCann 

 Dr. Farzaneh Sabi 

 Alyson Schuster, Ph.D. 
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December 2nd, 2025 
 
Alyson Schuster, PhD, MPH, MBA 
Deputy Director, Quality Methodologies 
Health Services Cost Review Commission 
4160 Patterson Avenue 
Baltimore, Maryland 21215 
 
Dear Dr. Schuster: 
 
On behalf of the University of Maryland Medical System (UMMS), thank you for the opportunity to 
comment on the proposed Rate Year 2028 Quality-Based Reimbursement (QBR) Program. We 
appreciate the Commission’s ongoing collaboration with hospitals and its efforts to position 
Maryland for success under the forthcoming AHEAD Model. 
 
UMMS supports the direction of the RY 2028 QBR program and offers the following areas of 
agreement and recommendations for refinement. 
 
Areas of Support 
 
Alignment with Federal Programs / AHEAD Model Readiness 
UMMS strongly supports aligning QBR with federal Hospital Value Based Purchasing (HBVP) 
program. This reduces administrative burden, strengthens comparability across hospitals, and 
ensures readiness for alignment with AHEAD. 
 
Prospective Payment Scale 
We support maintaining the 32.68% cut. The predictability and transparency of this approach are 
essential for hospital planning. We also support 2% of inpatient revenue at-risk, contingent upon 
there are no additional at-risk revenue additions to other HSCRC programs for Rate Year 2028. 
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Alignment with Federal Hospital Value-Based Purchasing (HVBP) Program 
UMMS supports alignment with HVBP, including: 
 

• Maintaining the HCAHPS Top-Box and HCAHPS Consistency scores. 
• Maintaining all five CDC NHSN hospital-acquired infection measures. 
• Removing the all-payer PSI-90 metric from QBR and shifting it to the MHAC program. 
• Removing HCAHPS linear scores. 

 
Mortality Metrics 
We support continuing the two current all-payer inpatient mortality metrics for RY 2028. We agree 
that refinements should be explored for future years. 
 
Re-alignment of Weighting Across the Three Domains 
UMMS supports revisiting domain weighting to ensure appropriate emphasis across clinical care, 
safety, and patient experience. 
 
Requested Considerations 
 
1. Future Transition Toward an Improved 30-Day Mortality Metric 
 
UMMS encourages HSCRC to evaluate replacing current inpatient mortality metrics with a more 
stable and reliable 30-day mortality measure in future program years. 
Recent 12-month data (ending September 2025) illustrate that current inpatient mortality metrics 
show wide variation: 
 

• IQR of 1.6467% (96.9366% vs. 95.2899%) 
• Standard deviation of 1.3809% 
• A 1.819% difference between threshold and benchmark 

 
By comparison, the 30-day mortality metric displays substantially less variation: 
 

• IQR of 0.3652% (96.5468% vs. 96.1816%) 
• Standard deviation of 0.2483% 
• Only 0.488% difference between threshold and benchmark 

 
The limited variation reduces the meaningfulness of differentiation between hospitals for rewards 
and penalties. We recommend reevaluating the risk-adjustment methodology and, if feasible, 
incorporating national data to strengthen the model. While no changes are advised for RY 2028 due 
to the January 2026 performance start, we believe this should be a priority for future program years. 
 
2. Equal Weighting Across All Three Domains 
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UMMS recommends weighting the three QBR domains equally (one-third each), consistent with 
HVBP. This approach simplifies expectations and reinforces balanced performance across safety, 
clinical outcomes, and experience. 
 
3. Continued Exclusion of THA/TKA Complication Metric 
 
While the HVBP program includes the THA/TKA complication metric, we recommend continued 
exclusion of this metric. This metric is for Medicare inpatients age 65 years old and older. The vast 
majority of hip and knee replacements are now performed in a non-inpatient setting. Only the most 
complicated cases are still performed in an inpatient setting. Therefore, this metric is not reflective 
of overall outcomes in for these procedures.  
 
From the most recently available CMS public data (April 2021 – March 2024) 9 out of the 40 QBR 
hospitals (22.5%) did not have sufficient volume to be included for measurement. An additional 14 
hospitals (35%) performed less than 50 included procedures over the 3-year performance period. 
This results in a single complication over 3 years in a rate greater than 2%, while the threshold and 
benchmark for these measures are less than 2%.  
 
We recommend the HSCRC develop an all-payer, inpatient and non-inpatient THA/TKA complication 
measure for subsequent performance years.  
 
4. Continued Exclusion of SEP-1 Sepsis Bundle 
 
As stated in previous comment letters, we recommend excluding the SEP-1 metric from the QBR 
program. SEP-1 remains a contentious metric in medical literature, with concerns raised about its 
potential to drive antibiotic overuse and its lack of evidence-based definitions. Please note the 
appendix for references, as previously submitted. 
 
5. Separate Monitoring Structure for Non-Federally Aligned Measures 
 
To maintain alignment of QBR, MHAC, and RRIP with analogous federal programs—and to support 
the AHEAD Model—we recommend moving state-specific or non-aligned measures into a separate 
monitoring structure. 
 
This would apply to measures such as: 

• Emergency Department Length of Stay (ED-1b) 
• Medicaid Timely Follow-Up 

 
These remain important for Maryland, but tracking them outside of QBR would preserve program 
integrity and align with the federal program. 
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Conclusion 
 
UMMS appreciates the HSCRC’s thoughtful approach to strengthening the RY 2028 QBR Program 
and its commitment to a high-quality, nationally aligned quality framework for Maryland. We look 
forward to continued partnership as the state prepares for AHEAD implementation. 
 
Thank you for considering our comments. We welcome continued dialogue as the program evolves. 
 
Sincerely,  
 
 
 
Andrew N. Pollak, MD 
Senior Vice President and Chief Clinical Officer 
University of Maryland Medical System 

 

cc:  Joshua Sharfstein, MD, Chairman Maulik Joshi, DrPH 
Jon Kromm, Executive Director Ricardo R. Johnson 
James Elliott, MD Nicki McCann, JD 
Adam Kane Farzaneh Sabi, MD 
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Appendix Citations for SEP-1 

Clinical Infectious Diseases, Volume 72, Issue 4, 15 February 2021, Pages 541–
552, https://doi.org/10.1093/cid/ciaa059  

• Infectious Diseases Society of America (IDSA and five additional endorsing 
societies) is concerned about SEP-1’s potential to drive antibiotic overuse because 
it does not account for the high rate of sepsis overdiagnosis and encourages 
aggressive antibiotics for all patients with possible sepsis, regardless of the 
certainty of diagnosis or severity of illness 

• IDSA is also concerned that SEP-1’s complex “time zero” definition is not evidence-
based and is prone to inter-observer variation 

• Prompt empiric antibiotics are often appropriate for suspected sepsis without shock, 
but IDSA believes there is too much heterogeneity and difficulty defining this 
population, uncertainty about the presence of infection, and insufficient data on the 
necessity of immediate antibiotics to support a mandatory treatment standard for 
all patients in this category 

• IDSA believes guidance on managing possible sepsis without shock is more 
appropriate for guidelines that can delineate the strengths and limitations of 
supporting evidence and allow clinicians discretion in applying specific 
recommendations to individual patients 

JAMA Netw Open. 2021;4(12):e2138596. doi:10.1001/jamanetworkopen.2021.38596 

• SEP-1 implementation was associated with an immediate increase in lactate 
testing rates, no change in already-increasing rates of broad-spectrum antibiotic 
use, and no change in the combined outcome of in-hospital death or discharge to 
hospice. 

• These findings suggest SEP-1 was not associated with improved sepsis outcomes 
and that alternate approaches to preventing sepsis deaths in hospitals are 
needed 
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This document contains staff draft recommendations for the RY 2028 Readmission Reduction Incentive 

Program.  The document also includes staff draft recommendations on modifications to the RY 2027 

Readmission Reduction Incentive Program.  Comments are due by Monday, January 26, 2026 and may be 
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List of Abbreviations 

ADI 
AHEAD 

Area Deprivation Index 
Achieving Healthcare Efficiency through Accountable Design Model 

AMA Against Medical Advice 
APR-DRG All-patient refined diagnosis-related group 
CMS                        Centers for Medicare & Medicaid Services 
CMMI                      Center for Medicare and Medicaid Innovation 
CRISP                      Chesapeake Regional Information System for Our Patients 
CY                           Calendar year 
eCQM Electronic Clinical Quality Measure 
EDAC Excess Days in Acute Care 
FFS     
FFY                      

Fee-For-Service 
Federal Fiscal Year 

HCC Hierarchical Condition Category 
HRRP Hospital Readmissions Reduction Program 
HSCRC Health Services Cost Review Commission 
HWR Hospital-Wide Readmission Measure 
MCDB Medical Claims Database 

MPR Mathematica Policy Research 
MSA Metropolitan Statistical Area 
NQF National Quality Forum 
PAI Patient Adversity Index 
PMWG Performance Measurement Workgroup 
PQI 
PY 

Prevention Quality Indicators 
Performance Year 

RRIP                        Readmissions Reduction Incentive Program 
RY                          Rate Year 
SIHIS Statewide Integrated Healthcare Improvement Strategy 
SOI                       Severity of illness 
TCOC Total Cost of Care 
YTD                         Year-to-date 
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Key Methodology Concepts and Definitions 
 
Diagnosis-Related Group (DRG): A system to classify hospital cases into categories that are 
similar in clinical characteristics and in expected resource use. DRGs are based on a patient’s 
primary diagnosis and the presence of other conditions. 
  
All Patients Refined Diagnosis Related Groups (APR-DRG):  Specific type of DRG assigned 
using 3M software that groups all diagnosis and procedure codes into one of 328 All-Patient 
Refined-Diagnosis Related Groups. 
  
Severity of Illness (SOI): 4-level classification of minor, moderate, major, and extreme that can 
be used with APR-DRGs to assess the acuity of a discharge. 
  
APR-DRG SOI: Combination of diagnosis-related groups with severity of illness levels, such that 
each admission can be classified into an APR-DRG SOI “cell” along with other admissions that 
have the same diagnosis-related group and severity of illness level. 
  
Observed/Expected Ratio: Readmission rates are calculated by dividing the observed number of 
readmissions by the expected number of readmissions. Expected readmissions are determined 
through case-mix adjustment. 
  
Case-Mix Adjustment: Statewide rate for readmissions (i.e., normative value or “norm”) is 
calculated for each diagnosis and severity level. These statewide norms are applied to each 
hospital’s case-mix to determine the expected number of readmissions, a process known as 
indirect standardization. 
 
Prevention Quality Indicator (PQI): a set of measures that can be used with hospital inpatient 
discharge data to identify quality of care for "ambulatory care sensitive conditions." These are 
conditions for which good outpatient care can potentially prevent the need for hospitalization or for 
which early intervention can prevent complications or more severe disease.  
 
Area Deprivation Index (ADI): A measure of neighborhood deprivation that is based on the 
American Community Survey and includes factors for the theoretical domains of income, 
education, employment, and housing quality.  
 
Patient Adversity Index (PAI):  HSCRC-developed composite measure of social risk 
incorporating information on patient race, Medicaid status, and the Area Deprivation Index. 
 
Excess Days in Acute Care (EDAC):  Capture excess days that a hospital’s patients spent in 
acute care within 30 days after discharge. The measures incorporate the full range of post-
discharge use of care (emergency department visits, observation stays, and unplanned 
readmissions).   
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Recommendations 
These are the draft recommendations for the Maryland Rate Year (RY) 2028 Readmission 

Reduction Incentives Program (RRIP):  

1. Maintain the all-payer, 30-day, all-cause readmission measure. 

2. Improvement Target - Maintain the statewide 4-year improvement target of -5.0 percent 

through 2026 with a blended base period of CY 2022 and CY 2023. 

3. Attainment Target - Maintain the attainment target whereby hospitals performing at or 

better than the 65th percentile of statewide performance receive scaled rewards for 

maintaining low readmission rates. 

a. Modify Out Of State (OOS)  ratios used for attainment to not double count 

readmissions for RY 2028 and retrospectively for RY 2027. 

4. Maintain scaled rewards and penalties of up to 2 percent of inpatient revenue. 

5. Monitor reductions in within-hospital readmission disparities and provide quarterly updates 

on by-hospital performance at Commission Meetings.  

6. Assess opportunities for AHEAD alignment of readmission measure, improvement and 

attainment goals, revenue at-risk, and revenue adjustment methodology. 

 

Introduction 

Maryland hospitals have been and are currently funded under a population-based revenue system 

with a fixed annual revenue cap set by the Maryland Health Services Cost Review Commission 

(HSCRC or Commission) under agreements with the Centers for Medicare and Medicaid Services 

(CMS) for the state to operate the All-Payer Model (Calendar (CY) 2014- CY 2018), the current 

Total Cost of Care (TCOC) Model (CY 2019-CY 2025), and the upcoming AHEAD model (CY 

2026- CY 2035). Under the new AHEAD Model, the State will transition in CY 2028 (Performance 

Year (PY) 3) to CMS establishing hospital global budgets for Medicare FFS and to the HSCRC 

establishing hospital global budgets for all other payers (i.e., non-Medicare FFS). Under the 

Medicare FFS hospital global budgets, hospitals will be held accountable for quality under the 

CMS quality programs and through additional AHEAD incentives, while the state may maintain 
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quality programs for all other payers. HSCRC staff is collaborating with CMMI, hospitals, the 

Maryland Hospital Association (MHA), state leaders, other health agencies, and the broad array of 

stakeholders on the Performance Measurement Workgroup (PMWG) to develop a transition plan 

that increases alignment between the state’s performance based programs and the CMS national 

programs over the initial years of the AHEAD model.  

 

Under global budget systems, hospitals are incentivized to shift services to the most appropriate 

care setting and simultaneously have revenue at risk under the Maryland’s unique, all-payer, pay-

for-performance quality programs; this allows hospitals to keep any savings they earn via better 

patient experiences, reductions in unplanned readmissions, or other improvements in care. 

Maryland systematically revises its quality and value-based payment programs to better achieve 

the state’s overarching goals: more efficient, higher quality care, and improved population health. 

Under global budgets, it is important to ensure that any incentives to constrain hospital 

expenditures do not result in declining quality of care. Thus, the Commission’s quality programs to 

date have rewarded quality improvements and achievements that reinforce the incentives of the 

global budget system, while guarding against unintended consequences and penalizing poor 

performance.  

 

The Readmissions Reduction Incentive Program (RRIP) is one of several quality pay-for-

performance initiatives that provide incentives for hospitals to improve patient care and value over 

time that targets all-payer unplanned readmissions. While some hospital readmissions are 

unavoidable, other hospital readmissions within 30 days result from ineffective initial treatment, 

poor discharge planning, or inadequate post-acute care and result in poor patient outcomes and 

financially strained healthcare institutions.1 The RRIP currently holds up to two percent of hospital 

inpatient revenue at-risk in penalties and rewards based on achievement of improvement or 

attainment targets in 30-day case-mix adjusted readmission rates. 

 

 
1  Rammohan R, Joy M, Magam S, et al. (May 15, 2023) The Path to Sustainable Healthcare: Implementing Care 
Transition Teams to Mitigate Hospital Readmissions and Improve Patient Outcomes. Cureus 15(5): e39022. 
doi:10.7759/cureus.39022 
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For RRIP, as well as the other State hospital quality programs, updates are vetted with 

stakeholders and approved by the Commission to ensure the programs remain aggressive and 

progressive with results that meet or surpass those of the national CMS analogous programs 

(from which Maryland must receive annual exemptions).  For purposes of the RY 2028 RRIP Draft 

Policy, staff vetted the updated proposed recommendations with the Performance Measurement 

Workgroup (PMWG), the standing advisory group that meets monthly to discuss Quality policies. 

Transitioning to the AHEAD Model  
The AHEAD model, which will begin in January 2026, includes a two year transition period where 

the state will maintain its all-payer rate setting system. The new CMS Medicare FFS hospital 

global budgets will begin in CY 2028 and at that time, the hospitals will transition to the CMS 

quality programs for Medicare FFS and the state will administer hospital global budgets and 

quality programs for all other payers. For RY 2028, which will assess CY 2026 performance, staff 

is working to assess all of the quality programs to determine opportunities for better alignment 

with the CMS programs. The initial focus of the state’s transition work has been aligning the 

Quality Based Reimbursement (QBR) program with the Hospital Value-Based Purchasing (HVBP) 

program. During CY 2026, staff proposes to engage stakeholders to assess opportunities for 

further alignment with the AHEAD Model.  

Under the AHEAD Model, hospital global budgets will be adjusted for readmissions through 

multiple mechanisms. First, beginning in calendar year (CY) 2028, the AHEAD Hospital Global 

Budget (HGB) for Medicare FFS  will incorporate adjustments based on a hospital’s performance 

under the Hospital Readmission Reduction Program (HRRP). Second, as part of the AHEAD 

Model, the State submitted a Population Health and Accountability Plan (PHAP) that includes the 

CMMI-recommended National Committee for Quality Assurance (NCQA) Plan All-Cause 

Readmissions (PCR) measure, which will be used to assess statewide readmissions performance 

over the nine-year model period. In addition, the Medicare HGB methodology includes a 

Community Improvement Bonus (CIB) and an Effectiveness Adjustment (EA).  The CIB will 

assess performance on two measures: the digital Hybrid Hospital Wide Readmission (Hybrid 

eHWR) measure and Prevention Quality Indicators (PQI-90). The EA applies a downward 

adjustment based on a hospital’s Medicare fee-for-service (FFS) performance relative to other 
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hospitals statewide on the CMS Hospital-Wide All-Cause Unplanned Readmission (HWR) 

measure and Avoidable Admissions which are defined by AHRQ’s PQI-90 measure. Last, 

Maryland may continue to adjust non-Medicare HGB based on readmission performance.   

For the RY 2028 RRIP policy, staff proposes to maintain the 4-year improvement target of -5.0 

percent through CY 2026 to finish out the goal set under the TCOC model while concurrently 

engaging stakeholders to assess opportunities to align the RRIP with the AHEAD model’s 

readmission evaluation. Specifically, alignment entails consideration of measures, improvement 

and attainment goals, revenue at-risk, and revenue adjustment methodology. 

 

Background 
Brief History of RRIP Program  
Maryland made incremental progress each year throughout the All-Payer Model (2014-2018), 

ultimately achieving the Model goal for the Maryland Medicare FFS readmission rate to be at or 

below the unadjusted national Medicare readmission rate by the end of Calendar Year (CY) 2018. 

Maryland historically performed poorly compared to the nation on readmissions; it ranked 50th 

among all states in a study examining Medicare data from 2003-2004.2 In order to meet the All-

Payer Model Medicare requirements, the Commission approved the inaugural RRIP program in 

April 2014 to further bolster the incentives to reduce unnecessary readmissions beyond the 

incentives already inherent in the global budget system. In addition to the Medicare FFS targets 

for the State, CMMI historically required the RRIP to address all-payer readmissions. As 

recommended by the Performance Measurement Work Group (PMWG), the RRIP is more 

comprehensive than its federal counterpart, the Medicare Hospital Readmission Reduction 

Program (HRRP), as it uses an all-cause, all-condition measure and assesses both improvement 

and attainment, whereas, HRRP uses Medicare-only condition specific readmission measures to 

assess attainment.3 Figure 1 below compares the RRIP to the HRRP.  

 
2 Jencks, S. F. et al., “Hospitalizations among Patients in the Medicare Fee-for-Service Program,” New England Journal 
of Medicine Vol. 360, No. 14: 1418-1428, 2009. 
3 For more information on the HRRP, please see: https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcuteInpatientPPS/Readmissions-Reduction-Program 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program
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Figure 1. RRIP Compared to HRRP  

Feature Maryland RRIP National HRRP 
Population All patients, all payers Medicare Fee-for-Service beneficiaries 

only 
Conditions 
Measured 

All-conditions, including psychiatric and adult 
oncology  

Six specific conditions (i.e., AMI, COPD, 
HF, Pneumonia, CABG, THA/TKA) 

Readmission 
Definition 

30-day, all-cause, unplanned admissions 30-day, all-cause, unplanned admissions 

Performance 
Measures 

Both improvement (relative change) and 
attainment (absolute performance, adjusted for 
out-of-state readmissions) 

Attainment only, stratified by percent duals  

Incentives Scaled rewards and penalties, capped at ±2% 
of inpatient revenue 

Scaled penalties only, capped at 3% of 
Medicare payments 

Data Source State-based case-mix data (with unique patient 
identifiers across hospitals) 

CMS Medicare claims data 

 

With the onset of the Total Cost of Care Model (TCOC) Agreement, each program was 

overhauled to ensure the policy supported the goals of the Model.  For the RRIP policy, the 

overhaul was completed during 2019, which entailed an extensive stakeholder engagement effort.  

The major accomplishments of the RRIP redesign were modifications to the inclusion and 

exclusion criteria for the readmission measure, development of a 5-year (2018-2023) 

improvement target of -7.5 percent, adjustment of the attainment target based on national 

Medicare and commercial benchmarks, and the addition of an incentive to reduce within hospital 

disparities in readmissions. Subsequently, during CY2023, staff reassessed Maryland’s 

performance on readmissions and developed a four-year (2022-2026) improvement target of 5 

percent that was approved in the RY2026 policy.  This improvement target was set using a range 

of potential improvement scenarios (e.g., historical improvements trended forward) and updated 

benchmarking for Medicare and Commercial payers nationally. 

 

RRIP Methodology 

Figure 2 provides an overview of the current RRIP methodology (also see Appendix I) that 

converts hospital performance to payment adjustments.  In Maryland, the RRIP methodology 
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evaluates all-payer, all-cause inpatient readmissions using the CRISP unique patient identifier to 

track patients across Maryland hospitals. The readmission measure excludes certain types of 

discharges (e.g., pediatric oncology, patients who leave against medical advice, rare diagnosis 

groups) from consideration, due to data issues and clinical concerns.  Readmission rates are 

adjusted for case-mix using all-patient refined diagnosis-related group (APR-DRG) severity of 

illness (SOI), and the policy determines a hospital’s score and revenue adjustment by the better of 

improvement or attainment.4  The disparity gap methodology is separate and provides hospitals 

with the opportunity to earn rewards (no penalties) based on improvement. 

 
4 See Appendix I for details on the current RRIP methodology. 
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Figure 2.  RRIP Methodology RY2027

 

 

Assessment  
For RY 2028,  there are no proposed changes to the readmission measure, however, staff is 

recommending that additional analytics continue to be conducted over the coming year to assess 

impact of observation stays, which staff believe will complement some of the other workstreams 

the Commission currently is engaging in to improve emergency department length of stay and 

align with the AHEAD Model’s Population Health Accountability Plan (PHAP) readmission 
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measure. Also, staff is recommending a modification to the calculation of Out-Of-State Ratios 

used to adjust the readmission measure for attainment.   

Current Statewide Year To Date Performance 
Readmission performance is assessed in several ways using different measure specifications. 

First, we present data on the unadjusted, all-cause Medicare readmission rate (the original 

“Waiver Test”), which shows that Maryland currently has a slightly lower unadjusted readmission 

rate than the nation. Second, we present Maryland and national performance on the CMMI-

adapted Hospital-Wide Readmission (HWR) measure for Maryland (the revised “Waiver Test”). 

Third, we present the all-payer, case-mix–adjusted readmission results used for the 

Readmissions Reduction Incentive Program (RRIP). Fourth, we present the condition-specific 

readmission results used for the Hospital Readmission Reduction Program (HRRP). Finally, we 

present performance on the NCQA Plan All-Cause Readmissions (PCR) measure, which will be 

used to assess statewide performance under the AHEAD Model.  Also, please refer to the RY 

2028 Quality Based Reimbursement policy for discussion of the state’s collection of digital quality 

measures in alignment with the CMS.  Specifically, the state is requiring submission of the Core 

Clinical Data Elements (CCDE) used for the digital Hybrid HWR measure and could consider 

augmenting the RRIP all-payer measure with EHR data elements in the future. Below we present 

the currently available data using the measures from CMMI, CMS, and HSCRC.  

 

Medicare FFS Performance 
At the end of 2018, Maryland had an unadjusted Medicare FFS readmission rate of 15.40 percent, 

which was below the national rate of 15.45 percent.  This was the measure that CMMI used to 

assess Maryland’s successful performance on readmissions under the All-Payer Model.  Under 

the TCOC model, Maryland is required to maintain a Medicare FFS readmission rate that is below 

the nation. While the unadjusted Maryland Medicare rate was higher than the nation starting in 

2021, the CY2025 rolling 12 months readmission data, which is presented in Figure 3, shows 

Maryland’s readmission rate at 15.44 percent, which is lower than the Nation’s performance at 

15.92 percent. 

 



 
 

   

 
 

12 

Figure 3. Maryland and National Medicare FFS Unadjusted Readmission Rates 

 

Hospital Wide Readmission Measure Performance 
Because of concerns about changes in patient acuity, CMMI agreed to switch to a risk-adjusted 

readmission measure to compare Medicare FFS performance in Maryland compared to the 

Nation. Beginning with CY 2023 performance, CMMI calculated a risk-adjusted hospital wide 

readmission (HWR) measure modified to include Medicare FFS beneficiaries under the age of 65 

and a few other adjustments. Figure 4 provides the Maryland and National results on 

readmissions for CY 2018 and CY 2024 from CMMI using this modified HWR measure.  Based on 

this data, the State has met its contractual goal of performing better in CY 2024 than in CY 2018 

and performing better than the nation in CY 2024.  Since 2018, Maryland has reduced Medicare 

readmissions by 8.44 percent, while the nation has reduced readmissions by 6.79 percent.  While 

the contractual test does not require Maryland to be statistically better than the nation, the 

analysis by CMMI found that Maryland was statistically better than the nation in CY 2024.   
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Figure 4. Maryland and National Medicare FFS Hospital-Wide Readmission Measure Performance 

https://hscrc.maryland.gov/pages/default.aspx 
 

All-Payer Readmission Performance 
Maryland has also performed well statewide over time on RRIP performance standards as shown 

in Figure 5.  Through August of 2025 compared to August of 2018, All-Payers, Medicare FFS, and 

Medicaid beneficiaries saw a reduction in readmissions of 7.36 percent, 7.42 percent, and 5.57 

percent, respectively.  

 

  

https://hscrc.maryland.gov/pages/default.aspx
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Figure 5. Statewide Change in Case-Mix Adjusted Readmission Rates by Payer, 2018 through 
August 2025  

 

 

The RY 2027 RRIP program assesses improvement from a two-year base period of CYs 2022 

and 2023 to CY 2025, and attainment performance in CY 2025 based on historical standards. 

Statewide there has been a 1.56 percent improvement in 2025 YTD compared to the 
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CY2022/2023 base period.  As illustrated in Figure 6 below, 22 hospitals are on target to reach 

the improvement goal of a 3.78 percent reduction, and as shown in Figure 7, 12 hospitals are on 

target to have a readmission rate below the attainment threshold of 11.25 percent. Hospitals 

performing well on either improvement or attainment will receive a revenue adjustment equal to 

the better of these evaluations, in line with the policy aim of simultaneously incentivizing excellent 

performance and constant improvement. Overall there are 24 unique hospitals on track to receive 

a scaled reward for CY 2025 performance. 
 

Figure 6. By-Hospital Change in All-Payer Case Mix Adjusted Readmission Rates, 2022/2023- 2025 
YTD Through August 
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Figure 7. By-Hospital Case Mix Adjusted Readmission Rates, YTD 2025 

 

Disparities in Readmissions  

Beginning in RY 2021, Maryland hospitals could be rewarded for reducing disparities in 

readmissions using HSCRC developed methodology.  The reduction in readmission disparities 

was included as a Statewide Integrated Health Improvement Strategy (SIHIS) goal under the 

TCOC model.  Specifically, the goal was to have at least half of Maryland hospitals achieve at 

least a 50 percent reduction from CY 2018 to CY 2026. For RY 2027, through August of 2025, 25 

hospitals have reduced readmission disparities by an average of -18.40 percent, with a range of 

reductions from -1.01 percent to -52.50 percent. Via the disparity gap component of the RRIP, two 

hospitals are on track for receiving rewards for reducing their disparities in readmissions by at 

least -45.47 percent in CY 2025 compared to CY 2018, as seen below in Figure 8. For RY 2028, 

to better align with the National readmissions program, the RRIP draft recommendation is to 

monitor reductions in readmissions disparities in readmissions by reporting performance quarterly 

at Commission meetings. For details on the measure used to assess disparities in readmissions, 

see Appendix III.  
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Figure 8. By-Hospital Changes in Readmission Disparities, CY 2025 through August compared to 
CY 2018 

 

Hospital Readmission Reduction Program Performance 

The CMS Hospital Readmission Reduction Program (HRRP) assesses readmissions for Medicare 

using six condition specific, all-cause readmissions measures and comparing performance of 

hospitals within peer groups based on proportion of dually eligible Medicare beneficiaries.  For 

FFY 2025, CMMI provided proxy payment adjustment factors to estimate how Maryland hospitals 

would have performed under the HRRP program. The Maryland data from CMMI was compared 

with national HRRP data found on Care Compare (Figure 9).  The Maryland data indicates that 84 

percent of hospitals in the state would receive a penalty, with the median penalty among those 

that would have been penalized of 0.20 percent (minimum penalty 0.01 percent and maximum 

penalty 1.07 percent).  While the national data indicates that a lower percentage of hospitals 

would receive a penalty (79 percent), the median penalty among those that were penalized is 

higher at 0.27 percent (minimum penalty 0.01 percent and maximum penalty 3 percent).  
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Furthermore, the average penalty for Maryland hospitals was lower than the nation for each of the 

five dual eligible peer groups.  Thus despite the higher proportion of hospitals in Maryland that 

would be penalized for excess readmissions, on average Maryland hospitals have lower excess 

readmissions as shown by the lower penalties that Maryland hospitals would receive.  Given 

these condition specific measures use multiple years of data through the June of 2023, these 

results are not surprising since the unadjusted Medicare test also showed favorable results over 

the same time period.   
Figure 9. FFY 2025 HRRP Performance, Maryland vs Nation   

 
 

National Committee for Quality Assurance Plan All-Cause Readmission Measure 
As mentioned above in the “Transitioning to AHEAD” section, the Population Health Accountability 

Plan (PHAP) will assess statewide readmission performance using the National Committee for 

Quality Assurance Plan All-Cause Readmission (NCQA PCR) measure based on CMMIs 

directive.  Furthermore, CMMI also required that the Statewide goal be all-payer rather than 

Medicare specific.  The NCQA readmission measure was originally designed as a health plan 

measure (i.e., HEDIS).  Figure 10 provides a comparison of the RRIP and NCQA readmission 

measure, both of which look at all-cause unplanned readmissions for all eligible patients (i.e., not 

condition specific).  The biggest differences between the measures is that the NCQA readmission 

measure includes both inpatient and observation visits as both index and readmissions, and the 

by-payer risk adjustment method used for the NCQA measure.  HSCRC worked with contractors 
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to adapt this health plan measure to calculate a Maryland statewide observed to expected ratio 

using claims data for Medicare FFS, Medicare MA, Medicaid, and Commercial. 

Figure 10. Comparison of the NCQA PCR and RRIP Readmission Measures 

Feature Maryland RRIP  NCQA PCR 
Readmission Type All-cause, unplanned inpatient 

readmissions 
All-cause, unplanned inpatient and observation 
readmissions 

Numerator Number of observed unplanned 
readmissions 

The observed numerator is all unplanned eligible 
observation stays and readmissions within 30 days of an 
eligible discharge. The expected numerator is weighted 
based on measure specifications 

Denominator Number of expected unplanned 
readmissions based on 
discharge APR-DRG and SOI 

Any acute inpatient or observation stay discharge 
occurring during the measurement year; patients must be 
18 or older during the month of discharge date and have 
365 days on continuous enrollment before index 
admission and 30 days after index. 

Exclusions CMS Planned Readmission 
Logic, Bone marrow transplants 
and liquid tumor patients, Left 
AMA, transfers, newborn DRGs  

Hospice and/or death at any time during the 
measurement year; perinatal admissions, potentially 
planned procedures, organ transplant, chemotherapy, 
and psychiatric/rehab facilities and transfer/IP admission.  
Patients with 4+ inpatient admissions in a year. 

Risk-Adjustment Case-mix and APR DRG SOI 
level 

Risk-adjusted by IP vs. observation status, discharge 
condition, age, gender, surgical procedure, and SNF and 
dual eligibility status based on predetermined weights by 
payer 

 
Figure 11 below presents Maryland’s all-payer observed to expected ratio, which shows that from 

2019 to 2023, Maryland saw a 0.51 percent decrease in readmissions. However, given the 

increase in readmissions during COVID, this trend should be interpreted with caution.  Thus, staff 

also utilized NCQA and other readmission benchmarks calculated by the HSCRC to propose 

targets for improvement to the [insert MCHE reference and that they were body to review].  Based 

on staff analyses, historical improvements in readmissions (i.e., gains the state has already made 

since 2013), and stakeholder input, a readmission goal of a 3.07 percent reduction in the O/E ratio 

between 2023 and 2034 was submitted to CMMI in the PHAP proposal.  This is currently under 
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review by CMMI.  Staff believes that the Commission should consider whether the non-Medicare 

global budget adjustments for readmissions should align with the final PHAP goal or the HRRP 

program.  Staff is currently working with contractors to adapt the NCQA readmission measure to 

the case-mix dataset to see if it can be used for RRIP in the future. 

Figure 11. Maryland Performance on NCQA PCR measure, CY 2019- CY 2023 

 
 

 

Out of State Ratio Concerns 
The RRIP policy assesses attainment by adjusting the all-payer readmission rate to account for 

out-of-state (OOS) readmissions which is defined as “Total number of Medicare FFS 

Readmissions/ Number of in-state readmissions”. The RRIP methodology uses Medicare FFS 

OOS ratios calculated via the Chronic Conditions Warehouse (CCW) dataset, which are used as 

a proxy for all-payer OOS readmission patterns. Without an OOS readmission adjustment, 

hospitals across the State could not be compared fairly as some hospitals may have higher OOS 

readmissions (e.g., border hospitals, systems with OOS hospitals). Hospitals have raised 

concerns about the accuracy and use of the OOS readmission ratio within the RRIP. 
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Staff investigated the issues brought by hospitals regarding the accuracy and use of the OOS 

readmission ratio and uncovered that there are readmission cases that are being captured as a 

readmission in both the in-state case-mix dataset as well as in the CCW’s OOS ratio (i.e., are 

being double counted).  

To improve the OOS ratio, staff recommends modifying the OOS ratio calculation to rectify the 

readmissions that were double counted as both in-state and out-of-state readmissions. Appendix 

II provides examples of cases that are double counting and Appendix III provides modelling of the 

impact of modifying the OOS ratios on RY 2026 revenue adjustments as this is the most recent 

data period that was completed. Overall, the statewide impact was an increase in rewards of 

~$2.6M, and decrease in penalties of ~$1.8M, resulting in a ~$4.4M increase in the statewide net 

total compared to what went into rates. These changes would affect 15 hospitals, with 12 

hospitals receiving an increase in rewards or a reduction in penalties and 3 hospitals receiving 

either reduction in rewards or increase in penalties. Staff is recommending that the modifications 

to the OOS ratio calculation be applied to RY 2027 and from RY 2028 since those revenue 

adjustments have not yet been implemented. Simultaneously, staff will explore the feasibility of 

incorporating data from additional payers to further refine the OOS readmission ratio in future 

RRIP policies.    

 

Hospital Scores and Revenue Adjustments 
 

This section provides an overview of the RRIP and HRRP revenue adjustment methodology and 

then presents modeling of hospital scores and revenue adjustments for the RY 2027 program and 

the final RY 2025 RRIP and estimated FFY 2025 HRRP results for Maryland hospitals. 

Comparison of RRIP and HRRP Scoring and Revenue Adjustment Methodology 

Under the RRIP, hospitals are scored based on their performance on the case-mix adjusted 

readmission measure that compares each hospital’s observed readmissions to expected 

readmissions for all-payers. Hospital revenue adjustments are based on the better of 

improvement in readmission rate or attainment of relatively low readmission rate. Improvement in 
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the readmission rate is determined by calculating the percentage change in the readmission rate 

in the performance period compared to the readmission rate in the base period; the attainment 

rate is calculated as the case-mix adjusted rate in the performance period further adjusted by the 

Medicare OOS ratio. The improvement and attainment rates are compared to predetermined 

improvement and attainment targets. The 65th percentile of best performers in the base period is 

the threshold to begin receiving rewards for attainment, which allows hospitals in the top-third of 

Maryland performance to earn financial rewards. The improvement target is set based on the 

modeling of various improvement scenarios (e.g., historical trends, commercial and Medicare 

benchmarking). Comparing a hospital’s performance to the targets, the policy determines a 

hospital’s final revenue adjustment as the better of revenue adjustments for improvement or 

attainment, with scaled rewards and penalties up to two percent of a hospital’s inpatient revenue.  

In contrast, the HRRP uses six condition specific readmission measures and calculates excess 

readmissions by hospital for each condition for Medicare beneficiaries.5 For each HRRP 

condition, CMS applies a hierarchical logistic regression model that adjusts for patient’s age and 

sex, diagnoses and comorbidities from claims, and a hospital-specific random effect to generate 

both observed readmissions and expected readmissions. The performance metric is the Excess 

Readmission Ratio (ERR) which is the ratio of observed to expected readmissions; values greater 

than 1.0 indicate worse-than-expected performance. For each HRRP condition, the program then 

compares hospitals’ ERRs to those with similar proportions of dual eligibles (i.e., peer groups) and 

penalizes those with excess readmissions up to three percent of base operating DRG payments 

for all Medicare inpatient discharges. HRRP assesses readmissions based on peer groups to 

improve adjustment for social risk given that differences in hospitals’ patient populations are not 

fully captured by claims-based risk adjustment. The actual penalty received is proportional to the 

excess readmission for each condition (i.e., higher penalties mean greater excess readmissions 

compared to others in peer group).  

 
5 The six condition specific measures are 1. Acute Myocardial Infection (AMI) 2. Coronary Artery Bypass 
Grafting (CABG) 3. Coronary Obstructive Pulmonary Disease (COPD) 4. Heart Failure (HF) 5. Total Hip 
Arthroplasty and Total Knee Arthroplasty (THA/TKA) 6. Pneumonia (PN)  
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Maryland’s RRIP and Estimated HRRP Revenue Adjustments 

In the Assessment Section, readmission performance in the RY 2027 program is presented. In 

Figure 12 below, the RY 2027 year-to-date (YTD) revenue adjustments are estimated using 

performance through August. Statewide the net revenue adjustment is a reduction of 

approximately $18 million or -0.14 percent of inpatient revenue.  Specifically, 19 out of 44 

hospitals would receive a penalty with the average penalty being -0.57 percent of inpatient 

revenue (penalties range from -1.34 percent to -0.10 percent), the other 25 hospitals would 

receive a reward with the average reward being 0.78 percent (rewards range from 0.04 percent to 

2 percent). By hospital results are presented in Appendix V.  

Figure 12. Summary of Statewide Estimated RY 2027 YTD through August Revenue Adjustments6 

 

In addition to RY 2027 YTD estimates, final RY 2026 RRIP performance are shown in Figure 13.  

As with RY 2027 YTD estimates, there was a net negative revenue adjustment statewide.  Prior to 

RY 2026, which updated the base period to be post-COVID (i.e., CY 2022-2023) and provided a 

new readmission improvement goal, the statewide net revenue adjustments had been positive for 

all years of the RRIP program.   

Figure 13. Summary of Final Statewide RY 2026 Revenue Adjustments7 

 

CMMI has provided proxy payment adjustment factors that estimate how Maryland hospitals 

would perform under the HRRP.  However, the most recent data available is FFY 2025.  The 

Maryland data indicates that 84 percent of hospitals in the state would receive a penalty, with the 

 
6 Note, these estimates do not include the update to the out of state ratio calculation. 
7 Note, these estimates do not include the update to the out of state ratio calculation. 
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median penalty of 0.20 percent among those that would have been penalized (minimum penalty 

0.1 percent and maximum penalty 1.07 percent); HRRP does not provide rewards.  

To allow for comparison to the most recent HRRP performance, the RY 2025 RRIP performance 

is presented rather than the RY 2026 or RY 2027 YTD results presented above. In RY 2025, 

Maryland hospitals received revenue adjustments to their global budgets for their CY 2023 

readmissions performance compared to the improvement target of 7.50 percent and attainment 

target of 11.32 percent. Statewide, the total net adjustments was approximately $14M, with 

penalties of approximately $28M and rewards of approximately $42M. Specifically, about 55 

percent of the hospitals received a scaled penalty and the remaining 45 percent received a scaled 

reward; the average penalty was -0.64 percent (penalties ranged from -1.52 percent to -0.15 

percent) and the average reward was 0.53 percent (rewards ranged from 0.03 percent to 1.24 

percent). Figure 14 below shows a comparison of estimated FFY 2025 HRRP and final RY 2025 

RRIP revenue adjustments, which both assessed readmission performance in CY 2023; by 

hospital results are in Appendix IV. 

Figure 14. Comparison of Final RY 2025 RRIP and Estimated FFY 2025 HRRP Revenue Adjustments 

 

Overall, given the changes to the RRIP program starting in RY 2026 and the lack of CMS data 

past FFY 2025, it is difficult to compare the current program with the CMS HRRP.  However, staff 

supports the continued inclusion of rewards in the RRIP program and will analyze the RY 2026 

RRIP and FFY 2026 HRRP when available. 
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Recommendations 
These are the draft recommendations for the Maryland Rate Year (RY) 2028 Readmission 

Reduction Incentives Program (RRIP):  

1. Maintain the all-payer, 30-day, all-cause readmission measure. 

2. Improvement Target - Maintain the statewide 4-year improvement target of -5.0 percent 

through 2026 with a blended base period of CY 2022 and CY 2023. 

3. Attainment Target - Maintain the attainment target whereby hospitals at or better than the 

65th percentile of statewide performance receive scaled rewards for maintaining low 

readmission rates. 

a. Modify OOS ratios used for attainment to not double count readmissions for RY 

2028 and retrospectively for RY 2027. 

4. Maintain maximum rewards and penalties at 2 percent of inpatient revenue. 

5. Monitor reductions in within-hospital readmission disparities and provide quarterly updates 

on by-hospital performance at Commission Meetings.  

6. Assess opportunities for AHEAD alignment of readmission measure, improvement and 

attainment goals, revenue at-risk, and revenue adjustment methodology



 
 

1 

Appendix I.  RRIP Readmission Measure and Revenue 
Adjustment Methodology 

 

Introduction: RRIP Redesign Subgroup 
As part of the ongoing evolution of the All-Payer Model’s pay-for-performance programs to further bring 
them into alignment under the Total Cost of Care Model, HSCRC convened a work group to evaluate the 
Readmission Reduction Incentive Program (RRIP). The work group consisted of stakeholders, subject 
matter experts, and consumers, and met six times between February and September 2019. The work group 
focused on the following six topics, with the general conclusions summarized below: 
 

1. Analysis of Case-mix Adjustment and trends in Eligible Discharges over time to address concern of 
limited room for additional improvement; 

- Case-mix adjustment acknowledges increased severity of illness over time 
- Standard Deviation analysis of Eligible Discharges suggests that further reduction in  
- readmission rates is possible  

2. National Benchmarking of similar geographies using Medicare and Commercial data; 
- Maryland Medicare and Commercial readmission rates and readmissions per capita are on 

par with the nation  
3. Updates to the existing All-Cause Readmission Measure; 

- Remove Eligible Discharges that left against medical advice (~7,500 discharges) 
- Include Oncology Discharges with more nuanced exclusion logic 
- Analyze out-of-state ratios for other payers as data become available 

4. Statewide Improvement and Attainment Targets under the TCOC Model; 
- 7.5 percent Improvement over 5 years (2018-2023)  
- Ongoing evaluation of the attainment threshold at 65th percentile 

5. Social Determinants of Health and Readmission Rates; and 
- Methodology developed to assess within-hospital readmission disparities 

6. Alternative Measures of Readmissions 
- Further analysis of per capita readmissions as broader trend; not germane to the RRIP 

policy because focus of evaluation is clinical performance and care management post-
discharge 

- Observation trends under the All-Payer Model to better understand performance given 
variations in hospital observation use; future development will focus on incorporation of 
Excess Days in Acute Care (EDAC) measure in lieu of including observations in RRIP 
policy 

- Electronic Clinical Quality Measure (eCQM) may be considered in future to improve risk 
adjustment 
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Methodology Steps 
 
1) Performance Metric 
The methodology for the Readmissions Reduction Incentive Program (RRIP) measures performance using 
the 30-day all-payer all hospital (both intra- and inter-hospital) readmission rate with adjustments for patient 
severity (based upon discharge all-patient refined diagnosis-related group severity of illness [APR-DRG 
SOI]) and planned admissions.8  Unique patient identifiers from CRISP are used to be able to track patients 
across hospitals for readmissions.   

 

The measure is similar to the readmission rate that is calculated by CMMI to track Maryland performance 
versus the nation, with some exceptions. The most notable exceptions are that the HSCRC measure 
includes psychiatric patients in acute care hospitals, and readmissions that occur at specialty hospitals.  In 
comparing Maryland’s Medicare readmission rate to the national readmission rate, the Centers for Medicare 
& Medicaid Services (CMS) will calculate an unadjusted readmission rate for Medicare beneficiaries. Since 
the Health Services Cost Review Commission (HSCRC) measure is for hospital-specific payment purposes, 
an additional adjustment is made to account for differences in case-mix. See below for details on the 
readmission calculation for the RRIP program. 

 

2) Inclusions and Exclusions in Readmission Measurement 
● Planned readmissions are excluded from the numerator based upon the CMS Planned 

Readmission Algorithm V. 4.0. The HSCRC has also added all vaginal and C-section deliveries 
and rehabilitation as planned using the APR-DRGs, rather than principal diagnosis.9 Planned 
admissions are counted as eligible discharges in the denominator, because they could have an 
unplanned readmission. 

● Discharges for newborn APR-DRG are removed.10 
● Exclude bone marrow transplants and liquid tumor patients by making these discharges not 

eligible to have an unplanned readmission or count as an unplanned readmission.11  
● Exclude patients with a discharge disposition of Left Against Medical Advice (PAT_DISP = 71, 

72, or 73 through FY 2018; 07 FY 2019 onward) 
● Rehabilitation cases as identified by APR-860 (which are coded under ICD-10 based on type of 

daily service) are marked as planned admissions and made ineligible for readmission after 
readmission logic is run.  

● Admissions with ungroupable APR-DRGs (955, 956) are not eligible for a readmission, but can 
be a readmission for a previous admission. 

 
8 Planned admissions defined under [CMS Planned Admission Logic version 4 – updated March 2018]. 
9 Rehab DRGs: 540, 541, 542, 560, and 860; OB Deliveries and Associated DRGs: 580, 581, 583, 588, 589, 591, 
593, 602, 603, 607, 608, 609, 611, 612, 613, 614, 621, 622, 623, 625, 626, 630, 631, 633, 634, 636, 639, 640, and 863.     
10 Newborn APR-DRGs: 580, 581, 583, 588, 589, 591, 593, 602, 603, 607, 608, 609, 611, 612, 613, 614, 621, 622, 
623, 625, 626, 630, 631, 633, 634, 636, 639, 640, and 863.     
11 Bone Marrow Transplant:  Diagnosis code Z94.81 or CCS Procedure code 64; Liquid Tumor: Diagnosis codes 
C81.00-C96.0.  See section below for additional details on the oncology logic. 
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Appendix II. Examples of Cases that are Double 
Counted 

Example 1:  

Within 30 days, an MD index visit has an OOS readmission followed by another in-state readmission. 

 In the case-mix dataset, this encounter is an in-state readmission 

 In the CCW, this is an OOS readmission 

Example 2:  

Within 30 days, an index visit had an in-state readmission then transferred to an OOS hospital 

 In the case-mix dataset, this encounter is an in-state readmission 

 In the CCW, this is an OOS readmission. Due to the CCW logic, patients that are transferred during 

 a readmission are considered a readmission only to the transfer-receiving hospital 
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Appendix II. Modelled RY 2026 Revenue Adjustments with OOS Ratio 
Calculation Modification 
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Appendix III. Reducing Disparities in Readmissions 
Racial and socioeconomic differences in readmission rates are well documented12,13 and have 

been a source of significant concern among healthcare providers and regulators for years. In 

Maryland, the 2018 readmission rate for Blacks was 2.6 percentage points higher than for whites, 

and the rate for Medicaid enrollees was 3.4 points higher than for other patients. A 2019 Annals of 

Internal Medicine paper co-authored by HSCRC staff14 reported a 1.6 percent higher readmission 

rate for patients living in neighborhoods with increased deprivation. Maryland hospitals, as well as 

CMS and the Maryland Hospital Association, historically identified reductions in disparities as a 

key priority. Thus, staff developed and the Commission approved adding a within-hospital 

disparity gap improvement goal to the RRIP in RY2021.  

 

Specifically, the RRIP within hospital disparity methodology assesses patient-level socioeconomic 

exposure using the Patient Adversity Index (PAI), a continuous measure that reflects exposure to 

poverty, structural racism, and neighborhood deprivation.  As shown in Figure 10, the relationship 

between PAI and readmissions is then assessed for each hospital for the base and performance 

period, and improvements in the slope of the line or in the difference in readmission rates at two 

points on the line (e.g., PAI = 1 vs PAI = 0) are compared for the base and performance period to 

calculate improvement.  Additional information on the development of the within-hospital disparity 

metric can be found in the RY 2021 RRIP policy.15 
 

  

 
12 Tsai TC, Orav EJ, Joynt KE. Disparities in surgical 30-day readmission rates for Medicare beneficiaries 
by race and site of care. Ann Surg. 2014;259(6):1086–1090. doi:10.1097/SLA.0000000000000326;  
13 Calvillo–King, Linda, et al. "Impact of social factors on risk of readmission or mortality in pneumonia and 
heart failure: systematic review." Journal of general internal medicine 28.2 (2013): 269-282. 
14 Jencks, Stephen F., et al. "Safety-Net hospitals, neighborhood disadvantage, and readmissions under 
Maryland's all-payer program: an observational study." Annals of internal medicine 171.2 (2019): 91-98. 
 
15 RY 2021 RRIP Policy 

https://hscrc.maryland.gov/Documents/2.%20Final%20RY%202021%20RRIP%20Policy.pdf
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Appendix IV. By Hospital FFY 2025 Estimated HRRP and RY 2025 Final RRIP 
Revenue Adjustments
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Appendix V. RY 2027 Preliminary Revenue Adjustments, CY 2025 YTD 
through August 
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