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640th Meeting of the Health Services Cost Review Commission
March 11, 2026

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

CLOSED SESSION
12:00 pm

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

PUBLIC MEETING
1:00 pm

1. Review of Minutes from the Bublid and Elosed Meetings on February, 2025

Informational Session

ﬂ Tools for identifying and addressing preventable iliness and utilization in Maryland

Specific Matters
For the purpose of public notice, here is the docket status.
Docket Status — Cases Closed

2687A Johns Hopkins Health System
2688A Johns Hopkins Health System

2. Docket Status — Cases Open

2689N Luminis Health Doctors Community Medical Center

2690A Johns Hopkins Health System

2691A Johns Hopkins Health System

2692A Johns Hopkins Health System

2693A Johns Hopkins Health System

2694A Johns Hopkins Health System

PEEEA] University of Maryland Medical Center- Second Extension Request
University of Maryland Medical Center- Second Extension Request

The Health Services Cost Review Commission is an independent agency of the State of Maryland
P:410.764.2605 = F:410.358.6217 4160 Patterson Avenue | Baltimore, MD 21215, hscrc.maryland.gov



31 Adventist HealthCare Germantown Emergency Center Action

Subjects of General Applicability

4. Report from the Executive Director

B Model Monitoring

B. Policy Calendar Update

g Health System Transformation Update
1 Legislative Report

Presentation: FY 2025 Clinician Cost Schedule Results

Draft Recommendation: Healthcare Outcome Payment Effort

S

Final Recommendation: Readmissions Reduction Incentive Program (RRIP) - FY 2028 Policy

=1

Final Recommendation: Medicare Performance Adjustment (MPA)

Materials Only - Hospital Community Benefit Activities - FY 2024 Report

1E Hearing and Meeting Schedule
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Appendix Il. Example of Double Counting Issue

[

Medicare CCW
(in-state & 0O0S
claims)

Admission 1:

Admission 2:

I Readmission Double Counting: Patient Level Example

Admission 3:

. Maryland Hospitam™® OOS Hospital ™*Maryland Hospital

Admission 2 & 3 occur within 2-30 days of Admission 1 Discharge Date

Maryland Hospital
Index Admission

-Maryland Hospital's
Readmission
-00S Hospital Index
Admission

1 O0S Readmission
Assigned to Maryland

OO0S Hospital's

Readmission Hospital Index Admission 1

Maryland Case-Mix
(in-state data only)

Maryland Hospital
Index Admission

Admission not in
dataset

1 In-State Readmission

Maryland Hospital's

Readmission Assigned to Maryland

Hospital Index Admission 1

Medicare CCW Results: Admission 1 is being flagged as having an OOS readmission (Admission 2)
RRIP Case-Mix Results: Admission 1 is being flagged as having In-State readmission (Admission 3)

Impact: Case-Mix readmission rate is capturing in-state readmission and is being multiplied by an OOS
readmission ratio that also captures an OOS readmission, both assigned to Admission 1
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J= OOS Ratio Works when only two Admits ~ _ OOS Ratio Issue when three or more Admits
Readmission - . — Readmission
SData Admission 1 | Admission 2 Results for Data Source | Admission | Admission Admission Results for MD
ource Admission 1 1 2 3 '
mission Hospital
. 10 Maryland
Medicare .
cow Ma1rolgnd Rezgffigz:on Reaggw::st?c:ns! Medicare 100 mHl\‘OﬂngI:'nd 10 MD
(in-state & H ty\ Ind 10 003 100 Ind CCcw Maryland Readmission Hospital 10 In-State + 10
00S ospital Index . (Y index (in-state & Hospital 10 00S Readmissions | OOS Readmissions /
claims) Admission . Hgspna! Admissions = 20% 00S Index Hospital Assigned to 100 Index = 20%
eadmission claims) Admission o 0O0S Hospital
Readmission
10 Maryland
Maryland 100 Hospital 10 In-State
Case-Mix Maryland Readmission Readmissions / 100 10 Maryland
(in-state Hospital Index 40-065 100 Index Maryland Marviand Hospital 10 Maryland 20 In-State
data only) Admission Frassist Admissions = 10% Case-Mix Hig" ?1a\ Readmission Ho:r‘;’l:I Readmissions /
Readrssion (in-state s w008 | OB 100 Index
data only) Admission Hospital ’ Admissions = 20%
008 00S Ratio from CCW: 20 Total / 10 In-State Readrissions
Adjustment Readmission = 2
J N Attainment Rate: 10% Case-Mix Rate * 2 O0S Ratio
Calculation _ ono 00s . -
=20% @ Adiustment 008 Ratio from CCW: 20 Total / 10 In-State Readmission = 2
1 N Attainment Rate: 20% Case-Mix Rate * 2 OOS Ratio = 40%
Calculation x
maryland ]
health services 31
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The readmission adjustment ratio accounts for this issue by multiplying the case-mix adjusted

readmission rate by the ratio of readmissions observed in the CCW with MD only claims (which
has been validated as a proxy for the case-mix dataset) and the CCW with all claims. This ratio
adjusts the case-mix adjusted rate to reflect the additional readmission utilization attributable to

OOS activity that is not already captured in the MD case-mix data.
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Appendix lll. Example of OOS Transfer Issue

I Readmission OOS Transfer Issue: Patient Level Example

2 Admission 1: Admission 2: Admission 3:
. Maryland Hospital" OOS Hospital ™>Maryland Hospital

Admissions 2 & 3 occur within 1-2 days of Previous Admission Discharge Date

Medicare CCW Maryland Hospital Transfer Transfer
(in-state & O0S Index Admission -0 In-State Readmissions
claims) for MD Hospital Index
Admission 1
-1 MD Index Admission
Maryland Maryland Hospital Admission not in Maryland Hospital's -1 In-State Readmission
Case-Mix (in-state Index Admission dataset Readmission Assigned to MD Hospital
data only) Index Admission 1
Maryland Hospital -2 MD Index Admissions
Index Admission

Medicare CCW Results: Admission 1 is being flagged as having 2 transfers (Admissions 2 & 3) and no
readmission

RRIP Case-Mix Results: Admission 1 is being flagged as having In-State readmission (Admission 3)

Impact: Case-Mix readmission rate is capturing in-state readmission and 2 eligible discharges although the

patient transferred OOS and transferred back into MD e i:;g,‘ftﬁ services

33
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| OOS Transfer Issue Example- Hospital Level

Data Source Index MD Readmit
Admits | Readmits Rate

CCW: 800 index admits, 80 800 80 10%
readmits, 400 transfers,

Case-Mix: 800 index admits, 80 1200 80 6.67%
readmits, 400 transfers

CCW: 800 index admits, 80 800 80 10%
readmits 100 transfers,

Case-Mix: 800 index admits, 80 | 900 80 8.89%
readmits,100 transfers

CCW: 800 index admits, 80 800 130 16.25%
readmits, 100 transfers, 50
readmits for transfers

Case-Mix: 800 index admits, 80 900 130 14.44%
readmits, 100 transfers, 50
readmits for transfers

Impact: Readmission rate is impacted by OOS transfer rate and OOS transfer

with a readmission rate W mryland
g healthservices 34

The transfer adjustment ratio accounts for this issue by multiplying the case-mix adjusted readmission rate by the ratio of admissions
between the CCW with all claims and the CCW with MD only claims (which has been validated as a proxy for the case-mix dataset).

This ratio proportionally corrects denominator inflation due to misclassified transfers.
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Appendix IV. Out of State (OOS) Utilization Adjustment
Methodology

l. Purpose

The purpose of the OOS Utilization Adjustment is to account for OOS utilization that cannot be
captured in the Case-Mix dataset. Without an OOS utilization adjustment, hospitals across the
State could not be compared fairly being that some hospitals may have higher OOS utilization

(e.g., border hospitals, systems with OOS hospitals).

Because the HSCRC does not have access to comprehensive all-payer OOS claims data, this
methodology uses Medicare Chronic Conditions Warehouse (CCW) claims data as a proxy to

estimate the impact of OOS utilization on readmission rates.

Il. Data Sources

Staff uses Medicare fee-for-service claims data obtained through CMMI from the Chronic
Conditions Warehouse (CCW). Data availability is as follows:

e Quarterly preliminary files include:
o 100% of Maryland claims
o 100% of border state claims
o 5% sample of national claims
e Annual final files include (expected each April):
o 100% of national Medicare claims for the prior calendar year

Due to the 30-day readmission run-out requirement, staff applies readmission logic to December—
November CCW claims data to ensure complete capture of 30-day readmissions.

For example, in April 2026, staff expects to receive 100% of national claims for January—

December 2025. Readmission logic will be applied to December 2024—November 2025 claims to
allow for full 30-day follow-up.

IIl. Definitions

For purposes of this adjustment:

e CCW All Claims Readmission Rate:
The Medicare readmission rate calculated using all available national claims (Maryland,

13
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border states, and national claims).

e CCW MD Only Claims Readmission Rate:
The Medicare readmission rate calculated using only Maryland claims.

e Readmission Logic:
The code is from GDIT based on the V6 report. The HSCRC has maintained the logic
consistently since 2018.

#of CCW All Claims Readmissions
# of CCW—MD Only Readmissions

This ratio corrects for

e OOS Readmission Adjustment Ratio:
the inflation of the # of readmissions

. . # of CCW—MD Only Admissions
e 0OS Transfer Adjustment Ratio: ——2~ dia'd dad
#of CCW All Claims Readmissions

inflation of the # of eligible discharges

This ratio corrects for the

IV. OOS Utilization Adjustment Formula

CCW All Claims Readmission Rate
CCW MD Only Claims Readmission Rate

The OOS Utilization Adjustment is calculated as:

The OOS Utilization Adjustment reflects the combined effect of the OOS Readmission Adjustment
Ratio and the OOS Transfer Adjustment Ratio. The OOS Utilization Adjustment ratio estimates
the relative impact of out-of-state utilization (transfers and readmissions) on readmission rates
using Medicare as a proxy for all-payer patterns.

V. Application to Case-Mix Readmission Rates

The OOS Utilization Adjustment is applied by being multiplied by the Case-Mix Adjusted
Readmission Rate to calculate the attainment rate.

Attainment Rate=Case-Mix Adjusted Readmission Rate x OOS Utilization Adjustment

14
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Appendix V. Reducing Disparities in Readmissions

Racial and socioeconomic differences in readmission rates are well documented'® ¢ 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 staff'” 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 (PAl), 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., PAl = 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. 8

5 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;

16 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.

17 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.

18 RY 2021 RRIP_Policy
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Figure 10. Hypothetical Example of Relationship between PAI and Readmission Rates

12
|

% Readmitted

10
1

Patient Adversity Index, Hospital X
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Appendix VI. RY 2027 Preliminary Revenue Adjustments, CY 2025 YTD
through August
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Improvement Scaling

Attainment Scaling

Final Adjustment

Revenue
Fr 25 Cy2zizs- % CY 2025 Case Mix RY 27 |Adjustment
Estimated CY253¢ ~ . . % Better of -
HDSII:)rr.AL HOSPITAL MAME Permanent Changein |Target Fle_uenue $ Revenue Adjustment Adjusted Rate with | Target -[lop 25th A I_?euenue $ I_:levenue- o . Prelim > Based on
Inpatient Case Mix Adjustme Dul?o[—ﬁlale k4 ) Adjustment Adjustment [ ———— Flfavenue Improveme
o nt Adjustment Adjustment nt or

o1 Revenue | _ | Adjusted R: - - - - - - - - + | Artainme
210001 Meritus: 5269, 725,548 -4.15%)| -3.78% 0.04% $107,892 12.65% 11.25% -1.16%| -83,128,867 $107 892 0.04% [Imp
210002 | UMMS- UMMC £1,572,442 188 -0.959%) -3.78% -0.32% -85,031,815 11.47% 11.25% -0.18%| -$2830,3%6 -82,830,396 -0.18% | Att
210003 | UMMS- Capital Region $325,345,.234 -2.20%)| -3.78% -0.18% -$585,629 11.05% 11.25% 0.13% $422 954 5422 954 0.13% |Aft
210004 Trinity - Holy Cross 2440,757,012 -4.85%)| -3.78% 0.10% $440,757 12.00% 11.25% -0.62%| -82,732593 $440,757 0.10%[Imp
210005 Frederick $255,860,248 5.04%| -3.78% -1.02% -82 609,775 12.35% 11.25% -0.84%| -S$2405086 -§2,405,086 -0.94% | Att
210008 | Mercy $244 094,359 -13.42%| -3.78% 1.12% $2,733,857 11.94% 11.25% -0.57%| -51,391,338 $2,733,857 1.12%[Imp
210009|JHH- Johns Hopking $1,915,323,836 0.59%| -3.78% -0.51% -89,768,152 12.88% 11.25% -1.35%| -825 856,872 -89,768,152 -0.51%|Imp
210011 5t. Agnes $280,211.776 -10.07%)| -3.78% 0.73% 52,045,546 11.06% 11.25% 0.16% $448,339 $2,045,546 0.73%[Imp
210012| Lifebridge- Sinai S527 147,859 0.00%| -3.78% -0.44% -82,319,451 11.83% 11.25% -0.48%) -52,530,310 -82,319,451 -0.44% | Imp
210015 | MedStar- Franklin Square S407,544 465 7.76%| -3.78% -1.34% -85,461,096 12.96% 11.25% -1.41%)| -55.746,377 -§5,461,096 -1.34%|Imp
210018 | Adventist- White Oak 5269 335289 1.55%| -3.78% -0.52% -51,669 879 12.81% 11.25% -1.28%| -53,474425 -51,669 879 -0.52%|Imp
210017 | Garrett £31,765,005 -4.98%)| -3.78% 0.14% 544 471 10.00% 11.25% 1.03% £327 130 $327 180 1.03% [Aft
210018 | MedStar- Montgomery $107,202,082 0.85%| -3.78% -0.54% -$578,891 11.50% 11.25% -0.21% -5225,124 -5225.124 -0.21% | Att
210019 Tidal- Peninsula $356,375,986 -5.31%)| -3.78% 0.18% 5641477 11.05% 11.25% 0.16% £570,202 5641477 0.18%[Imp
210022|JHH- Suburban $276,668,736 -5.21%)| -3.78% 0.17% $470,371 11.64% 11.25% -0.32% -5885404 $470,371 0.17%[Imp
210023 | Luminis- Anne Arundel £419,3560,154 6.17%| -3.78% -1.15% -84 823,392 13.22% 11.25% -1.63%| -86,843721 -84 823,392 -1.15%|Imp
210024 | MedStar- Union Mem $306,565,594 0.47%| -3.78% -0.45% -81,502,171 13.06% 11.25% -1.50%| -54,588 484 -81,502,171 -0.45%|Imp
210027 Western Maryland 5206549 734 -4.158%| -3.78% 0.05% $103,275 11.85% 11.25% -0.45% | -51,012,094 $103,275 0.05%|Imp
210028 | MedStar- St. Mary's $99 664 006 -0.27%)| -3.78% -0.41% -2408522 13.07% 11.25% -1.51%| -51.504,926 -2408622 -0.41%|Imp
210028|JHH- Bayview $505,557,983 5.54%| -3.78% -1.08% -85,460,458 13.41% 11.25% -1.75%| -58.050.204 -85,460,458 -1.08%|Imp
210030 UMMS- Chestertown £10.830,208 3.75%| -3.78% -0.87% -204 224 8.28% 11.25% 1.86% $212274 5212274 1.98% [Att
210032| ChristianaCare, Union $111,158,432 -10.69%| -3.78% 0.80% $6:89 267 12.96% 11.25% -1.42%)| -51,578.450 5689 267 0.80% [Imp
210033 | Lifebridge- Carroll $166,721,865 £.95%| -3.78% 0.37% $616,871 11.75% 11.25% -0.42% -5700,232 $616,871 0.37%[Imp
210034 | MedStar- Harbor $137,076,633 -8.10%)| -3.78% 0.50% $685 383 12.26% 11.25% -0.84%| -$1.151.444 $685 383 0.50% [Imp
210035|UMMS- Charles $105,216,708 -7.35%| -3.78% 0.41% $431,389 10.51% 11.25% 0.61% 641,822 $641,822 0.61% [Aft
210037 | UMMS- Easton £138,384 760 -11.32%| -3.78% 0.87% £1,203,947 8.91% 11.25% 194%| §2,684664 $2 684 664 1.94% |Aft
210038 | UMMS- Midtown $140,973,859 0.73%| -3.78% -0.52% -5733,064 12.55% 11.25% -1.11%| -51,564.810 -§733,064 -0.52% |Imp
210038| Calvert 284945 923 3.21%| -3.78% -0.81% -2688,070 11.75% 11.25% -0.42% -8356 777 -8356 777 -0.42% | Att
210040 Lifebridge- Morthwest $173,564.819 2.78%)| -3.78% -0.76% -$1,319,093 13.16% 11.25% -1.58%| -$2,742324 -$1,319,093 -0.76%|Imp
210043 UMMS- BWHMC $329 675 757 -5.53%| -3.78% 0.20% $639 352 11.47% 11.25% -0.18% -$593 416 $659 352 0.20%|Imp
210044 | GBMC £274,971,840 -5.86%)| -3.78% 0.24% $659,932 10.25% 11.25% 0.83%| §23837368 $2.232 266 0.83% |Aft
210048|JHH- Howard County $256,140,273 -5.458%)| -3.78% 0.20% §512,281 12.60% 11.25% -1.12%| -52,868,771 $512,.281 0.20%[Imp
210048 UMMS-Upper Chesapeake $260,331,648 2.37%| -3.78% -0.71% -§1,848,355 11.87% 11.25% -0.51%) -51,327691 -81,327 691 -0.51% | Att
210051 Luminis- Doctors $195,040,841 11.32%| -3.78% -1.75% -$3413.215 11.98% 11.25% -0.60%| -5$1.170.245 -§1,170,245 -0.60% | Att
210056 | MedStar- Good Sam $199,681,457 -11.168%| -3.78% 0.85% 81,717,261 12.49% 11.25% -1.02%| -82,036,751 51,717,261 0.85%[Imp
210057 | Adventist- Shady Grove $361,126,072 4.36%| -3.78% -0.84% -$3,394,585 11.46% 11.25% -0.17% -$613,914 -8613,914 -0.17% | Att
210058) UMMS- UMRCI 585,094,194 44.14%| -3.78% -2.00% -51,781,884 11.92% 11.25% -0.55% -588,203 -588,203 -0.10% | Att
210060| Adventist-Ft. Washington £37,325 25, -15.78%| -3.78% 1.358% $518,821 10.87% 11.25% 0.32% £115.441 $518,821 1.39%[Imp
210061 Atlantic General $49,839.515 -22.88%)| -3.78% 2.00% 5596, 790 9.68% 11.25% 1.30% 3647914 5596, 790 2.00%|Imp
210062 | MedStar- Southern MD £210,782 871 -15.62%| -3.78% 1.37% 52887723 11.13% 11.25% 0.10% $210,783 $2.887.723 1.37%|Imp
210063 | UMMS- St. Joe $305,357,564 -7.16%)| -3.78% 0.35% $1,190,895 11.30% 11.25% -0.04% -5122.143 $1,190,895 0.35% [Imp
210064 Lifebridge- Levindale 871,025,639 -18.58%| -3.78% 1.71% 81,214,538 9.63% 11.25% 1.34% 5551,744 $1,214,538 1.71%[Imp
210065 | Trinity - Holy Cross Germantown £106,721,583 -0.55%| -3.78% -0.37% -£394 870 12.23% 11.25% -0.81% -5864 445 -£304 870 -0.37%|Imp

18




maryland .
health services

cost review commission

Appendix VII. By Hospital Comparison of RY 2026 Revenue Adjustments
with Incorrect vs Updated OOS Ratios

INCORRECT 00S READMISSION RATIOS USING UPDATED 0O0S READMISSION RATIOS
ORIGINAL METHODO! Y (WHAT'S IN RATES) USING ORIGINAL METHODOLOGY
Final Final
Revenue
JEime] PrRein:ls% AdjusRhEnveiTJB:sed CEtiore P:;i.:s% L dto dto
HOSPITAL ID HOSPITAL NAME i or Attainment or Based on o o
Improvement D. . N or Improvement R.evenue Improvement Wwhat's in what's in
Adjustment Attainment Adjustment " rates (§) | rates (%)
or Attainment

210001 Meritus -$2,346,651 -$2,346,651 87% 30| 0.00%
210002 UMMS- UMMC -89,277,409 -0.59% | Att -$9,434,653 .60% -5157,244] -0.01%
210003 UMMS- Capital Region 1,073,652 0.33% | Att $422,954 0.13% -5650,698| -0.20%

210004 Trinity - Holy Cross -$2,732,693 -0.62% -$2,732.693 -0.62% S|

210005 Frederick $281,446 0.11% $281.446 0.11% 50|

210008 Mercy $48,819 0.02% $48,819 0.02% 0|

210009 JHH- Johns Hopkins -$574,597 -0.03% -$574,597 -0.03% So|

210011 St. Agnes 1,457,101 0.52% 1,457,101 0.52% 30|

210012 Lifebridge- Sinai -64,111,753 -0.78% -$4,111,753 78% 0|

210015 MedStar- Franklin Square -54,482.989 -1.10% -$4,482,989 -1.10% 30|

210016 Adventist- White Oak -$26,934 -0.01% -$26,934 01% 50|
210017 Garreft -$22,236 -$181.,061 -$158,825 -0.50%
210018 MedStar- Montgomery -$482,409 -$557.451 -$75,042| -0.07%
210019 Tidal- Peninsula $2,744,095 $2,744,095 0| 0.00%
210022 JHH- Suburban $968,411 $968,411 30| 0.00%
210023 Luminis- Anne Arundel -$3,190,937 -$3,190,937 0| 0.00%
210024 MedStar- Union Mem -$1,931,363 -$1,931,363 S| 0.00%
210027 Western Maryland $185,895 $185,895 S| 0.00%
210028 MedStar- St. Mary's $1,295632 $1,295.632 0| 0.00%
210029 JHH- Bayview 83,791,985 $3,791,085 sl 0.00%
210030 UMMS-C 1 $216,606 $203,610 -512,996) -0.12%
210032 ChristianaCare, Union $400,170 $400,170 0| 0.00%
210033 Lifebridge- Carroll $0 $0 0.00%
210034 MedStar- Harbor -$726,506 -$726,506 0.00%
210035 UMMS- Charles -$84,173 $147.303 0.22%
210037 UMMS- Easton $2,324,864 $1.923,548 -0.29%
210038 UMMS- Midtown -$437,019 -$437,019 0.00%
210039 Calvert -$679,575 -$450,219 $229,356)| 0.27%
210040 Lifebridge- Northwest -$1,145,528 -$1,145,528 So| 0.00%
210043 UMMS- BWMC -$2,406,633 -$2,406,633 £ 0.00%
210044 GBMC 1,402,356 1,484,848 $82,492| 0.03%
210048 JHH- Howard County $153.684 $153.684 S0| 0.00%
210049 UMMS-Upper Chesapeake -£2,093,814 -$2,655,383 K $338,431| 0.13%
210051 Luminis- Doctors $585,123 At $585,123 0.30%|Att 0| 0.00%
210056 MedStar- Good Sam $1,098,248 0.55% $1,098,248 0.55% 0| 0.00%
210057 Adventist- Shady Grove -$2,022,306 -0.56% |Att -$2,166,756 -0.60% | Att -5144,450| -0.04%
210058 UMMS- UMROI -$202,066 -0.23% |Att -$202,066 0.23%|Att 30| 0.00%
210060 Adventist-Ft. Washington -$22,395 -0.06% -$22,395 06% S0| 0.00%
210061 Atlantic General $4,984 0.01% -$134,567 027% -5139,551] “0.28%
210062 MedStar- Southern MD $1,538.713 0.73% $1538.713 A 50| 0.00%
210063 UMMS- St. Joe -$977,144 -0.32% -$977.144 S0| 0.00%
210064 Lifebridge- Levindale $1,420,513 200% $1,420,513 s0| 0.00%
210065| Trinity - Holy Cross Germantown -$469 575 -0.44% -$469,575 $0| 0.00%
STATEWIDE $ 12,634,054,157.03 -$27,938,378 -0.22% -$28,796,745 -0.23% -5858,367| -0.01%
Penalty -545,138 690 -0.36% -645,156.858 -0.36% -318,168| 0.00%
IReward 17,200,312 0.14% 16,360,113 0.13% -$840,199 -0.01%

|
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Appendix VIIl. By Hospital FFY 2025 Estimated HRRP and RY 2025 Final
RRIP Revenue Adjustments
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Hospital ID Haospital Name FFY 2025 HRRP Revenue Adjustment ($) | FFY 2025 HRRP Revenue Adjustment (%) |RY 2025 RRIP Revenue Adjustment (S) |RY 2025 RRIP Revenue Adjustment %)
210001 | Meritus ] (2,444 358.12) -0.97%| = (2,217 ,563.00) -0.88%
210002 |UMMSE- UMMC -] (736,536.06) -0.05%| & 18,266,084.00 1.24%
210003 | UMMS- Capital Region -] (859,427.78) -0.31%| & 3,342,523.00 1.08%
210004 | Trinity - Holy Cross ] (413,240.59) -0.10%:| & (413,241.00) -0. 109
210005 | Frederick ] (152,737.52) -0.06%| & (534,581.00) -0.21%
210008 | Mercy g (176,531.62) -0.08%| & (3,354,101.00) -1.52%
210009|JHH- Johns Hopkins -] (181,890.34) -0.01%| & 6,911,833.00 0.38%
210011 |5t Agnes s (636,911.21) -0.25%| & (382,147.00) -0.15%
210012 | Lifebridge- Sinai ] (467,111.59) -0.09%| & (1,572,245.00) -0.38%
210015 | MedStar- Franklin Square g - -0.02%| & 2,008,055.00 0.54%
210015 | Adventist- White Dak =] (2,598,932.33) -1.07%| = (2,161,728.00) -0.89%
210017 | Garrett s ({11,595.28) -0.04% )] S (43,482.00) -0.15%
210018 |MedStar- Montgomery g - 0.00%| & 1,037 .362.00 1.08%%
2100159|Tidal- Peninsula =] - 0.00%| 8 140,150.00 0.04%
210022 |JHH- Suburban =] (399,174.48) -0.16%| & [249,484.00) -0.10%%:
210023 | Luminis- Anne Arundel s (1,802 ,859.22) 0455 = [2,6459,055.00) -7 2%
210024 |MedStar- Union Mem ] (53,583.48) -0.02%| & (1,232,420.00) -0 465
210027 |'Western Maryland =] - -0.01%| & (825,200.00) -0.45%
210028 | MedStar- St. Mary's -] (582,781.01) -0.58%| £ 813,884.00 0.81%
210025 | JHH- Bayview s (560,500.70) -0.14%] & 3,632, 754.00 0.77%
210030 | UMMSE- Chestertown -] - 0.00%| & 36,259.00 0.48%
210032 | ChristianaCare, Union =] (356,172.27) -042%) 2 (636,022.00) -0.75%
210033 | Lifebridge- Carroll -] - 0.00%| & (618,811.00) -0.38%:
210034 |MedStar- Harbor ] (12,823.45) -0.01%| & 256,469.00 0.20%
210035 |UMMSE- Charles ] (214,685.70) -0.22%| & 614,793.00 0.63%
210037 |UMMS- Easton -] [49,445.98) -0 8 988,840.00 0.80%
210038 | UMMS- Midtown ] (70,209.33) -0.05%| & 1,1009,307.00 0.79%
210039 | Calvert ] (412,717.83) -0.51%] & 125,480.00 0.16%
210040 Lifebridge- Morthwest -] (482,584.18) -0.30%| & (1,769,475.00) -1.10%
210043 |UMMS- BWMC -] - 0.00%| & (2,018,621.00) -0.62%
210044 | GEMC ] (685,814.10) -0.26%| & 1,081, 476.00 0.41%
210048 | JHH- Howard County ] (1,630,137.98) -0.74% ) = (2,467,221.00) -1.12%
210049 | UMMSE-Upper Chesapeake -] (757.960.20) -0.32%| & (1,586,975.00) -0.67%
210051 | Luminis- Doctors -] (486,803.48) -0.26%| & 917 .437.00 0.49%
210055 | MedStar- Good Sam ] (130,639.87) -0.07%| S 391,520.00 0.21%
210057 | Adventist- Shady Grove ] (1,803,454.74) -0.54% | £ 367,370.00 0.11%
210058 |UMMSE- UMRBOI g - 0.00%| & 242.904.30 0.30%
210050 | Adventist-Ft. Washington -] (238,032.71) -063%| = (358,938.00) -0.95%
210061 | Atlantic General s (85,381.21) -0.18%:| & (237,170.00) -0.50%:
210062 | MedStar- Scuthern MD ] (210,921.41) -0.10%| & (1,244 436.00) -0.590%
210063 |UMME- Bt. Joe g (2,895.423.64) -099%| = (4058,595.00) -0.14%
210054 | Lifebridge- Levindale =] - 0.00%| & (517,924.00) -0.76%
210065 | Trinity - Holy Cross Germantown s (501,966.95) -0.53%| & 28.413.00 0,033
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Appendix IX. By Hospital Comparison of Utilization Adjustment vs Incorrect
OOS Ratios using Original Methodology and Updated OOS Ratios using
Original Methodology

INCORREC UPDATED 005 READMISSION RATIDS LISING ORIGINAL METHODOLOG
Final Adjustment Final Adjustment Final Adjustment
% Better of Attainment RY 26 Prelim > Revenue Adjustment Based on % Better of Attainment RY 26 Prelim Revenue Adjustment Based on % Better of Attainment RY 26 Prelim
HOSPITAL ID HOSFITAL HAHE y - y 3 y
or Improvement Revenue Adi or A or F Adi or A or F Adi
Oij] Meritus -$2,346.651 -$2.348 651 -$2.346.651
0002 UrMS- UMME -$3,277.403 -$3.434 653 -$11.950,561
0003 UMMS- Capital RBegion $1.073,652 $422,954 -$37.605
0004 Trinity - Haly Cross -$2,732 633 -$2. 732,693 -$2. 732633
0005 Frederick $201.445 F201.446 F201.446
0003 Mercy $48.513 $43.513 $45.513
o003 JHH- Jahns Hopkins -$574.557 -$574.597 -$574.537
210011 St Agnes #1.457.101 #1.457.101 #1.457.101
o012 Lifebridge- Sinai -$4.111,753 -$4.111,753 -$4.111,753
oS MedStar- Franklin Square -$4.452 983 -$4.452.353 -$4.452 353
006 Aduventist- white Dak -$26.934 -$26,954 -$26,954
o017 Garrett -$22,236 -$151.061 $503,240
] MedStar- Montgomery -$482.403 -$557.451 -$482,403
o013 Tidal- Peninsula 2,744,035 $2, 744,035 2,744,035
o0zz2 JHH- Suburban $368 411 $368.411 $368.411
0023 Luminiz- Anne Arundel| -$3,130,337 -$3.130,957 -$3.130,957
002 MedStar- Union Mem -$1,951.363 -$1.931.363 -$#1.931,363
0027y ‘w'estern Maruland $#165.635 #185.635 #185.635
0025 MedStar- St Mary's #1.235.632 $1.235.632 #1.235632
0023 JHH- Biauview -$3, 791,985 -$3,791,365 -$3,791.365
0030 UMMS- Chestertown $216.605 203,610 216 606
o032 ChriztianaCare, Union $400.170 $400.170 $400.170
0033 Lifebridge- Carroll 0 0 0
0034 MedStar- Harbar -$726.506 -$726 506 -$726.506
0035 UMMS- Charles -$84.173 147,303 775,604
0037 UrMMS- Easton 2,324,664 $1.923,545 F2075.771
0038 LIMPMS- Midrown -$437.013 -$437.019 -$437.019
0033 Calvert -$673.575 -$450.213 -$433.229
o040 Litebridge- Morthw est -$1.145.528 -¥1.145.528 -$1.145.528
0043 UMPMS- B\WMC -$2 406,633 -2 406 633 -2 406 B33
0044 GEMC #1402, 356 $1.454.548 #1.454.548
00d& JHH- How ard County $153.664 #153.664 #153.664
0043 UMMS-Upper Chesapeake -$2.933.81 -2 BG5.383 -$2.753.515
210051 Luminiz- Dactars 585,123 $565.123 750,163
0056 MedStar- Good Sam 1,035,248 31,035,248 1,035,248
00s7 Adventist- Shady Grove -$2,022,306 -$2,166,756 -$2,31.207
o0ss UMMS- UMBQI -$202,066 -$202,066 -$224. 517
Oo0&0 Adventist-Ft. \washington -$22,395 -$22.335 -$22,395
210061 Atlantic General $4.984 -$134 567 -$284 085
a0g2 MedStar- Southern MO $1538.713 $1.538.713 $1.538.713
0063 UMMS- St. Jae -$377.144 -$377. 144 -$377.144
O0&4 Lifebridge- Levindale 1,420,513 $1.420,513 1,420,513
O065| Trinity - Holy Cross Germantown -$463.575 -$d4B63.575 -$d4B63.575
e ——— — — —
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DEPARTMENT OF HEALTH

Wes Moore, Governor - Aruna Miller, Lt. Governor - Meena Seshamani, M.D.,, Ph.D., Secretary

January 28, 2026

Jon Kromm, PhD

Executive Director

Health Services Cost Review Commission
4160 Patterson Avenue

Baltimore, MD 21215

RE: RY 2028 Readmissions Reduction Incentive Program (RRIP)
Dear Dr. Kromm:

On behalf of the Maryland Department of Health, | am writing in response to the Health Services
Cost Review Commission’s (HSCRC) request for feedback on whether the Readmissions
Reduction Incentive Program (RRIP) should align its readmissions measure with either 1) the
NCQA Plan All-Cause Readmissions (PCR) measure included in the statewide Population
Health and Accountability Plan (PHAP) or 2) the six Medicare condition-specific readmission
measures included in the Hospital Readmissions Reduction Program (HRRP). The Department

encourages alignment with the NCQA PCR measure.

Under the Achieving Healthcare Efficiency through Accountable Design (AHEAD) Model, the
State was required to submit a PHAP that establishes Statewide Quality and Population Health
Targets across six domains, including utilization. For the utilization domain, CMS recommended
the use of the NCQA PCR measure. Accordingly, the State adopted a statewide target to reduce
all-payer, all-cause, all-condition 30-day readmissions by 3.07 percent from 2023 to 2034.

Aligning the RRIP readmissions measure with the NCQA PCR measure used in PHAP would
directly support achievement of the State’s utilization target by ensuring that hospital financial
incentives are tied to the same all-payer population the State has committed to improving. RRIP
is one of the State’s primary levers for influencing hospital priorities, and alignment with the
NCQA PCR measure would allow RRIP to function as a complementary mechanism to PHAP by

linking statewide population health goals to actionable and aligned hospital-level incentives.



Given that under the AHEAD model the State’s quality programs will only impact commercial
and Medicaid hospital global budgets, RRIP measure alignment with the HRRP’s measure
would be less suited to advancing the State’s goal under the AHEAD model. The HRRP
measures are limited to six conditions which were designed for the Medicare population; RRIP
alignment would narrow the scope of accountability and does not reflect Maryland’s all-payer,
population-based approach to care transformation. Reliance on condition-specific measures
may also create competing incentives by focusing hospital efforts on select diagnoses rather
than encouraging system-wide initiatives that reduce avoidable readmissions across all patient

populations.

For these reasons, the Maryland Department of Health encourages the HSCRC to align the
RRIP readmissions measure with the NCQA PCR measure used in PHAP. This alignment would
promote consistency across State initiatives and reinforce Maryland’s commitment to an
all-payer, population-based approach to reducing avoidable readmissions under the AHEAD
Model. The Department appreciates the opportunity to provide feedback and looks forward to
continued collaboration with the HSCRC.

My Best,

) P
e ""}’ 7
/ (AN IA

—

Meena Seshamani, MD, PhD

Secretary of Health
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February 2, 2026

Alyson Schuster

Health Services Cost Review Commission
4160 Patterson Avenue

Baltimore, MD 21215

Dear Alyson Schuster,

Adventist HealthCare (AHC) appreciates the opportunity to provide comments on the draft
recommendation for the Rate Year (RY) 2028 Readmission Reduction Incentive Program (RRIP).

The HSCRC has been working collaboratively with hospitals to redesign the Maryland quality programs
to more closely align with the CMS quality programs. While alignment of the Quality-Based
Reimbursement (QBR) program and the CMS Hospital Value-Based Purchasing (HVBP) program has
been much of the focus for HSCRC staff, we still actively encourage maximizing alignment between the
other programs as well. Our preference is full alignment between the RRIP Program and the CMS
Hospital Readmission Reduction Program (HRRP). However, if full alignment can’t be achieved, we
support keeping the program the same for RY28 with recommended modifications pending more
clarification on the impacts of the OOS ratio correction. Regardless, we highly encourage maximum
alignment between RRIP and HRRP by Year 2.

Continue RY27 Program for RY28 if Full HRRP Alignment Can’t Be Achieved

As recommended with both the QBR and MHAC programs, AHC is in support of maximizing alignment
between the RRIP and HRRP program to focus on condition specific readmissions. Narrowing the
program to only those conditions included in the HRRP program would simplify reporting and tracking
of performance while still having an impact on overall all-cause readmission rates. However, since
alignment in Year 1 is unlikely, we support keeping the program the same for RY28 with recommended
modifications pending more clarification on the impacts of the OOS ratio correction.

Out of State (OOS) Ratio Correction

The draft policy proposes a correction to the OOS ratio methodology, which currently double-counts
readmissions as both in-state and out-of-state. This technical error affects the attainment calculation
and has produced unintended financial impacts. In theory, AHC supports HSCRC staff’s
recommendation to apply this correction beginning in RY27.

However, we have also recently become aware of a second technical issue in the RY26 results that
staff intend to address, though the underlying calculations and specific impacts have not yet been
provided. We respectfully request the opportunity to fully understand these proposed technical
corrections and their associated financial effects before offering final comment or recommending a
policy solution.

820 West Diamond Avenue, Gaithersburg, MD 20878 | 301-315-3030 | AdventistHealthCare.com
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Accordingly, we ask that staff share the revised RY27 calculations for both corrections and estimated
impacts prior to finalizing the policy decision.

Maintain Upside Reward Potential in RY28 and Beyond

While AHC is in full support of aligning with the CMS quality programs, we encourage keeping the
upside reward potential available in the RRIP program both in Year 1 and in future years. Maintaining
upside reward potential incentivizes hospitals to invest in quality improvement initiatives, which aligns
with the program’s overarching goals. Flexibility in the revenue at risk keeps the infrastructure and
scoring of the programs consistent but allows hospitals to reinvest rewards in areas of opportunity.
Therefore, we agree with the draft proposal maintaining the revenue at risk at a maximum penalty at 2
percent and maximum reward at 2 percent for RY28. We also encourage this to continue as more full
alignment is achieved with HRRP in future years.

Recommendations
Adventist HealthCare recommends the following actions for the RY28 RRIP Draft Recommendation:

o AHC prefers full alignment between RRIP and HRRP. However, if full alignment can’t be
achieved in Year 1, we support keeping the program the same for RY28 with recommended
modifications. This is pending more clarification on the impacts of the OOS ratio correction.

o Share revised RY27 OOS calculations for both identified errors as well as the estimated
financial impacts prior to finalizing the policy decision.

o Keep the revenue at risk at a maximum penalty at 2 percent and maximum reward at 2 percent
for RY28 and consider continuing this in future years even as RRIP and HRRP are more closely
aligned.

Conclusion

We value HSCRC'’s partnership and collaborative efforts to align the Maryland quality programs with
the CMS quality programs. We are still in full support of aligning RRIP with HRRP by Year 2. However,
we believe maintaining the current RRIP structure for RY28 pending more clarification on the OOS
correction is the most practical approach for Year 1. We look forward to working closely with HSCRC
staff to achieve full alignment by next year and to advance shared goals of quality care, program
consistency, and improved outcomes across Maryland.

Sincerely,

Katie Eckert, CPA
Senior Vice President, Strategic Operations
Adventist HealthCare

820 West Diamond Avenue, Gaithersburg, MD 20878 | 301-315-3030 | AdventistHealthCare.com
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cc: Jonathan Kromm, PhD, Executive Director, HSCRC
Joshua Sharfstein, MD, HSCRC Chairman

James N. Elliott, MD, HSCRC Vice-Chairman
Jonathan Blum, MPP

Ricardo R. Johnson, JD

David Maine, MD

Nicki McCann, JD

Farzaneh Sabi, MD

820 West Diamond Avenue, Gaithersburg, MD 20878 | 301-315-3030 | AdventistHealthCare.com



Maryland
Hospital Association

February 2, 2026

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 (MHA) and our member hospitals and health
systems, we appreciate the opportunity to provide comment on the Health Services Cost Review
Commission (HSCRC) recommendation for the Rate Year (RY) 2028 Readmissions Reduction
Incentive Program (RRIP). We commend HSCRC for its continued commitment to advancing
quality improvement through stable, incentive-based approaches.

MHA supports the RY 2028 RRIP recommendation. We appreciate staff’s effort to maintain a
familiar and predictable policy framework and minimize disruption for hospitals as Maryland
transitions to the AHEAD Model. Preserving the core elements of RRIP during this period of
significant change will enable hospitals to remain focused on performance improvement while
contributing to broader discussions about multi-payer alignment under AHEAD’s readmission
quality requirements.

HSCRC is planning to reconvene the Clinical Adverse Events Measures Subgroup to discuss
opportunities to improve its complication measurement approach and to identify strategies to
align Maryland quality program measures with Centers for Medicare & Medicaid Services
(CMS) quality program measures. As Maryland transitions to the AHEAD Model, a structured,
collaborative venue that brings together the hospital field and policymakers will be essential to
assess measures design, performance periods, and revenue adjustments and maintain consistency
across state and federal programs.

MHA recommends the following policy refinements that can strengthen the RRIP design and
help prepare for the AHEAD Model transition.

Out-of-State (OOS) Readmission Ratio Methodology Refinement

MHA appreciates HSCRC staff’s responsiveness to members’ concerns regarding OOS
readmission ratio calculations and supports the proposed technical correction to address double
counting of in-state and out-of-state (OOS) readmissions that was discovered when analyzing the
use of the OOS readmission ratio that is derived from data in the Chronic Conditions Data
Warehouse. Resolving this issue is essential to ensure accurate attribution and fair assessment of

6820 Deerpath Road, Elkridge, MD 21075 = 410-379-6200 = www.mhaonline.org
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hospital performance. The OOS calculation error has spanned multiple years and has
disproportionately affected hospitals near state lines. Because of this, we recommend that the
Commission apply the correction not only to RY 2027 but also to earlier rate years to ensure an
accurate assessment for all prior year performance years. The Commission has previously
implemented adjustments to retrospectively remedy issues adversely impacting hospitals across
multiple years. In the annual payment update for RY 2026, HSCRC applied a revision to remedy
a data issue impacting uncompensated care (UCC) funding determinations for RY 2023 through
2025. The Commission should follow this precedent for RRIP and implement a multi-year
solution. We also encourage HSCRC to continue monitoring the OOS ratio following
implementation of the correction, as additional refinement needs may emerge.

OOS Transfers

While HSCRC proposed a solution to address double counting of OOS transfers observed in
Medicare data, the hospital field is concerned about inaccuracies in calculating readmissions
across all payers due to OOS transfers. Hospitals identified inconsistencies in how OOS transfers
are captured for patients enrolled in Medicare Advantage, Medicaid, or commercial coverage.
These inconsistencies may influence performance results in ways not reflected in the limited
analysis of Medicare OOS transfer data. A comprehensive, multi-payer approach is essential to
improve the accuracy and fairness of the OOS transfer calculations and to strengthen insight into
cross-border patient movement. MHA supports HSCRC’s plan to incorporate broader data
sources into future refinements and looks forward to the findings.

Planning for Future Alignment with the AHEAD Model

RY 2028 will assess CY 2026 performance, which is the first year of the AHEAD quality
transition period. Given this, MHA supports HSCRC’s intent to begin evaluating opportunities to
align RRIP measures, targets, and revenue adjustments with AHEAD’s readmission quality
requirements. Early planning and transparent communication will be essential to ensure a smooth
transition for hospitals. To support this work, MHA requests that HSCRC provide estimated
impact modeling for the AHEAD readmission measurement options being considered, including
the Hospital Readmission Reduction Program condition specific measures, the NCQA Plan All-
Cause Readmission measure, and the CMS Hospital-Wide Readmission measure used in the
AHEAD 3.0 Quality Hospital Global Budget methodology. Comparative modeling will help
hospitals understand the implications of the potential alignment pathways and prepare for future
rate year policy decisions.

The hospital field values HSCRC’s commitment to collaborative, data-driven policymaking. As
Maryland moves into the AHEAD Model, the transition will shape the state’s quality programs
for the next decade. This presents an important opportunity to better align state and federal
programs, reduce administrative burden, and ensure policies remain fair, transparent, and
actionable. Hospitals and health systems remain committed to improving patient outcomes and
look forward to continued collaboration with HSCRC.



H

Maryland
Hospital Association

Sincerely,
/ gg’ f

Tequila Terry
Senior Vice President, Care Transformation & Finance

cc: Dr. Joshua Sharfstein, Chair
Jonathan Blum
Dr. James Elliot
Ricardo Johnson
Dr. David Maine
Nicki McCann
Dr. Farzaneh Sabi
Alyson Schuster
Princess Collins Taylor

Jon Kromm
February 2, 2026
Page 3
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Garrett Regional Medical Center
251 North Fourth Street
Oakland, MD 21550

February 2, 2026

Alyson Schuster, Ph.D.

Deputy Director, Quality Methodologies
Health Services Cost Review Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Dear Alyson,

WVU Medicine Garrett Regional Medical Center “GRMC” appreciates the opportunity to comment on
the draft staff recommendation on the Readmission Reduction Incentive Program (RRIP) for Rate Year
2028, dated January 14, 2026. GRMC appreciates the opportunity to provide feedback on this important
policy. In evaluating HSCRC methodologies it is critical to ensure that the policies are fair and balanced
and align with the goals of the Maryland Demonstration Model.

GRMC comments are focused on Out of State (OOS) readmission adjustment which is used to adjust
readmission performance for out of state readmissions. Based on concerns from the industry related to
the accuracy of the OOS readmission adjustment, Staff investigated the calculation and noted that the
calculation is double counting readmissions in both the in-state and out-of-state readmissions and also
counting interstate transfers as readmissions in the RRIP calculations. As a result the readmission rate
for border hospitals is overstated which results in understating RRIP reward or overstating RRIP
penalties. Based on CMS claims data, the impact of this error is six hospitals are penalized by more than
S3M. Due to our location, GRMC has one of the highest out of state adjustment factors of over 20% vs. a
Statewide average of 4%. GRMC is being penalized by $333K or 0.3% of GBR due to overstating
readmission rates in the current RY2026 RRIP adjustment.

The HSCRC staff has quantified the impact of the double counting however is recommending to delay
correcting the RRIP calculation until RY2027. As a result, GRMC’s RY2026 GBR will continue to be
reduced despite identifying and quantifying the impact the OOS readmission overstatement in the RRIP
calculation. GRMC is requesting that the RRIP calculation be corrected for RY2026 and the impact for
the previous three rate years be quantified and reflected in the January 2026 rate order
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Garrett Regional Medical Center

GRMC appreciates the work of staff to continue to evaluate policies and requests that the Staff address
the overstatement of readmission to ensure border hospitals are not inappropriately penalized for a
calculation error. Thank you for your consideration of this matter.

With best regards,

wfwtfw’ s

Mark Boucot, MBA, FACHE
President/CEO
WVU Medicine Garrett Regional Medical Center

cc:
Jon Kromm, Executive Director

Allan Pack, Principal Deputy Director, Quality and Population-based Methodologies
Jerry Schmith, Principal Deputy Director, Hospital Rate Revenue and Regulations
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January 26, 2026
Dr. Jon Kromm

Executive Director

Health Services Cost Review Commission
4160 Patterson Avenue

Baltimore, MD 21215

RE: DRAFT RECOMMENDATIONS ON READMISSION REDUCTION INCENTIVE PROGRAM

Dear Dr. Kromm and HSCRC Commissioners:

Health Means Everything (HME) is supportive of the HSCRC's efforts to update the
Readmission Reduction Incentive Program (RRIP), which provides important incentives
for hospitals to provide high-quality care and prevent hospital readmissions. This
program serves as an important guardrail to ensure that hospital readmissions do not
increase and cause safety risks or lower quality of care for Marylanders.

HME appreciates that the HSCRC’s RY2028 draft recommendations propose to
maintain the Readmission Reduction Incentives Program with its current core structure,
including the 4-year improvement target of -5.0% through CY 2026. Maryland’s RRIP
has been associated with meaningful reductions in statewide readmissions, including
continued lower Medicare FFS compared to the rest of the nation, and continued
improvement on all-payer case-mix adjusted readmissions. These results demonstrate
sustained performance under the existing framework. As such, HME supports the
HSCRC's draft RRIP recommendation for RY 2028. The limited changes proposed prior
to RY2028 appropriately focus on technical refinement, such as correcting out-of-state
readmission ratios and increasing transparency on hospital disparities, which are
meaningful and targeted improvements that refine the program without introducing
structural disruptions. This recommendation would maintain stability during this period
of system transition.
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CONSUMER ALLIANCE
Looking beyond RY 2028, the HSCRC seeks feedback on whether it should align RRIP
policy with the NCQA Plan All Cause Readmission (PCR) measure included in the
Population Health and Accountability Plan (PHAP) or the Medicare-specific Hospital

Readmissions Reduction Program (HRRP). HME believes that revising RRIP towards the
NCQA'’s PCR, as was included in the PHAP, better aligns with Maryland’s long-standing
goal of improving the delivery of health care for all consumers - not just those on
Medicare. As a result, we recommend continued alignment with the PCR/PHAP
measures. Further, as the HSCRC rightfully points out, the HRRP is an element of the
AHEAD model’s quality adjustment measures and will be used in the calculation of the
annual payment adjustment for hospitals. Thus, even if RRIP does not directly align with
HRRP, hospitals will remain incentivized to adhere to it. As a consequence, adherence
to the more inclusive measure considered under the PHAP does not have to come at
the expense of the impact that the HRRP will have on the AHEAD model’s
Medicare-specific payment calculations.

HME supports the HSCRC's efforts to advance the successful implementation of the
AHEAD Model, which we are hopeful will continue to improve the health of Maryland
consumers while controlling health care costs. HME appreciates that the HSCRC
continues to prioritize the health and quality of hospital care for Marylanders by
aligning the well-established and successful RRIP program with requirements under the
AHEAD model. We encourage the HSCRC to continue comprehensively measuring
hospital readmissions, as well as implementing an aligned program that continues to
incentivize improvements in quality and safety.

Thank you again for your efforts, and for the opportunity to provide comment as you
continue to hone these policies. We look forward to continuing to work with you on
behalf of Marylanders.

Sincerely,

Ashiah Parker
Chair, Health Means Everything
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January 21, 2026

Alyson Schuster, Ph.D.

Deputy Director, Quality Methodologies
Health Services Cost Review Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Dear Alyson,

On behalf of Luminis Health and its member hospital, Doctors Community Medical Center (LHDCMC), | am
writing in response to the draft staff recommendation on the Readmission Reduction Incentive Program (RRIP)
for Rate Year (RY) 2028, dated January 14, 2026. Luminis appreciates the opportunity to provide feedback on
this important policy.

Specifically, Luminis would like to address the impact of the double counting of readmissions in both the in-
state and out-of-state readmissions. This error was acknowledged by the Health Services Cost Review
Commission (HSCRC) staff in the RRIP draft recommendation at the January 14, 2025 Commission meeting. As
outlined in the staff recommendation, 12 border hospitals are penalized by $4.7M in Fiscal Year (FY) 2026 due
to the overstatement of readmissions related to the double counting of readmissions. The impact of the
overstatement to the 12 hospitals ranges from $3,000 to $1.2M. The impact to LHDCMC specifically is S600K,
or 0.2% of LHDCMC's FY 2026 Global Budget Revenue (GBR).

Table 1
Adjustment
with Impactas
RY2026 RRIP Correction for a % of
Prov Adjustmentin 0OO0S Double Impact of FY2026 Approved  Approved
Num Hospital Name Rates Counting Correction Target (July) GBR
210035 UM Charles Regional Medical Center ($84,173) $810,169 $894,342 $203,860,066 0.44%
210017 Garrett Regional Medical Center (22,236) 273,179 295,415 101,914,707 0.29%
210057 Adventist HealthCare Shady Grove Medical Center (2,022,306) (830,590) 1,191,716 590,987,553 0.20%
210051 Luminis Health Doctors Community Medical Center 585,123 1,189,749 604,626 340,304,768 0.18%
210039 CalvertHealth Medical Center (679,575) (356,777) 322,798 207,221,799 0.16%
210003 UM Capital Region Medical Center 1,073,652 1,854,491 780,839 510,040,594 0.15%
210027 UPMCWestern Maryland 185,895 433,754 247,859 418,403,892 0.06%
210049 UMMS Upper Chesapeake (2,993,814) (2,837,615) 156,199 485,037,045 0.03%
210018 MedsStar - Montgomery (482,409) (428,808) 53,601 248,028,050 0.02%
210037 MedStar - Montgomery 2,324,864 2,394,056 69,192 318,643,997 0.02%
210015 MedsStar - Franklin Square (4,482,989) (4,360,726) 122,263 760,365,997 0.02%
210058 UMMS - UMROI (202,066) (198,858) 3,208 163,389,020 0.00%
Sub-total (6,800,034) (2,057,976) 4,742,058 4,348,197,488 0.11%
8 other hospitals with impact < $200k + 28 hospitals no impac  (21,138,344) (21,448,026) (309,682) 20,887,070,466 0.00%
Statewide (for acute hospitals in RRIP calculation] ($27,938,378) ($23,506,002) | $4,432,376 | $23,259,803,845 0.02%

Source: RRIP amounts from HSCRC Staff Recommendation, dated 1/14/2026
Approved GBR FY2026 amounts from HSCRC website (July rate order amounts)
Discharges from Maryland non-confidential dataset for FY25 for 43 hospitals in RRIP program where case is flagged as 1 in DEN field (case eligible as initial admission)
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The HSCRC staff acknowledges the overstatement of readmissions, however recommends that the correction
of the calculation not occur until RY 2027. As the miscalculation has been identified and quantified, it is not
appropriate to continue to penalize border hospitals based on a known error in the calculation. The HSCRC
already has a process in place to issue January rate orders related to Quality Based Reimbursement (QBR) and
various volume policies (deregulation, repatriation, out of state volume adjustment and market shift). The
inclusion of the RRIP correction should be incorporated as well.

Luminis appreciates the staff diligence in investigating the out of state readmission adjustment and requests
that the staff reconsider any further delay in correcting the calculation. We thank you again for your

transparency and effort in working with Maryland hospitals to provide fair and balanced methodologies.

With best regards,

JthLre
Michelle Lee

EVP and Chief Financial Officer
Luminis Health
443-481-6452

cc: Dr. Joshua Sharfstein, Chairman
Dr. James Elliott, Vice Chair
Jon Blum, Commissioner
Ricardo Johnson, Commissioner
Dr. David Maine, Commissioner
Nicki McCann, Commissioner
Dr. Farzineh Sabi, Commissioner
Jon Kromm, Executive Director
Allan Pack, Principal Deputy Director, Quality and Population-based Methodologies
Jerry Schmith, Principal Deputy Director, Hospital Rate Revenue and Regulations
Prudence Akindo, Associate Director- Financial Methodologies, HSCRC
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I \PA Recommendation and Next Steps

- No changes from CY 2025 Final MPA Recommendation to CY 2026.

* No comments received.

* CMS approved the proposal from December 2025 which maintains the current approach
as the MPA is sunsetting when Medicare fee-for-service global budgets are implemented
in 2028.

+ HSCRC staff will continue ongoing discussions with stakeholders on the future of care
redesign programs throughout 2026 workgroups.

- Next Steps
* Proposing to CMMI to end the Traditional MPA in 2026.
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Recommendations for CY 2026 MPA Policy

This recommendation does not introduce any changes from the approved Medicare Performance

Adjustment (MPA) policy from calendar year 2025 (CY 2025). The relevant policies will remain unchanged

from the prior year. Staff recommend maintaining the current approach as the MPA is sunsetting when

Medicare fee-for-service global budgets are implemented in 2028.

Policy Overview

Policy Objective

The Total Cost of Care
(TCOC) Model
Agreementrequires
the State of Maryland
toimplementa
Medicare Performance
Adjustment (MPA) for
Maryland hospitals
each year. The State
is required to (1)
Attribute 95 percent of
all Maryland Medicare
beneficiaries to some
Maryland hospital; (2)
Compare the TCOC of
attributed Medicare
beneficiaries to some
benchmark; and (3)
Determine a payment
adjustment based on
the difference between
the hospitals actual
attributed TCOC and
the benchmark.

Policy Solution

This MPA
recommendation
maintains the
current policy
and related MPA
Framework
without
modification.

Effect on Hospitals

The MPA policy serves
to hold hospitals
accountable for
Medicare total cost of
care performance. As
such, hospital Medicare
payments are adjusted
according to their
performance on total
cost of care. Improving
the policy improves the
alignment between
hospital efforts and
financial rewards.
These adjustments are
a discount on the
amount paid by CMS
and not on the amount
charged by the hospital.
In other words, this
policy does not change
the GBR or any other
rate-setting policy that
the HSCRC employs
and — uniquely — is

applied only on a

Medicare basis.

Effect on
Payers/Consumer

S

This policy does
not affect the rates
paid by payers
other than
Medicare Fee-for-
service. The MPA
policy incentivizes
the hospital to
make investments
thatimprove health
outcomes for
Marylanders in

their service area.

Effect on Health
Equity

This policy holds
hospitals
accountable for
cost and quality of
Medicare
beneficiaries in
the hospital’'s
service area.
Focusing
resources to
improve total cost
of care provides
the opportunity to
focus the hospital
on addressing
community health
needs, which can
lower total cost of

care.
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Introduction to MPA Policies

The Medicare Performance Adjustment (MPA) is a required element for the Total Cost of Care Model and is
designed to increase the hospital's individual accountability for total cost of care (TCOC) in Maryland. Under
the Model, hospitals bear substantial TCOC risk in the aggregate. However, for the most part, the TCOC is

managed on a statewide basis by the HSCRC through its GBR policies. The MPA was intended to increase

a hospital’s individual accountability for the TCOC of Marylanders in their service area.

The MPA includes three “components”: (a) a Traditional Component, which holds hospitals accountable for
the Medicare total cost of care (TCOC) of an attributed patient population, (b) a Reconciliation Component,
which rewards hospitals for the care redesign interventions and (c) a Savings Component that allows the

Commission to adjust hospital rates to achieve the Medicare Total Cost of Care Model (the Model) savings

targets.

The Traditional Component is governed via annual updates to the MPA policy adopted by the Commission.
This document represents the update for Calendar Year 2026 (also known as MPA Year 8). The Efficiency
and Savings Component are governed via the MPA Framework adopted by the Commission in October
2019" (as amended in the MPA Year 6 recommendation adopted in 2024). These three components are
added together and applied to the amount that Medicare pays each respective hospital. The MPA is applied

as a discount or inflator to the amount that Medicare pays on each claim submitted by the hospital.

MPA Traditional Component

Recap of Current Program

The following recaps the traditional MPA as it was implemented for Calendar Year 2024, it is included as a
reference. The approaches described were adopted incrementally in the Calendar Year 2021, 2022, 2023,
2024 and 2025 MPA policies, and those policies remain in effect except where changes are specifically

denoted in the next section.
The first step in the process is to attribute beneficiaries to hospitals. The current attribution is as follows:

1. Hospitals, except Academic Medical Centers (AMCs) are attributed the costs and beneficiaries in
zip codes that comprise 60% of their volume. AMCs are assigned all zip codes for Baltimore City for
their geographic attribution. Beneficiaries in zip codes claimed by more than one hospital are
allocated according to the hospital's share of equivalent case-mix adjusted discharges (ECMADSs)

for inpatient and outpatient discharges among hospitals claiming that zip code. ECMADs are

1 Available, starting on page 10, here: MPA Framework



https://hscrc.maryland.gov/Documents/October%202019%20Public%20Pre-Meeting%20Materials.pdf
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calculated from Medicare FFS claims for Calendar Year 2019. ECMADs are also used in
calculating the volumes in the 60% test.

2. Zip codes not assigned to any hospital under step 1 are assigned to the hospital with the plurality of
Medicare FFS ECMADSs in that zip code, if it does not exceed a 30-minute drive-time from the
hospital's PSA.

Zip codes still unassigned will be attributed to the nearest hospital based on drive-time.

A second layer is added for AMCs. AMCs are also attributed where beneficiaries with a case-mix

index (CMI) greater than 1.5 and who receive services from the AMC are attributed to the AMC as
well as to the hospital under the standard attribution. The AMC outcome becomes a blend of this

approach and the standard geographic approach.

The MPA then penalizes, or rewards hospitals based on their attributed TCOC. Hospitals are rewarded if
the TCOC growth of their attributed population is less than national growth. Beginning in 2021, the HSCRC
scaled the growth rate target for hospitals based on how expensive that hospital’s service area is during the
baseline period relative to other geographic areas elsewhere in the nation. This policy is intended to ensure
that hospitals which are expensive relative to their peers bear the burden of meeting the Medicare savings
targets, while hospitals that are already efficient relative to their peers bear proportionally less of the

burden. The TCOC growth rate adjustments are shown in Table 1 below.

Table 1: Scaled Growth Rate Adjustment

Hospital Performance vs. Benchmark TCOC Growth Rate Adjustment
18t Quintile (-15% to + 1% Relative to Benchmark) 0.00%
27 Quintile (+1% to +10% Relative to Benchmark) -0.25%
3 Quintile (+10% to +15% Relative to Benchmark) -0.50%
4th Quintile (+15% to +21% Relative to Benchmark) -0.75%
5t Quintile (+21% to +28% Relative to Benchmark) -1.00%

Historically, hospitals were required to beat the national TCOC growth rate each year. But in 2021, the
HSCRC changed the way that the TCOC is calculated for hospitals. The HSCRC will trend the hospital’s
baseline TCOC forward based on the national growth rate and the TCOC adjustment factors. This was
intended to create more predictability for hospitals. A hospital can now predict what their target will be two

or three years out. An example of the methodology to calculate the TCOC targets is shown in Table 2

below. This example covers 2019 to 2021, for each additional year another year of trend similar to item C
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in Table 2 is added. Each additional year is also adjusted for the Growth Adjustment Factor (item D in
Table 2).

Table 2: Calculation of the MPA Targets

Variable Source

A =2019 TCOC Calculation from attributed beneficiaries

B = 2020 National TCOC Growth Input from national data

C = 2021 National TCOC Growth Input from national data (assumed to be 3% in

example below)

D = Growth Rate Adjustment Factor From Growth Rate Table (applies to 2021 and all

subsequent years)

E = MPA TCOC Target Ax(1+B)x(1+C-D)=E
Example Calculation of MPA Targets
| Hospital Quintile Gr:;:ﬁeéate 2019 TCOC zof:r;':‘“ zof;rs'i':p‘

Hospital A 1 3% :',’_%8%% - $11,650 $12,000 $12,359
Hospital B 2 3% 2075205/0% = $11,193 $11,529 $11,846
Hospital C 3 3% é_%o‘r’%% - $11,169 $11,504 $11,792
Hospital D 4 3% 2(;57?/ - $11,204 $11,540 $11,800
Hospital E 5 3% 5_10'8%% - $10,750 $11,073 $11,294

The hospital is rewarded or penalized based on how their actual TCOC compares with their TCOC target.
Starting last year, as described below, the rewards and penalties were scaled such that the maximum
reward or penalty was 2%, which will be achieved at a 6% performance level. Essentially, each percentage
point by which the hospital exceeds its TCOC benchmark results in a reward or penalty equal to one-third of

the percentage. An example of the hospital’s rewards/penalties is shown in the table below.
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Table 3: Example of MPA Reward & Penalty Calculations (excluding quality adjustments)

Variable Input

E = MPA Target See previous section

F = 2021 MPA Performance Calculation

G = Percent Difference from Target (E-F)/E

H = MPA Reward or Penalty (G/3%)x 1%

| = Revenue at Risk Cap Greater / lesserof Hand + /- 2%

Example MPA Performance Calculations

. Reward
o/ i
Hospital MPA Target MPA Performance % Difference (Penalty)

Hospital A $12,359 $12,235 -1.00% 0.33%
Hospital B $11,846 $11,941 0.80% -0.27%
Hospital C $11,792 $11,556 -2.00% 0.67%
Hospital D $11,800 $11,033 -6.50% 2.00%
Hospital E $11,294 $11,859 5.00% -1.67%

In addition, the agreement with CMS requires that a quality adjustment be applied that reflects hospital
quality outcomes, this is in addition to the revenue-at-risk for Total Cost of Care. These quality adjustments
are derived from those in the Commission’s all-payor Readmission Reductions Incentive Program (RRIP)

and Maryland Hospital Acquired Conditions (MHAC) program.

In the MPA Year 6 final recommendation, the Commission approved two changes to MPA policy beginning
in 2024. MPA policy was revised to include an increase in the maximum revenue-at-risk as well as the
addition of a population health measure to the quality adjustment included in the Traditional MPA. The
amount of revenue-at-risk for Total Cost of Care performance under the Traditional MPA increased from 1%
to £2%. Increasing the revenue at risk under the MPA had been a stated goal of the Center for Medicare
and Medicaid Services (CMS) for several years. The translation between actual results and the revenue-at-
risk would not be changed from the current 3:1 ratio. Therefore, the revenue-at-risk would be reached at
16%.

In addition to increasing the revenue-at-risk, MPA policy was revised to add a population health metric to
the quality adjustment included in the Traditional MPA and include it in the Calendar Year 2024 and future

MPA adjustments according to the formula below (adjusted for 2% revenue-at-risk):
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TCOC results x 1/3 (capped at 2% of Medicare revenue) x (1 + 2 x (RRIP + MHAC Reward/Penalty +
Population Health Quality Measure) where the Population Health Quality Measure is scaled to generate a

result of +4%.
This formula will result in total revenue-at-risk of £2.32% of Medicare payments.

In the MPA Year 7 final recommendation, the Commission approved a retroactive adjustment to correct the
MPA savings target for Calendar Years 2020 to 2024 (CY2020 to CY2024) to reflect newly available
information on non-claims-based payments (NCBPs) resulting in a one-time increase to hospital rewards
estimated at approximately $22.0 M from Medicare only, through Calendar Year 2023. The corrected 2024
targets were used in setting payments for that year which began July 1 of 2025. This adjustment in the MPA

savings target is replicated on a go-forward basis beginning in Calendar Year 2025.

MPA Framework Reconciliation Component

Recap of Current Program

In the MPA Framework recommendation Staff noted that under GBRs hospitals do not capture utilization
savings that occur outside their GBR and therefore any successes they achieve help the State meet the
TCOC Model savings target but do not help the hospitals. The Commission adopted the MPA Framework
recommendation and implemented the CTl program as a response to this disconnect. The

recommendation noted the following principles to strengthen hospital incentives:

e Hospitals should keep the savings from their CTls up to 100% to the extent feasible.
e Incentives should be structured to reward participation in CTls and penalize non-participation.

e New and Existing CTls that transform care across the entire delivery system should be supported.

The Framework also included the use of the MPA-RC to pay incentives earned under CTls and to offset
those incentives by reducing Medicare Fee-for-service payments to all hospitals to create a net zero
adjustment (the Offset). This approach was adopted as per the Staff’s October 2019 Final MPA Framework
Recommendation, “First, it mitigates the possibility that these care transformation payments will result in a
net increase in the TCOC run rate. Second, when a hospital captures the savings from their CTls, the
resulting increased costs will be spread as an offset across all hospitals resulting in non-participating
hospitals being penalized for their non-participation. Additionally, the Offset incents participation in care
redesign by encouraging participation through limited downside risk and minimizing administrative barriers.
In December of 2023 (MPA Year 6 recommendation), the Framework was amended to include a cap on the

downside risk of a hospital under the CTl program to 2.5% of total Medicare Payments and redistribute

additional risk across all hospitals to maintain the overall savings neutrality in the program.
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In the MPA year 7 recommendation, HSCRC revisited the CTl offset to incorporate an attainment aspect.
The Commission approved tiering the stop loss applied during the offset in a way that mirrors the Traditional
MPA Scaled Growth Adjustment. This will provide greater protection for hospitals with less opportunity

without eliminating the incentive for all hospitals to drive savings. Table 4 shows the tiers.

Table 4: Scaled Stop Loss Tiers

Hospital Performance vs. Benchmark Stop Loss
1t Quintile (-15% to + 1% Relative to Benchmark) 1.250%
2" Quintile (+1% to +10% Relative to Benchmark) 1.875%
3 Quintile (+10% to +15% Relative to Benchmark) 2.500%
4t Quintile (+15% to +21% Relative to Benchmark) 3.125%
5t Quintile (+21% to +28% Relative to Benchmark) 3.750%

Modeling using Year 2 CTl adjustments showed this change would have had the impact of shifting
approximately $5 million from the highest cost quintiles to the lowest cost quintiles. Although as the portfolio
of CTls implemented changes each year the actual future impact could be less or more. However,
consistent with stakeholder feedback that changes should not be applied to periods that have already been

implemented, Staff implemented this change for CTls starting July 1, 2025.

Future Areas of Focus
With no changes proposed for the Calendar Year 2026 MPA Recommendation, HSCRC staff will continue

ongoing discussions with stakeholders and subject matter experts on the future of care redesign programs.
Stakeholders will continue to participate in HSCRC-led workgroups throughout 2026 to provide feedback

and engage in comprehensive discussions.
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Executive Summary

Tax-exempt hospitals are required to provide “community benefit” as a condition of their federal
tax-exemption. The term “community benefit” refers to initiatives, activities, and investments undertaken by
hospitals to improve the health of the communities they serve. Hospitals submit information on their
community benefit activities to the federal government each year. In addition, Maryland law’ requires
Maryland’s nonprofit hospitals to report annual community benefit information to the Health Services Cost
Review Commission (HSCRC). Maryland law builds on the federal requirements, providing the State with

more information than is available through the federal reports.

In this report, the HSCRC summarizes fiscal year (FY) 2024 information submitted by hospitals,
representing the HSCRC’s 21 year reporting on Maryland hospital community benefit (HCB) data. The
report describes how the State's reporting requirements differ from federal requirements, provides an
overview of recent updates made to the reporting instructions, and highlights HSCRC programs that impact

hospitals' community benefit spending.

Key Highlights

e Reporting Compliance: All 49 nonprofit Maryland hospitals submitted their required FY 2024
community benefit reports.?
e Community Benefit Expenditures: Maryland hospitals reported $2.35 billion in total community
benefit in FY 2024, an increase of around 3% from FY 2023.
o Rate Support for Hospital Community Benefits: About 42% of the total HCB expenses
are built into hospital rates, which are reimbursed by health care payers, including
Medicare, Medicaid, commercial insurance, and patients. Roughly 58% ($1.37 billion) of
total hospital HCB spending comes directly from the hospitals without any rate support.
o Indirect Costs: Hospital community benefit spending includes both direct and indirect
costs (i.e., overhead costs). There is significant variation between hospitals in the indirect
cost ratios associated with hospital-based community benefit activities. Indirect costs, as a
percentage of total direct costs, ranged from 28% to 137% for hospital-based community
benefit activities.
e Community Health Needs Assessments (CHNAs): Under federal law, hospitals are required to
conduct CHNAs every three years. CHNAs identify priority health needs and include

implementation strategies to address them. All Maryland hospitals reported complying with this

"MD. CODE. ANN., Health-Gen. § 19-303.
2There are 49 hospitals but only 47 narrative reports (45 reports from single hospitals and 2 reports that each cover 2 hospitals).
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requirement. Hospitals reported spending 42.5% of their net community benefit on CHNA-related
activities. Hospitals identified “Settings and Systems - Community” as the most frequently

addressed CHNA priority area. Hospitals continued to show wide variation in the percentage of net

community benefit spent on CHNA-related activities.
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Introduction

This report presents the results of an annual assessment of community benefit investments and activities of
Maryland’s nonprofit hospitals. Maryland law requires the Health Services Cost Review Commission
(HSCRC) to submit this report annually,® based on hospital community benefit (HCB) data submitted by

each hospital. The reports submitted by individual hospitals are also posted on the HSCRC'’s website.*

This report explains the HCB reporting requirements and provides a summary of the fiscal year (FY) 2024
data that hospitals submitted to the HSCRC. It also describes how the State's reporting requirements differ
from federal requirements, provides an overview of recent updates made to Maryland’s reporting

instructions, and highlights HSCRC programs that impact hospitals' community benefit spending.

Federal and State Authority over Community Benefits

Federal Tax Exemption and Reporting Requirements

Maryland’s hospitals are nonprofit tax-exempt organizations. The federal Internal Revenue Code defines
tax-exempt organizations as those that are organized and operated exclusively for specific religious,

charitable, scientific, and educational purposes.® In order to maintain federal tax-exempt status, a hospital

"6 and report their community benefit activities to the Internal Revenue

must provide “community benefits
Service (IRS) annually. The IRS has no requirement for the minimum amount of community benefit that a
hospital must provide to qualify for federal tax-exempt status.” In addition, every tax-exempt hospital,
whether independent or part of a hospital system, must conduct a community health needs assessment
(CHNA) at least once every three years.2 CHNAs are discussed in more detail later in this report. Hospitals

must also report information about their CHNAs to the IRS.

3MD. CODE. ANN., Health-Gen. § 19-303.

4 https://hscrc.maryland.gov/Pages/init_cb.aspx

526 U.S.C. § 501(c)(3). Nonprofit hospitals have been required to demonstrate community benefit to qualify for federal tax-exemption
since 1969. The IRS specifies categories of activities that qualify as community benefits in Schedule H of form 990. Federal tax law
requires hospitals to conduct a CHNA, including an implementation strategy; have a written financial assistance policy for medically
necessary and emergency care; limit hospital charges for those eligible for financial assistance; and comply with billing and collections
requirements. Source: James, J. (2016, February 25). Nonprofit hospitals' community benefit requirements, Health Affairs Health
Policy Brief. DOI: 10.1377/hpb20160225.954803. Maryland law requires additional reporting of community benefit information. MD.
CODE. ANN., Health-Gen. § 19-303. Maryland law adds requirements that exceed the federal requirements related to financial
assistance and medical debt collection. MD. CODE. ANN., Health-Gen. §§ 19-214.1 and 19-214.2.

5 A hospital must report community benefits to demonstrate to the IRS that they are a “charitable” organization, and thus eligible for tax
exempt status. Historically, the IRS considered hospitals to be “charitable” if they provided charity care to the extent that they were
financially able to do so. Ruling 56-185, 1956-1 C.B. 202. However, in 1969, the IRS modified the “charitable” standard to focus on
“community benefits” rather than “charity care.” Rev. Ruling 69-545, 1969-2 C.B. 117. “Charity care,” now referred to as “financial
assistance,” is a category of community benefit.

" Congressional Research Service. (2024, April 15). Legal requirements for Section 501(c)(3) hospitals, page 4.
https://crsreports.congress.gov/product/pdf/R/R48027

8 Hospitals that do not conduct a CHNA every three years are subject to an annual penalty of up to $50,000 and loss of their
tax-exempt status. 26 U.S.C. § 501(r)(3); 26 U.S.C. § 4959. Tax-exempt hospitals must report information on their CHNA on Schedule
H of IRS Form 990. This reporting requirement was added by the Affordable Care Act.

4
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Tax-exempt hospitals (also referred to as nonprofit hospitals) are generally exempt from federal income and
unemployment taxes, as well as state and local income, property, and sales taxes. In addition, nonprofit
hospitals may raise funds through tax-deductible donations and tax-exempt bond financing. Table 1 shows
the number of Maryland hospitals that reported claiming each type of tax exemption in their FY 2024

community benefit report (CBR).

Table 1. Tax Exemptions
Tax Exemption T_;’:)n;sﬁ;g
Federal corporate income tax 47
State corporate income tax 47
State sales tax 44
Local property tax (real and personal) 42
Other 5

Four of the hospitals that selected “Other” indicated that they also claimed an exemption from the federal
unemployment insurance tax, while one hospital reported claiming exemptions from some property taxes—
depending on usage—but not from all local property taxes. The HSCRC conducted a tax benefit
assessment of Maryland hospitals in 2020 to estimate the value of hospitals’ tax exemptions statewide,

calculating an overall net tax benefit of about $704 million for the year ending June 30, 2019.°

Overview of Maryland Reporting Requirements

Maryland law requires hospitals to report their HCB activities to the HSCRC annually, and the HSCRC is
required to submit an annual statewide summary report to the General Assembly. This report contains the
community benefit data for FY 2024, marking the HSCRC's 21%! year reporting on Maryland HCB.

Maryland’s HCB reporting requirements are more extensive than the federal requirements. Maryland law

defines “community benefit” as a planned, organized, and measured activity that is intended to meet
identified community health needs within a service area." Hospitals must report their community benefit

activities in categories that are specified by the HSCRC, including community health services; health

professions education; research; financial contributions to other organizations; community-building

9 The HSCRC study is available here:
https://hscrc.maryland.gov/Documents/HSCRC_ Initiatives/CommunityBenefits/ CBR-FY 19/HSCRC%20Hospital%20Tax%20Benefit%2
OReport%20July%202020.pdf. Other researchers have published articles and reports on the national scale of the benefit of hospital tax
exempt status. “There is debate in the literature regarding the calculation of tax exemption value, particularly concerning federal and
state corporate income taxes.” Zare, H. & Anderson, G. (2024). Beyond the bottom line: Assessing charity care, community benefits,
and tax exemptions in nonprofit hospitals. Journal of Healthcare Management 69(6), 439-454. DOI: 10.1097/JHM-D-24-00080. This
results in different estimates by different researchers.

'° The reporting period for these financial data is July 1, 2023, through June 30, 2024. Several hospitals are on a calendar financial
year and report their most recent calendar year’s data instead.

" MD. CODE. ANN., Health-Gen. § 19-303(a)(3); COMAR 10.37.01.03.
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activities, including partnerships with community-based organizations; financial assistance (i.e., free and
reduced cost care); and mission-driven health services.'” These categories are generally aligned with
federal reporting categories (see Appendix A for a comparison of the federal and state reporting
categories). The HSCRC also requires hospitals to report on health disparities and the types of tax

exemptions claimed by the hospital in the preceding year.

Hospitals are also required to report information about their CHNA, including the amount of community
benefit activities that are connected to community needs identified in the hospital’s CHNA. The CHNA
should influence the hospital’'s community benefit activities so that the hospital is serving identified

community needs.
Maryland law requires hospitals to include the following information in their CBRs:

The hospital’s mission statement
A list of the hospital’s activities to address the identified community health needs
The costs of each community benefit activity

A description of how each of the listed activities addresses the health needs of the hospital’s
community

A description of efforts to evaluate the effectiveness of each community benefit activity

A description of gaps in the availability of providers to serve the community

A description of the hospital’s efforts to track and reduce health disparities in the community
A description of the process the hospital used to develop their CHNA

A list of the unmet community health needs identified in the most recent CHNA

A list of tax exemptions the hospital claimed during the preceding taxable year™

Hospitals submit a narrative report that contains descriptive information on their community benefit activities
and a financial report on community benefit expenditures. The financial reports collect information about
direct and indirect costs of community benefits, categorized by type of community benefit activity. Hospitals
should use data from audited financial statements to calculate the cost of each community benefit category
contained in the financial reports and to limit reporting to only those hospital services reported on the IRS
Form 990 Schedule H. Hospitals also submit their financial assistance policies. Each hospital’s narrative

and financial reports and financial assistance policies are posted on the HSCRC’s website."

'2 The categories of community benefits are described in detail in the HSCRC’s Community Benefit Reporting Guidelines and Standard
Definitions, available here:

https://hscrc.maryland.gov/Documents/CommBen/FY %202024%20Data%20Collection/FINAL%20FY %202024%20Community%20Be
nefit%20Guidelines%20and%20Definitions.pdf.

These categories are similar—but not identical—to the federal community benefit reporting categories found in Part | of IRS Form 990,
Schedule H. https://www.irs.gov/pub/irs-pdf/f990sh.pdf.

® MD. CODE. ANN., Health-Gen. § 19-303(c)(4). Each hospital also reports to the HSCRC on the geographic region where the
hospital offers its community benefit programs. This is referred to as the hospital’s community benefit service area (CBSA). More
information on how hospitals determined their CBSAs is in Appendix G.

" https://hscrc.maryland.gov/Pages/init_cb.aspx; https://hscrc.maryland.gov/Pages/hsp-fap.aspx.
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Updates to Maryland’s Reporting Instructions

In response to legislation, the HSCRC updated the reporting instructions in FY 2022, requiring hospitals to:

Report on initiatives that directly address needs identified in the CHNA

Within the financial report, itemize all physician subsidies claimed by type and specialty
List the types of tax exemptions claimed

Self-assess the level of community engagement in the CHNA process

b=

After reviewing the results of the FY 2022 HCB reports, the HSCRC identified potential reporting issues with
data related to indirect costs and CHNA-aligned spending. The HSCRC’s Commissioners directed staff to
convene a short-term technical workgroup'® to review the reporting instructions. As a result of workgroup
deliberations, staff made technical corrections to the reporting instructions for the FY 2024 reports, including
adjustments to directions for reporting physician subsidies, CHNA-identified community needs, and

justifications for certain indirect costs.

State Authority over Hospital Community Investments

State law requires hospitals to submit community benefit data to the HSCRC. The HSCRC has the authority
to fine hospitals for failing to report accurate and timely information in their annual CBRs. All hospitals were
compliant with the State community benefit reporting requirement for FY 2024."® Appendix B lists the
hospitals submitting CBRs by hospital system. Maryland law does not provide regulatory authority over the
quantity or quality of the community benefit activities or the CHNA. Maryland’s HCB reporting requirements
have no bearing on a nonprofit hospital’'s exemption from state income taxes; state tax exemption is based

on the federal determination of the hospital’s tax-exempt status.

Hospital Investments in Community Health and Rate Setting

Maryland has a unique statewide all-payer hospital rate-setting system. In contrast to the HSCRC'’s limited
authority over community benefit, Maryland’s hospital rate-setting system is a powerful tool for directing
hospital investment in community health. The HSCRC uses the rate-setting system to direct hospital
investment in activities that align with state and community priorities. The following are current HSCRC

programs that use the hospital rate-setting system to direct hospital spending on community health.

o Revenue for Reform: Hospitals the HSCRC identifies as inefficient (having excess costs relative to

their peers) are required to invest in community health activities or return funds to payers. These

'8 https://hscrc.maryland.gov/Pages/Community-Benefit-Workgroup.aspx.
'® The HSCRC received 49 financial reports and 47 narrative reports. The University of Maryland Medical System submits one
narrative report for its two hospitals on the Eastern Shore and another report for its two hospitals in Harford County.
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hospitals may only use the funds for community health activities that are approved by the HSCRC
and the Maryland Department of Health (the Department). This funding remains in a hospital’s
global budget revenue (GBR) year after year, creating sustainable long-term funding for population

health activities.

e Behavioral Health Regional Partnership Catalyst Program: The HSCRC approved $79.1 million
in cumulative funding over a five-year period—calendar years (CYs) 20212025— for three
behavioral health programs that are focused on expanding access to crisis services. Hospitals
applied for this funding and had to demonstrate that they developed meaningful community
partnerships and would maintain those partnerships throughout the program. This program has
funded new behavioral health crisis centers, mobile response teams, and other crisis services on

the Eastern Shore, in Prince George’s County, and in the greater Baltimore metropolitan region.

e Maternal and Child Health Initiative: The HSCRC assessed $40 million in funding over four years
(FY 2022-FY 2025) to support maternal and child health interventions led by Medicaid managed
care organizations and the Department’s Prevention and Health Promotion Administration. This
funding supports new services not previously offered to Medicaid participants and continued efforts
to reduce health care disparities. The Department has until the end of CY 2027 to spend the

available funds.

e Nurse Support Programs (NSP): The HSCRC maintains two programs to develop and maintain
the nursing workforce in Maryland. All Maryland hospitals receive funding through NSP | to support
recruitment and retention of clinical nurses. In FY 2024, $19.5 million was included in hospital rates
for NSP | activities. NSP Il is funded through a $19.2 million hospital assessment aimed at
expanding faculty and educational capacity at Maryland nursing schools. The Maryland Higher
Education Commission administers NSP Il on behalf of the HSCRC. Both programs have been

implemented for over 21 years.

The HSCRC plans to continue to work with the Department in future years to develop programs that invest
in the health of Maryland communities. Currently, the HSCRC increases hospital rates to fund these
programs (or, in the case of Revenue for Reform, does not lower rates). Health care payers (including
Medicare, Medicaid, private insurers, and patients) fund these activities through their payment of hospital
claims. Maryland transitioned from the Total Cost of Care (TCOC) Model to the Achieving Healthcare
Efficiency through Accountable Design (AHEAD) Model on January 1, 2026. In 2028, Maryland’s hospital
rate-setting structure under AHEAD will change as the Centers for Medicare & Medicaid Services begin to
administer Medicare fee-for-service global budgets, which will likely affect how the rate-setting system can
be used to support community health investments. To the extent these hospital investments fit the definition

of “community benefit,” hospitals may include them in their CBRs. Hospitals identify expenditures on these

8
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and other programs that the HSCRC includes in the annual calculation of each hospital’s rates so that the
HSCRC can determine the percentage of each hospital’s community benefit that is funded through rates.

These data are discussed later in this report.

Alignment of Hospital Community Benefit Activities with State/Federal
Models

Maryland and the federal Center for Medicare and Medicaid Innovation (CMMI) have entered several
agreements since 2014 that support Maryland’s all-payer hospital rate setting system, enhanced primary
care, population health investments, and other aspects of the health care delivery system. Under the
current TCOC agreement (CY 2019 — CY 2025), Maryland agreed to four population health goals: 1)
reducing the mean body mass index (BMI) for Maryland residents as it pertains to diabetes; 2) improving
opioid overdose mortality; 3) decreasing asthma-related emergency department (ED) visits for children; and
4) reducing the severe maternal morbidity rate. The CBR asks hospitals about community benefit initiatives
targeting these goals. All 46 hospitals that responded to this question reported that their community benefit
activities addressed at least one of these goals, and most hospitals addressed more than one goal.
Reducing the mean BMI was the goal most frequently addressed by community benefit activities (Table 2).
Please note that hospitals may have other initiatives addressing these goals that do not count as

community benefit.

Table 2. Number of Hospitals with Community Benefit Activities
Addressing Population Health Goals under the Total Cost of Care Model, FY 2024

Goal Number of
Hospitals
Diabetes — Reduce the mean BMI for Maryland residents 43
Opioid Use Disorder — Improve overdose mortality 36
Maternal and Child Health — Reduce severe maternal morbidity rate 28
Maternal and Child Health — Decrease asthma-related ED visit rates
. 12
for children aged 2-17

The State is working with stakeholders and CMMI to finalize the population health goals that will be used
under the AHEAD Model which began on January 1, 2026. The HSCRC will adjust the hospital community
benefit reporting instructions to collect information on the alignment between hospital community benefit

investments and the AHEAD Model population health goals after those goals are established.
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Spending on Community Benefits

Maryland hospitals provided approximately $2.35 billion in total community benefit activities in FY
2024." This is an increase of 3.2% over FY 2023. In inflation-adjusted (real) dollars, Maryland community
benefit expenditures were $971.3 million in FY 2004 (6.9% of operating expenses),'® which is a significant

increase in community benefit investment over the past 20 years.

Rate Support for Community Benefit Activities

As described earlier in this report, the HSCRC ensures that hospitals have funding for community benefit
activities that are State priorities. The HSCRC increases hospital GBRs (and, relatedly, hospital rates) to
fund these activities.” Approximately $989 million of the $2.35 billion in community benefit reported
in FY 2024, or 42% of HCB activities, was funded by health care payers through hospital rates.
Approximately $1.37 billion of HCB activities was not funded through rates. This equates to 6.5% of
total hospital operating expenses. This is similar to the $1.34 billion in community benefit that was not
rate-supported in FY 2023 (approximately 6.6% of operating expenses). Figures 1 and 2 show the trend of
community benefit expenses with and without rate support. Appendix C details the amounts that were

included in rates and funded by all payers for FY 2024.

Appendix D presents the total amount of community benefit reported and the amount of community benefit
recovered through HSCRC-approved rate support.2° Hospitals differ in their amount of community benefit
not supported by rates compared to their total operating expenses. The total amount of community benefit
expenditures without rate support as a percentage of total operating expenses ranged from 1.1% to 24.7%,
with an average of 7.4%. This is similar to the average of 7.6% in FY 2023. Nine hospitals reported
providing community benefit that exceeded 10% of their operating expenses, the same number as in FY
2021 through FY 2023.

7 This amount excludes expenditures on community benefit activities that are offset by revenue.

8 FY 2004 community benefit expenses were $586.5 million. Inflated by CPI to FY 2024, this equals $971.3 million.

' The HSCRC sets the rates that most hospitals can charge payers for hospital services. For general acute care and chronic care
hospitals, these rates are paid by Medicare, Medicaid, commercial insurance, and individuals who pay all or a portion of their hospital
bill out of their own pocket. For pediatric and psychiatric hospitals, the HSCRC only sets rates for commercial insurers.

20 Some hospital community benefits activities, such as clinics, generate revenue that offsets the amount of community benefit.
Hospitals report the full amount of community benefit that they provide and any offsetting revenue that is not funded through rates. The
HSCRC calculates the amount of hospital community benefit from rates using data that is separate from the hospital CBRs. This is
intended to align HSCRC reporting with hospital reporting on the IRS Form 990 and avoid accounting confusion among programs that
are not funded by hospital rate setting.
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Figure 1. FY 2014-FY 2024 Community Benefit Expenses with and without Rate Support
(in Millions, Inflation Adjusted)
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Figure 2. FY 2014-FY 2024 Community Benefit Expenses as a Percentage of Operating Expenses
with and without Rate Support
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Figure 3 shows hospitals’ total rate-supported and non-rate-supported direct and indirect costs in FY 2024
as a percentage of total HCB expenditures. Rate-supported direct and indirect costs accounted for roughly

42% of total expenditures.

Figure 3. Total Direct and Indirect Costs by Rate Support Status for All Hospitals,
FY 2024

Total FY 2024 HCB Expenditures Including Rate Support = 32.35
Billion

Mon-Rate-Supporie:

Indirect Cost

Examples of the community benefit costs that the HSCRC builds into hospital rates include the following:

e Financial assistance for low-income patients (free and reduced cost care, also known as charity
care)
e Graduate medical education (GME)

e The HSCRC'’s Nurse Support Programs, which support nursing education, recruitment, and

retention programs in the State

e The Regional Partnership Catalyst Program for behavioral health crisis services

13
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e The Revenue for Reform Program, which incorporates community health spending deployed

outside the hospital directly into the hospital’s global budgets

The following sections provide additional information on financial assistance, GME, and nurse support

programs.
Financial Assistance

Maryland law requires general acute care and chronic care hospitals to provide financial assistance to
patients with low income.?" This is the third largest category of HCB spending, representing approximately
19% of total HCB spending ($438 million) in FY 2024. All of this spending is accounted for in rates.

Figure 4 shows the amount built into hospital rates for financial assistance from FY 2014 through FY 2024,
in real 2024 dollars. The amounts built into hospital rates for financial assistance are based on the amount
of financial assistance that the hospitals provided to patients two years prior to the fiscal year. For example,
the amount of rate support provided to hospitals for financial assistance in FY 2024 is based on the amount
of financial assistance the hospitals provided to patients in FY 2022.22 Because this rate support is set
prospectively, the actual amount is not expected to align exactly. However, given the most recently
completed fiscal year is the best available projection of uncompensated care, the rate support should be
very indicative of expected uncompensated care. Additionally, because the policy updates each year, any
discrepancies caused by using prior year experience to project future uncompensated care will be

automatically accounted for in future rate support.

As insurance coverage expanded under the Affordable Care Act (ACA) in 2014 and subsequent years,
hospital patients needed less financial assistance. However, the need for financial assistance has increased
since FY 2019, resulting in larger amounts of funding being included in hospital rates for financial
assistance. Rate support for financial assistance decreased slightly in FY 2024. See Appendix E for more

details on the financial assistance methodology.

' MD. CODE. ANN., Health-Gen. § 19-214.1and COMAR 10.37.10.26(A-2).
22 The HSCRC calculates this amount as a percentage of total statewide hospital revenue, adjusted for inflation.

14




¢ maryland

@ health services

cost review commission

Figure 4. Rate Support for Financial Assistance (in Millions, Inflation-Adjusted),
FY 2014-FY 2024
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Maryland law sets minimum eligibility standards for patient income based on family income. In FY 2024,
hospitals were required to provide free care to patients under 200% of the federal poverty level (FPL),
reduced cost care to patients under 300% of the FPL, and reduced cost care to patients under 500% of the
FPL with medical debt that exceeds 25% of their annual income.?® Hospitals may provide financial
assistance to other patients. If a hospital is more generous in either the eligibility criteria in their financial
assistance policy or in the amount of assistance they provide to patients who qualify, that could increase
their spending on financial assistance. Legislation passed in 2025 changed some of these financial
assistance requirements effective October 2025; future community benefit reports will be updated

accordingly.

Staff reviewed hospital financial assistance policies and compared the income thresholds for patient
eligibility for free and reduced cost care in the policies with the eligibility requirements in law (Table 3). As

with prior years, staff noted variation in the content and format of the financial assistance policy documents.

2 MD. CODE. ANN., Health-Gen. § 19-214.1(b)(2)(i); COMAR 10.37.10.26(A-2)(2)(a) and COMAR 10.37.10.26(A-2)(3).
2¢ 2025 MD Laws Ch. 693 (to be codified at MD. CODE. ANN., Health-Gen. § 19-201; 19-214.1; 19-214.2; 19-301.
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Table 3. Number of Hospitals with Expanded Financial Assistance
Eligibility Criteria

# of Hospitals That
Type of Financial R o Provide Financial
Assistance Heinieny Alefallis ez Assistance to a Higher
Income Level
Free Care Family income at or below 200% FPL 23
Reduced Cost Care Family income between 201% and 300% FPL?® 42
Family income between 301% and 500% FPL, and
Reduced Cost Care . : )
; ; the medical debt incurred by the family over a
due to Financial ; o o 19
: 12-month period exceeds 25% of the family’s
Hardship income?

Workforce: Graduate Medical Education and Nurse Support Programs

The HSCRC builds the cost of GME into hospital rates, as well as the cost of nursing workforce education
and retention programs. GME is the cost of educating physician residents and interns. GME costs include
the direct costs (i.e., direct medical education, or DME) of wages and benefits for residents and interns,
faculty supervisory expenses, and allocated overhead. In FY 2024, DME costs in Maryland totaled $443

million.?”

The HSCRC’s NSP | and Il programs are aimed at addressing the short- and long-term nursing shortages
affecting Maryland hospitals. In FY 2024, the HSCRC provided over $19 million each in hospital rate
adjustments for NSP | and NSP |l. See Appendix C for detailed information about the funding provided to

specific hospitals through these programs.

Table 4 presents HCB expenditures for health professions education by activity. As with prior years, the
education of physicians and medical students (including the DME expenses described above) made up
most expenses in this category. The second highest category was the education of nurses and nursing

students, totaling $45 million, including the NSP expenses described above.

25 COMAR 10.37.10.26(A-2)(2)(a)(ii).
% MD. CODE. ANN., Health-Gen. § 19-214.1
2" The HSCRC's annual cost report.
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Table 4. Health Professions Education Activities and Costs, FY 2024

Health Professions Education

Net Community Benefit
with Indirect Cost

Net Community Benefit
without Indirect Cost

Physicians and Medical Students $617,888,302 $411,942,709
Nurses and Nursing Students $45,443,893 $28,211,888
Other Health Professionals $31,963,446 $21,947,184
5505045 53.422.6%
Other $2,454,147 $1,056,385
Total $702,849,634 $466,580,996

Categories of Community Benefit Activities
Hospitals must report on their community benefit activities in the following categories?® defined by the
HSCRC:

e Medicaid Costs: The cost of the Medicaid Deficit Assessment.

e Community Health Improvement Services: Activities that are carried out to improve community

health (such as community health education, health screenings, and clinics for uninsured people).

e Health Professionals Education: Educational programs that result in a degree, certificate, or
training that is necessary to be licensed to practice as a health professional or continuing education

that is necessary to retain state license or certification by a professional board.

e Mission-Driven/Subsidized Health Services: Services provided to the community that were
never expected to result in cash inflows that the hospital undertakes as a direct result of its
community or mission-driven initiatives—or which would otherwise not be provided in the
community if the hospital did not perform these services, including physician subsidies that address
gaps in physician availability.

e Research: Clinical research and community and health services research.

e Cash Donations and In-Kind Contributions: Resources donated by the hospital to organizations
outside the hospital.

e Community-Building Activities: Activities that address the underlying causes of health problems
and improve health status and quality of life services.

e Community Benefit Operations: Costs associated with staff, community health needs and/or

assets assessment, and other costs associated with community benefit strategy and operations.

% The categories of community benefits are described in detail in the HSCRC’s Community Benefit Reporting Guidelines and Standard
Definitions. The FY 2023 version of this document is available here:
https://hscrc.maryland.gov/Documents/CommBen/FY %202023/FY %202023%20Community%20Benefit%20Guidelines%20and%20De
finitions%20FINAL.pdf. These categories are similar—but not identical—to the federal community benefit reporting categories found in
Part | of IRS Form 990, Schedule H. https://www.irs.gov/pub/irs-pdf/f990sh.pdf
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See Appendix F for a detailed combined spreadsheet showing all hospitals’ costs, rate support, and

offsetting revenue across all categories.

As in previous years, hospitals spent the highest amount of their community benefit investments on

mission-driven health services, health professions education, and financial assistance. The rate support

hospitals received for financial assistance was greater than their financial assistance spending due to the

prospective methodology for building uncompensated care into hospital rates (Table 5).

Table 5. Total Community Benefit Expenditures, FY 2024

Percent of Net Community HEENL Eif
. . Net Community . Total CB
Community Benefit . Total CB Benefit Expense .
Benefit - Expenditures
Category E 2 Expenditure Less Rate
xpense s Support w/o Rate
Support
gg;‘f'mb“rsed Medicaid $6,623,580 0.28% $6,623,580 0.49%
Community Health $190,052,954 8.08% $155,971,965 11.43%
Services
Health Professions $708,301,854 30.10% $226,215,615 16.58%
Education
Mission Driven Health $894,975,693 38.03% $872,190,832 63.91%
Services
Research $15,433,883 0.66% $15,433,883 1.13%
Financial Contributions $53,337,456 2.27% $53,337,456 3.91%
Community Building $25,042,044 1.06% $25,042,044 1.83%
Community Benefit o o
Operations $18,730,333 0.80% $18,730,333 1.37%
Foundation $3,280,813 0.14% $3,280,813 0.24%
Financial Assistance $437,764,179 18.60% -$12,083,201 -0.89%
Total $2,353,542,789 100% $1,364,743,320 100%

Accounting for rate support significantly affects the distribution of expenses by category. Figure 5 shows

expenditures for each community benefit reporting category as a percentage of total community benefit

expenditures in FY 2024. Figure 5 also shows the percentage of expenditures by category for FY 2024 less

the amount supported through rates.

2 This amount excludes expenditures on community benefit activities that are offset by revenue.
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Figure 5. Percentage of Community Benefit Expenditures by Category
with and without Rate Support, FY 2024
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Direct and Indirect Costs

Total hospital community benefit spending includes both the direct cost of the activity provided in the
community and indirect costs. Indirect costs represent the proportion of total community benefit costs that
are not attributed to products and/or services but are necessary for general operations, including salaries
for human resources and finance departments, insurance, and overhead expenses.*® The HSCRC's
reporting instructions allow hospitals to report two indirect cost ratios: one for hospital/facility-based
activities and one for activities in the community.®! The “community-based” rate should be lower than the
hospital-based rate and should exclude the costs of hospital buildings, the billing office, laundry, and other
cost centers that should apply only to hospital-based programs. Table 6 presents the indirect cost ratios
reported by each hospital for each community benefit category.

There is significant variation between hospitals regarding the indirect cost ratios associated with
hospital-based community benefit activities. Indirect costs, as a percentage of total direct costs,
ranged from 28 to 137% for hospital-based community benefit activities. Four hospitals reported

that indirect costs of hospital-based community benefit activities exceeded direct costs (see the

30 The HSCRC specifies the methodology for calculating the indirect cost ratio. The cost ratio that hospitals report for community
benefit should align with the cost ratio that they report on Schedule M of their annual cost report to the HSCRC. Staff followed up with
hospitals whose indirect costs did not align with Schedule M. Many hospitals reported manually reducing their indirect cost ratio for
community benefits, as they felt the ratio derived from their Schedule M was inappropriately high for community benefits activities.

31 Some indirect costs are reported as a fixed dollar amount while others are a calculated percentage of the hospital’s reported direct
costs.
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“Hospital-Based CB Activities” column in Table 6). There is less variation between hospitals in their reported
indirect cost ratios for community-based services, but there are a few outliers. Three hospitals report

indirect cost ratios greater than 25% for community-based services.

Table 6. Hospital-Reported Indirect Cost Ratios, FY 2024
(Indirect Costs as a Percentage of Direct Costs)

Indirect Cost Ratio
Hospital Name Hospital-Base Cg;r;r::rc\:ig-
d CB Activities Activities

UM Shore Medical Center at Chestertown 136.90% 18.70%
Sheppard Pratt 119.78%

Adventist HealthCare Rehabilitation 118.72% 15.00%
MedStar Harbor Hospital 100.48%

UM Shore Medical Center at Easton 95.00% 10.30%
UM Charles Regional Medical Center 92.41% 15.79%
Saint Agnes Healthcare, Inc. 85.76% 10.00%
I\C/Ieer(]jtitrar Southern Maryland Hospital 82.45%

Mercy Medical Center 82.09% 10.00%
UM Harford Memorial Hospital 81.90% 12.30%
MedStar Montgomery Medical Center 81.89%

UM Baltimore Washington Medical Center 80.00% 13.30%
MedStar Good Samaritan Hospital 79.89%

Frederick Health Hospital 79.46% 79.46%
CalvertHealth Medical Center 76.70% 32.20%
Greater Baltimore Medical Center 76.37%

MedStar St. Mary's Hospital 74.90%

égx?g:ist HealthCare White Oak Medical 74.55% 15.00%
UMMC Midtown Campus 73.68% 13.12%
Qcé\éei;];llségr?tael:hCare Fort Washington 73.03% 15.00%
UM Capital Region Health 71.93% 10.70%
UM Upper Chesapeake Health 71.30% 8.10%
MedStar Franklin Square Medical Center 70.55%

Qcé\é?géllstcgr?g:hCare Shady Grove 70.01% 15.00%
UPMC Western Maryland 69.17% 35.82%
Mt. Washington Pediatric Hospital 68.30% 11.82%
Meritus Medical Center 68.23% 15.00%
UM Rehabilitation & Orthopaedic Institute 66.60% 10.60%
UM St. Joseph Medical Center 66.55%
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Indirect Cost Ratio
Hospital Name Hospital-Base C;;nsr::rgg-
d CB Activities g
Activities
MedStar Union Memorial Hospital 65.10%
Luminis Health Doctors Community o
Medical Center 64.39%
Suburban Hospital 62.53% 24.59%
TidalHealth McCready Pavillion 62.23%
Johns Hopkins Howard County Medical 61.26% 17.72%
Center
Sinai Hospital of Baltimore, Inc. 60.00% 12.00%
Carroll Hospital Center 60.00% 12.00%
Northwest Hospital Center, Inc. 60.00% 12.00%
Lifebridge Levindale Hebrew Geriatric 60.00%
Center and Hospital of Baltimore, Inc. S
GRMC, Inc. DBA Garrett Regional 58.28%
Medical Center
Luminis Health Anne Arundel Medical 57 93%
Center
University of Maryland Medical Center 56.37%
TidalHealth Peninsula Regional 53.30%
Johns Hopkins Bayview Medical Center 51.60% 16.80%
Johns Hopkins Hospital 41.10% 15.08%
Luminis Health McNew Family Health 40.90%
Center
Atlantic General Hospital Corporation 40.09% 25.00%
ChristianaCare, Union Hospital 34.00%
Holy Cross Hospital 33.60% 10.00%
Holy Cross Germantown Hospital 28.40% 10.00%

Offsetting Revenue and Mission-Driven Health Services

This report removes offsetting revenue from reported total community benefits. Offsetting revenue is defined
as any revenue generated by the activity or program. For example, any payment by patients for services
provided to those patients in a sliding-scale clinic would offset the total community benefit expenditures
reported by the hospital for that clinic. Other examples include restricted grants or contributions to the
hospital that are used to fund a portion of the hospital’s community benefit. Hospitals report offsetting

revenue to the HSCRC in their annual community benefit reports.

Hospitals reported over $1.1 billion in offsetting revenue for community benefit activities—the

majority for mission-driven health services, which are, by definition, intended to be services
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provided to the community that are not expected to result in revenue. Figure 6 presents the total FY

2024 offsetting revenue by community benefit category.

Figure 6. Offsetting Revenue by Category of Community Benefit Activity
for Maryland Hospitals, FY 2024

Total Offsetting Revenue for FY 2024 = $1,118.844,944

I

Offsetting revenue is different from rate-supported activities (described above). In general, hospitals do not
report rate support as offsetting revenue. The Medicaid deficit assessment is the exception. The Medicaid
deficit assessment (shown as “Medicaid assessments” in Figure 6, above) is a broad-based uniform
assessment to hospital rates that is set by the Maryland General Assembly. The hospitals pay this
assessment, but a portion of it is reimbursed back to the hospital through all-payer rates, which is then

reported as offsetting revenue.
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Table 7 presents offsetting revenue for mission-driven health services by hospital. As noted above,

mission-driven health services is the community benefit category that generates the most offsetting

revenue. However, mission-driven health services are not intended to create revenue. Instead,

mission-driven health services are intended to be services that hospitals undertake as a direct result of their

community or mission-driven initiatives, or because the services would otherwise not be provided in the

community. The hospitals are sorted by the proportion of total expenditures for mission-driven health

services that are offset by revenue. Nine hospitals did not report any offsetting revenue from mission-driven

health services. Sixteen hospitals reported offsetting revenue for 50% or more of their mission-driven

expenditures. After removing offsetting revenue, mission-driven health services remain the largest category

of community benefit activities, as shown in Table 5, above.

Table 7. Mission-Driven Health Services Expenditure and Offsetting Revenue

among Maryland Hospitals, FY 2024

Total Proportion | Community

Expenditure Offsettin of Total Benefit for

Hospital Name on Mission Revenueg Expenditur Mission
Driven e Offset by Driven
Services Revenue Services
UM Shore Medical Center at Easton $147,579,540 $117’2380’55 79.4% | $30,398,984
MedStar Southern Maryland Hospital Center $38,097,777 $27,846,024 73.1% $10,251,753
UM Shore Medical Center at Chestertown $32,188,679 $23,441,736 72.8% $8,746,943
Greater Baltimore Medical Center $175,882,706 $122’§71 A5 695% | $53,611,251
MedStar Franklin Square Medical Center $60,792,591 $41,396,485 68.1% $19,396,106
Adventist HealthCare White Oak Medical Center $58,752,030 $39,587,768 67.4% $19,164,262
MedStar Good Samaritan Hospital $22,265,666 $14,733,788 66.2% $7,531,878
MedStar Montgomery Medical Center $25,069,704 $16,298,954 65.0% $8,770,750
Adventist HealthCare Rehabilitation $4,962,486 $3,224,869 65.0% $1,737,617
Meritus Medical Center $167,099,463 $105"7‘51 9| 631% | $61,647,506
Atlantic General Hospital Corporation $15,074,686 $9,485,735 62.9% $5,588,951
UM Baltimore Washington Medical Center $48,798,577 $29,981,209 61.4% $18,817,369
MedStar Union Memorial Hospital $24,824,499 $15,045,694 60.6% $9,778,805
MedStar Harbor Hospital $23,675,218 $13,205,872 55.8% $10,469,346
MedStar St. Mary's Hospital $18,511,982 $10,232,869 55.3% $8,279,113
UPMC Western Maryland $97,418,685 $51,743,952 53.1% $45,674,733
Saint Agnes Healthcare, Inc. $47,623,359 $21,867,432 45.9% $25,755,927
University of Maryland Medical Center $27,849,468 $11,610,337 41.7% $16,239,131
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Total Proportion | Community

_ Exper:ndit_ure Offsetting of TOt.al Ber_1efi_t for

Hospital Name on M_lssmn Revenue Expenditur Mls_smn

Driven e Offset by Driven

Services Revenue Services

Northwest Hospital Center, Inc. $16,505,532 $6,846,279 41.5% $9,659,253
TidalHealth Peninsula Regional $74,153,143 $30,350,465 40.9% $43,802,678
Sinai Hospital of Baltimore, Inc. $78,413,720 $30,633,329 39.1% $47,780,391

Mt. Washington Pediatric Hospital $682,802 $266,554 39.0% $416,249
ChristianaCare, Union Hospital $31,145,545 $10,812,078 34.7% $20,333,467
UM Charles Regional Medical Center $15,071,614 $4,964,278 32.9% $10,107,335
Adventist HealthCare Shady Grove Medical Center $31,465,578 $10,347,669 32.9% $21,117,908
UM Capital Region Health $38,876,169 $12,556,436 32.3% $26,319,733
Adventist HealthCare Fort Washington Medical Center $8,823,136 $2,515,600 28.5% $6,307,535
GRMC, Inc. DBA Garrett Regional Medical Center $15,087,506 $3,923,696 26.0% $11,163,810
UM Rehabilitation & Orthopaedic Institute $3,500,757 $788,907 22.5% $2,711,850
Johns Hopkins Bayview Medical Center $11,215,679 $2,151,872 19.2% $9,063,807
UMMC Midtown Campus $25,113,345 $4,418,806 17.6% $20,694,538
Carroll Hospital Center $14,710,197 $2,011,275 13.7% $12,698,922
Suburban Hospital $17,132,240 $2,256,356 13.2% $14,875,884
Holy Cross Hospital $10,675,346 $1,381,106 12.9% $9,294,240
Luminis Health Anne Arundel Medical Center $56,824,905 $5,927,620 10.4% $50,897,285
CalvertHealth Medical Center $1,208,712 $104,261 8.6% $1,104,451
Johns Hopkins Hospital $19,863,188 $1,234,254 6.2% $18,628,934
Sheppard Pratt $23,100,771 $987,242 4.3% $22,113,528
Mercy Medical Center $21,947,729 $754,447 3.4% $21,193,283
EI;?tli)r::ggr}:, ﬁgmdale Hebrew Geriatric Center and Hospital of $1.172,763 $18,027 1.5% $1.154,736
Frederick Health Hospital $45,934,082 $0 0.0% $45,934,082
UM Harford Memorial Hospital $1,675,918 $0 0.0% $1,675,918

TidalHealth McCready Pavillion $0 $0 0.0% $0
Johns Hopkins Howard County Medical Center $16,595,759 $0 0.0% $16,595,759
UM Upper Chesapeake Health $20,440,085 $0 0.0% $20,440,085
Luminis Health Doctors Community Medical Center $17,876,521 $0 0.0% $17,876,521
UM St. Joseph Medical Center $44,091,857 $0 0.0% $44,091,857
Holy Cross Germantown Hospital $3,730,952 $0 0.0% $3,730,952
Luminis Health McNew Family Health Center $1,252,666 $0 0.0% $1,252,666
Total $1,704:1755’33 $809,t1357,25 47.5% $894,298,08
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Mission-Driven Health Services: Physician Gaps in Availability

As noted above, the mission-driven health services category is the largest category of community benefit
reported by Maryland hospitals. The mission-driven health services category includes subsidies that
hospitals provide to physicians to address gaps in physician availability to serve the hospital’s uninsured
population. Maryland law requires hospitals to justify the reporting of spending on physician subsides as a
community benefit.*2 Hospitals must provide a written description of gaps in the availability of providers to
serve their uninsured populations by specialty. Since FY 2021, hospitals have been required to separately
itemize all physician subsidies claimed by type and specialty. The most frequently reported gaps in FY 2024
were specialties other than those listed (reported by 37 hospitals), followed by obstetrics and gynecology
and psychiatry, then general surgery. Six hospitals reported no gaps in the availability of physicians to serve

their uninsured population. See Table 8.

Table 8. Number of Hospitals Reporting Gaps in Physician Availability by Specialty

Number
Gap in Physician Availability, by of
Specialty Hospital
S
No gaps reported 6
Other 37
Obstetrics & Gynecology 25
Psychiatry 25
Surgery 21
Pediatrics 19
Neurology 17
Emergency Medicine 16
Cardiology 15
Anesthesiology 12
Endocrinology, Diabetes &
Metabolism 12
Oncology-Cancer 12
Radiology 10
Urology 10
Ophthalmology 8
Neurological Surgery 7
Orthopedics 7
Internal Medicine 6

32 MD. CODE. ANN., Health-Gen. § 19-303(c)(4)(vi).
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Number
Gap in Physician Availability, by of
Specialty Hospital
S
Otolaryngology 5
Physical Medicine & Rehabilitation 5
Plastic Surgery 4
Family Practice/General Practice 3
Geriatrics 2
Pathology 2
Medical Genetics 1
Preventive Medicine 1

Community Health Needs Assessments

Federal law requires hospitals to conduct a CHNA every three years and develop an implementation plan
for addressing the community needs identified in the CHNA.3* The CHNA evaluates the health needs of the
community the hospital serves and identifies needs, gaps, assets, and resources as they relate to the
health of the community. CHNAs are supposed to be developed with robust community input. CHNAs help

the hospital set priorities for community benefits expenditures.

Appendix G shows maps indicating the coverage of hospitals’ primary service areas and community benefit
service areas (CBSAs), two ways of defining the community each hospital serves, as well as describing the
ways hospitals reported identifying their CBSAs. Hospitals report details about these communities, which
help inform decisions about HCB activities. Appendix H contains demographic statistics on each Maryland
county, similar to the measures hospitals may use. See Appendix | for a list of the data sources hospitals
reported on their FY 2024 narrative survey that they use in their HCB efforts. Appendix J provides links to

the most recent CHNA each hospital reported conducting.

Maryland requires hospitals to include information about their CHNA in their annual CBRs. The goal of this
reporting is to provide transparency about 1) the extent to which the hospital’s community benefit activities

are aligned with their CHNA and 2) the level of community involvement in the development of the CHNA.

3 Loyola University Chicago. (2024). Background on community health needs assessment.
https://hsd.luc.edu/ipath/communityhealthneedsassessment/backgroundoncommunityhealthneedsassessment/#:~:text=The%20CHNA
%20process%20helps%20not,the%20basis %200f%20tax%20exemption
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Spending on CHNA-Related Activities

Hospitals reported spending 42.5% of their net community benefit spending on CHNA-related activities, an
increase over the 37.2% of net community benefit spending that was for CHNA-related activities in FY
2023. Note that not all community benefit activities are expected to align with the CHNA. While CHNAs help
identify community health needs and priorities, some community benefit activities may address broader
community well-being, even if they do not directly relate to those specific identified needs. Further, because
CHNAs are conducted every three years, community benefit activities may address emerging community
health needs, e.g., the COVID-19 pandemic.

There was wide variation between individual hospitals, ranging from 0% to 97.4% of total community benefit

spent on CHNA-related activities. This wide variation was similar to what was reported in FY 2023. Table 9

presents each hospital’s net total community benefit spending, the net total spent on CHNA-related

activities, and the percentage of total spending on CHNA-related activities, along with the corresponding

percentage each hospital reported in FY 2023.

Table 9. CHNA Spending** as a Percentage of Net Community Benefit, FY 2024

. o s (2 i ST CHNA as Percent of
Hospital epf)r -e € on Reported Total Net CB Net CB
Priority Area Programs
FY 24 FY 23

Johns Hopkins Bayview Medical Center $101,093,781 $103,796,475 97.4% 67.0%
Johns Hopkins Hospital $352,476,842 $390,471,661 90.3% 80.3%
Suburban Hospital $34,284,753 $38,720,190 88.5% 65.8%
geRnl\’:le% Inc. DBA Garrett Regional Medical $11,830.775 $14.605,360 81.0% 66.9%
Jonns Hopkins Howard County Medical $28,106,962 $37,264,233 75.4% | 69.8%
MedStar Union Memorial Hospital $33,759,406 $45,615,482 74.0% 73.8%
UPMC Western Maryland $43,411,985 $64,224,306 67.6% 72.3%
MedStar Franklin Square Medical Center $43,396,256 $64,469,462 67.3% 70.5%
MedStar St. Mary's Hospital $11,090,108 $17,625,053 62.9% 68.2%
MedStar Harbor Hospital Center $18,740,153 $30,180,512 62.1% 65.3%
MedStar Montgomery Medical Center $10,766,929 $18,225,215 59.1% 55.2%
MedStar Good Samaritan Hospital $15,897,877 $27,101,362 58.7% 58.4%
Meritus Medical Center $46,281,069 $83,633,973 55.3% 47.3%
Mercy Medical Center $43,242,987 $79,078,035 54.7% 56.2%
UMMC Midtown Campus $20,648,523 $38,182,438 54.1% 2.0%
MedStar Southern Maryland Hospital Center $13,199,557 $24,868,619 53.1% 62.2%

34 Offsetting revenue has been removed.
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Hospital

Reported Net CB on CHNA
Priority Area Programs

Reported Total Net CB

CHNA as Percent of
Net CB

FY 24 FY 23

Northwest Hospital Center, Inc. $12,071,204 $23,315,792 51.8% 17.6%
Holy Cross Germantown Hospital $3,880,156 $8,328,443 46.6% 48.0%
TidalHealth McCready Pavillion $152,268 $329,768 46.2% 81.2%
TidalHealth Peninsula Regional $28,663,373 $70,519,865 40.6% 34.7%
Carroll Hospital Center $9,908,949 $24,730,815 40.1% 25.2%
Univ. of Maryland Harford Memorial Hospital $1,376,397 $3,798,355 36.2% 16.7%
UM Rehabilitation & Orthopaedic Institute $3,585,766 $10,118,263 35.4% 1.5%
Lifebridge Levindale Hebrew Geriatric o o

Center and Hospital of Baltimore, Inc. $1,418,790 $4,849,356 29.3% 31.3%
Holy Cross Hospital $12,403,257 $43,108,854 28.8% 27.8%
Iéuer:tlglrs Health Doctors Community Medical $20,140,077 $82.674.645 24 4% 15.5%
UM Upper Chesapeake Health $7,325,864 $31,477,002 23.3% 20.7%
Sheppard Pratt $7,832,546 $37,139,797 21.1% 15.3%
Luminis Health McNew Family Health Center $356,736 $2,118,665 16.8% 13.1%
University of Maryland Medical Center $42,110,500 $280,281,771 15.0% 0.5%
UM Baltimore Washington Medical Center $3,819,466 $29,170,817 13.1% 11.5%
CalvertHealth Medical Center $566,662 $5,380,493 10.5% 1.9%
I(_:L;rrr]\tlglrs Health Doctors Community Medical $3.792,765 $39.554,853 9.6% 32 8%
UM St. Joseph Medical Center $4,532,600 $54,313,276 8.3% 8.3%
UM Shore Medical Center at Chestertown $549,608 $9,994,510 5.5% 6.3%
UM Capital Region Health $2,127,351 $41,464,774 5.1% 2.6%
Frederick Health Hospital $2,404,662 $57,152,706 4.2% 4.4%
Advgnhst HealthCare Fort Washington $336,417 $9.971,145 3.4% 2.8%
Medical Center

UM Shore Medical Center at Easton $1,003,759 $38,199,045 2.6% 3.6%
Mt. Washington Pediatric Hospital $31,898 $1,896,030 1.7% 29.7%
ChristianaCare, Union Hospital $381,132 $23,149,242 1.6% 0.5%

Saint Agnes Healthcare, Inc. $770,619 $55,313,223 1.4% 3.8%

Sinai Hospital of Baltimore, Inc. $1,064,425 $113,077,839 0.9% 30.2%
Atlantic General Hospital Corporation $65,780 $7,711,731 0.9% 0.8%

UM Charles Regional Medical Center $92,715 $14,921,744 0.6% 8.8%

Adventist HealthCare Rehabilitation $11,332 $2,586,379 0.4% 23.9%
écei)\r/:tagr’ust HealthCare White Oak Medical $15,936 $36,745,335 0.0% 4.5%

Adventist HealthCare Shady Grove Medical $8.440 $44.519,875 0.0% 9.0%

Center
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. o s () i ST CHNA as Percent of
Hospital epf)r -e € on Reported Total Net CB Net CB
Priority Area Programs
FY 24 FY 23
Greater Baltimore Medical Center $10,000 $67,402,836 0.0% -0.3%
Total $1,001,039,413 $2,353,379,619 42.5% 37.2%
| Average: 33.2% | 30.9%

Hospitals also described the community benefit initiatives undertaken to address CHNA-identified needs in
the community. Table 10 summarizes the CHNA priority area categories most commonly addressed by
hospital initiatives in FY 2024. Appendix K shows the number of hospitals reporting initiatives to address

each of the full list of CHNA-identified community health needs.

Table 10. Top 5 CHNA Priority Area Categories Addressed by Hospitals

CHNA Priority Area ’I'_I‘::;‘si‘:;l‘;f
Settings and Systems - Community 37
Social Determinants of Health - Health Care Access and Quality 36
Health Behaviors - Preventive Care 31
Health Conditions - Mental Health and Mental Disorders 29
Health Conditions - Diabetes 27

CHNA Development Process

All Maryland nonprofit hospitals reported conducting CHNAs within the past three fiscal years, as required

by federal law. See Appendix L for the dates on which hospitals completed their last CHNAs.

Federal law requires hospitals to use input from individuals who represent the broad interests of the
community served by the hospital in their CHNA. Each hospital records the process for assessing
community needs and the findings from that process in a CHNA document that is made available to the
public. Hospitals also produce a plan for implementing activities to address the identified community
needs,®® which some include directly in the CHNA document and others provide separately. All Maryland
nonprofit hospitals reported adopting an implementation strategy. The CHNA document must also note any
community needs that were identified in prior CHNAs that have not been met and explain why they were not

addressed.

3 26 U.S.C. § 501(r)(3)(A)-(B).
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The CHNA document includes descriptions of the people and organizations with whom the hospital
collaborated on the assessment of community health needs. Hospitals reported collaborating with a broad
set of community organizations when developing their CHNAs. Table 11 shows the number of hospitals that

reported collaborating with various types of external organizations. See Appendices M and N for more detail
on these external participants.
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Table 11. Number of Hospitals that Collaborated with Selected Types of External
Organizations for Their Most Recent CHNA, FY 2024

Collaborator Type m‘:::sﬁ;g Hooskp?tfals
Post-Acute Care Facilities 20 43%
Local Health Departments 46 98%
Local Health Improvement Coalitions 44 94%
Other Hospitals 39 83%
Behavioral Health Organizations 42 89%

Community Benefit Administration

Hospitals report information on how they staff CHNA and HCB activities, whether they audit their community
benefit data, the role of the hospital board in their community benefit report, and whether community benefit

is included in the hospital’s strategic planning process.

Conducting CHNAs, developing implementation plans, and reporting HCB takes time and resources.
Hospitals have different approaches to staffing the administration of their community benefit activities and
reporting responsibilities. Most hospitals have invested in staff who are dedicated to community benefit
and/or population health. These staff play a key role in hospital CHNAs and community benefit activities, as

shown in Table 12.

Table 12. Number of Hospitals Reporting Staff in the Following Categories
Contributing to CB or CHNA Operations

Staff Category Mospitale | ' Hospitats
Population Health Staff 46 98%
Community Benefit Staff 43 91%
Community Benefit/Pop Health Director 45 96%

Appendix O details the types of staff involved in hospital CHNAs. Appendix P details the types of staff

involved in HCB activities.

All hospitals conducted some form of audit on the financial data they submitted to the HSCRC (Table 13).
These audits were mostly performed by hospital or hospital system staff, but 12 hospitals used third-party

auditors.
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Table 13. Hospital Audits of CBR Financial Spreadsheet

. Number of Hospitals
Staff or Entity Completing Audit
Conducting Audit

Yes No
Hospital Staff 42 5
System Staff 38 9
Third-Party 12 35
No Audit 0 47
Two or More Audit Types 37 10
Three or More Audit Types 8 39

Each nonprofit hospital is governed by a board. The majority (36) of the CBRs were reviewed by the
hospital boards (Table 14). Of the 11 CBRs that were not reviewed by the board, common reasons were
timing or because the board had delegated this authority to executive or financial staff or an external firm.
For example, several hospitals reported that their board meeting schedules were such that they did not
have the opportunity to review before the report deadline. These responses were similar to what was
reported in FY 2023.

Table 14. Hospital Board Review of the CBR

Board Number of
Review/Approva Hospitals
| Yes No
Financial Report
(Spreadsheet) 36 M
Narrative Report 36 11

Conclusion

Maryland’s community benefit reporting requirements are more extensive than the federal requirements. All
49 nonprofit hospitals in Maryland submitted the required information for FY 2024. Maryland hospitals’ FY
2024 community benefit expenditures totaled over $2.35 billion, or $1.37 billion after accounting for
activities that are funded through hospital rates set by the HSCRC. Total community benefit expenditures as
a percentage of hospital operating expenses remained constant at 11.3% between FY 2023 and FY 2024.
When the rate-supported activities are removed, community benefit expenses fell slightly from 6.6% to 6.5%
of operating expenses over the same period. All hospitals reported claiming exemption from federal and

state income taxes.
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All hospitals submitted a CHNA and CHNA implementation strategy. Most hospitals reported collaborating
with local health departments and health improvement coalitions, other hospitals, and behavioral health
organizations on their CHNAs. Most hospitals have dedicated staff for community benefit and/or population
health. Most reported that both hospital and system staff audit community benefit financial report data and

that the hospital board reviews the financial spreadsheet and the narrative report.

Staff identified the wide variation that remains in both the percentage of net community benefit hospitals
reported spending on CHNA-related activities and their indirect cost ratios as areas for continued review.
Future reporting instructions will also be updated to reflect 2025 legislative changes for financial assistance,

as well as for population health goals under the AHEAD Model once finalized.
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Appendix A. Comparison of Federal and State
Community Benefit Categories

Activities the Federal Government Defines as
HCB (Schedule H)

Activities Maryland Includes as HCB
(this list is not exclusive)

Net, unreimbursed costs of financial assistance
(free or reduced cost care)**

Financial assistance

Participation in means-tested government
programs, such as Medicaid**

Hospital contribution to the Medicaid Deficit
Assessment

Health professions education

Health professions education

Health services research

Research

Subsidized health services

Mission-driven health service

Community health improvement activities

A community health service

An operation related to a planned, organized, and
measured activity that is intended to meet
identified community health needs within a service
area

A planned, organized, and measured activity that
is intended to meet identified community health
needs within a service area is funded by a
foundation

Cash or in-kind contributions to other community
groups.

A financial contribution
Financial or in-kind support of the Maryland
Behavioral Health Crisis Response System.

Community-building activities.
Example: Investments in housing

A community-building activity, including
partnerships with community-based organizations
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Appendix B. Hospitals Submitting Community Benefit
Reports
Maryland Hospitals that Submitted CBRs in FY 2024, by System

Adventist HealthCare Luminis Health
Adventist HealthCare Fort Washington Medical Center | Luminis Health Anne Arundel Medical Center
Adventist HealthCare Rehabilitation I(':ZT,EQ:_S Health Doctors Community Medical
Adventist HealthCare Shady Grove Medical Center Luminis Health McNew Family Health Center
Adventist HealthCare White Oak Medical Center MedStar Health
Ascension MedStar Franklin Square Medical Center
Saint Agnes Healthcare, Inc. MedStar Good Samaritan Hospital
Christiana Care Health System, Inc. MedStar Harbor Hospital
Christiana Care, Union Hospital MedStar Montgomery Medical Center
Independent Hospitals MedStar Southern Maryland Hospital Center
Atlantic General Hospital Corporation MedStar St. Mary's Hospital
CalvertHealth Medical Center MedStar Union Memorial Hospital
Frederick Health Hospital TidalHealth
Greater Baltimore Medical Center TidalHealth McCready Pavilion®
Mercy Medical Center TidalHealth Peninsula Regional
Meritus Medical Center Trinity Health
Sheppard Pratt Holy Cross Germantown Hospital
Johns Hopkins Health System Holy Cross Hospital
Johns Hopkins Howard County Medical Center University of Maryland Medical System
Johns Hopkins Bayview Medical Center UM Baltimore Washington Medical Center
Johns Hopkins Hospital UM Capital Region Health
Suburban Hospital UM Charles Regional Medical Center
Jointly Owned Hospitals UM Rehabilitation & Orthopaedic Institute
Mt. Washington Pediatric Hospital®*’ UM Shore Regional Health
| LifeBridge Health UM St. Joseph Medical Center
Carroll Hospital Center UM Upper Chesapeake Health
|I:||febr'|dge LeV|r_1daIe Hebrew Geriatric Center and UMMC Midtown Campus
ospital of Baltimore, Inc.
Northwest Hospital Center, Inc. University of Maryland Medical Center
Sinai Hospital of Baltimore, Inc. UPMC
UPMC Western Maryland
West Virginia University Health System
GRMC, Inc. DBA Garrett Regional Medical
Center

% The TidalHealth McCready Pavilion is a Freestanding Medical Facility associated with Peninsula Regional.
37 Jointly owned by the University of Maryland Medical System and Johns Hopkins.
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Appendix C. FY 2024 Funding through Rates for HCB Activities

Regional
Hospital Name DME NSP | NSP Il Partnership Catalyst| Financial Assistance| Revenue for Reform| Total Rate Support
Grant Program
Adventist HealthCare Fort $0 $74,116 $74,112 $443,438 $2,483,775 $0 $3,075,440
Washington Medical Center
Adven.tllst HealthCare $0 $53,787 $0 50 $0 S0 $53,787
Rehabilitation
Adventist H.ealthCare Shady <0 $507,181 $507,180 $732,276 $12,104,066 $0 $13,850,703
Grove Medical Center
Adventlst. HealthCare White <0 4352794 $352 788 50 $7,357,468 $0 $8,063,049
Oak Medical Center
Atlantic G_eneral Hospital %0 $124,941 $124,944 $545,476 $871,531 $0 $1,666,891
Corporation
CalvertHealth Medical Center SO $170,684 $170,688 SO $3,148,670 SO $3,490,042
Carroll Hospital Center SO $258,148 $258,144 $268,909 $3,256,037 o) $4,041,239
ChristianaCare, Union Hospital SO $181,753 $181,752 SO $2,318,500 $1,005,692 $3,687,697
Frederick Health Hospital SO $S400,842 $400,848 $797,961 $5,490,100 SO $7,089,751
Balti Medical
gii:ir altimore Medica $7,.811,271 $495,095 $495,096 $550,297 $3,403,027 $0 $12,754,786
GRMC, Inc. DBA Garrett
Regional Medical Center SO $71,160 $71,160 SO $4,078,070 SO $4,220,390
:EIS\:)iCt;cl)ss Germantown $0 $141,904 $141,900 $0 $6,240,517 SO $6,524,321
Holy Cross Hospital $2,442,700 $573,097 $573,096 S0 $34,068,242 S0 $37,657,135
chr;r;(serHopkms Bayview Medical $29,452,247 $778,281 $778,284 $1,808,886 $24,377,000 $6,737,729 $63,932,427
Johns Hopkins Hospital $141,550,749 $2,832,180 $2,832,180 $6,298,293 $58,936,200 SO $212,449,602
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Regional
Hospital Name DME NSP | NSP Il Partnership Catalyst| Financial Assistance| Revenue for Reform| Total Rate Support
Grant Program

Johns Hopkins Howard County $0 $344,977 $344,976 $959,818 $8,132,000 $0 $9,781,771
Medical Center
Lifebridge Levindale Hebrew
Geriatric Center and Hospital of SO $74,238 $74,232 SO $2,070,826 SO $2,219,296
Baltimore, Inc.
Luminis Health Anne Arundel $8,116,363 $724,139 $724,140 $0 $4,392,499 $0 $13,957,140
Medical Center
Luminis Health Doctors

. . SO $263,081 $263,076 $372,138 $15,410,046 S0 $16,308,341
Community Medical Center
Luminis Health McNew Family $0 $9.169 $0 $0 488,700 $0 $97 869
Health Center
Medstar Franklin Square $10,241,155 $609,275 $609,276 $644,337 $18,457,288 $0 $30,561,331
Medical Center
HMOeS(lS;::{ Good Samaritan $2,413,642 $290,129 $290,124 $307,323 $9,833,762 S0 $13,134,980
MedStar Harbor Hospital $1,170,377 $201,748 $201,744 $212,964 $9,906,517 SO $11,693,350
gﬂﬁztrar Montgomery Medical 30 $192,884 $192,888 $0 $6,420,791 $0 $6,806,563
Medstar Southern Maryland $0 $299,186 $299,184 $2,356,962 $10,205,336 $0 $13,160,667
Hospital Center
MedStar St. Mary's Hospital SO $204,364 $204,360 $271,051 $5,530,383 SO $6,210,159
HM()es?)Sl:( Union Memorial $10,424,151 $442,853 $442,848 $484,129 $10,323,673 SO $22,117,653
Mercy Medical Center $4,963,684 $628,565 $628,560 $631,651 $25,572,579 SO $32,425,039
Meritus Medical Center $5,059,512 $430,476 $430,476 $1,196,458 $17,571,700 SO $24,688,622
Mt. Washington Pediatric $0 $60,326 $0 $0 $107,673 $0 $167,999
Hospital
Northwest Hospital Center, Inc. SO $301,665 $301,668 $309,396 $4,652,036 SO $5,564,764
Saint Agnes Healthcare, Inc. $6,889,024 $472,143 $472,140 $1,003,671 $15,110,119 SO $23,947,097
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Regional
Hospital Name DME NSP | NSP Il Partnership Catalyst| Financial Assistance| Revenue for Reform| Total Rate Support
Grant Program

Sheppard Pratt $2,391,274 $166,178 $0 $0 $7,956,433 $0 $10,513,885
Sinai Hospital of Baltimore, Inc. $19,852,029 $968,801 $968,796 $1,785,128 $14,180,752 $7,344,479 $45,099,985
Suburban Hospital $479,542 $392,502 $392,496 SO $8,728,792 SO $9,993,331
TidalHealth McCready Pavillion SO S5,788 $5,784 SO $177,500 SO $189,072
TidalHealth Peninsula Regional $10,875,500 $525,052 $519,264 $1,636,427 $13,170,300 SO $26,726,543
UM Baltimore Washington $589,257 $514,054 $514,056 $0 $6,370,000 $0 $7,987,367
Medical Center
UM Capital Region Health $4,424,928 $386,755 $386,760 $3,149,044 $7,867,489 $2,377,394 $18,592,370
Lcjxti?a”es Regional Medical 30 $175,776 $175,776 $403,995 $2,754,000 $0 $3,509,547
UM Rehabilitation & $1,580,466 $135,128 $135,132 $0 $1,357,000 S0 $3,207,726
Orthopaedic Institute
UM Shore Medical Center at %0 $43,464 $54,348 50 $605,000 $0 $702,812
Chestertown
Ea'\:tz:c’re Medical Center at $150,588 $285,433 $285,432 30 $4,626,000 $2,510,462 $7,857,915
UM St. Joseph Medical Center SO $431,503 $431,508 $446,826 $5,012,785 SO $6,322,622
UM Upper Chesapeake Health SO $366,389 $366,384 SO $3,188,000 SO $3,920,773
UMMC Midtown Campus $3,631,984 $245,010 $245,016 $1,881,709 $4,181,000 $2,809,105 $12,993,825
Univ. of.MaryIar.1d Harford %0 $119,935 $119,940 50 $638,000 $0 $877,875
Memorial Hospital
Lcjgr']‘gs'ty of Maryland Medical | ' ¢e e56,004 | $1,807,462 $1,807,464 $3,457,008 $22,233,000 $0 5198,160,938
UPMC Western Maryland SO $367,682 $367,680 $1,125,420 $14,882,200 SO $16,742,981

Total $443,366,447 $19,502,092 $19,217,700 $34,080,989 $449,847,380 $22,784,861 $988,799,469
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Appendix D. FY 2024 Community Benefit Analysis

Table D1. Hos

ital Operating Expenses and Community Benefit Expenses

Hospital Name

Total Hospital Operating

Total Net Community Benefit

Total CB as % of Total

Expense Expense Operating Expense
Adventist HealthCare Fort 0
Washington Medical Center 263,085,411 59,971,145 15.81%
Advenju'st HealthCare $68,580,685 $2,586,379 3.77%
Rehabilitation
Adventist HealthCare Shady $441,086,230 $44,519,875 10.09%
Grove Medical Center
Advgntlst HealthCare White Oak $317,242,531 436,745,335 11.58%
Medical Center
Atlantic General Hospital $169,587,689 $7,711,731 4.55%
Corporation
CalvertHealth Medical Center $164,446,825 $5,380,493 3.27%
Carroll Hospital Center $289,841,728 $24,730,815 8.53%
ChristianaCare, Union Hospital $193,170,384 $23,149,242 11.98%
Frederick Health Hospital $422,677,000 $57,152,706 13.52%
Greater Baltimore Medical Center $631,175,350 $67,402,836 10.68%
RMC, Inc. DBA Regi |
GRMC, Inc. DBA Garrett Regiona $57,842,000 $14,605,360 25.25%
Medical Center
Holy Cross Germantown Hospital $148,956,973 $8,328,443 5.59%
Holy Cross Hospital $518,718,021 $43,108,854 8.31%
e Bavyi .
Johns Hopkins Bayview Medical $783,511,000 $103,796,475 13.25%
Center
Johns Hopkins Hospital $3,267,971,000 $390,471,661 11.95%
Johns Hopkins Howard County 0
Medical Center $331,189,000 $37,264,233 11.25%
Lifebridge Levindale Hebrew
Geriatric Center and Hospital of $77,262,706 $4,849,356 6.28%
Baltimore, Inc.
Luminis Health Anne Arundel o
Medical Conter $639,587,000 $82,674,645 12.93%
Luminis Health Doctors o
Community Medical Center $259,599,000 $39,554,853 15.24%
Luminis Health McNew Family 0
Health Center $8,167,000 $2,118,665 25.94%
MedStar Franklin Square Medical $718,629,103 $64,469,462 8.97%
Center
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Hosbital Name Total Hospital Operating Total Net Community Benefit | Total CB as % of Total
P Expense Expense Operating Expense
Medstar Good Samaritan $318,459,961 $27,101,362 8.51%
Hospital
MedStar Harbor Hospital $244,442,802 $30,180,512 12.35%
MedStar Montgomery Medical $240,355,994 $18.225,215 7 58%
Center T e )
MedStar Southern Maryland $372,032,962 $24 868 619 6.68%
Hospital Center T T
MedStar St. Mary's Hospital $230,038,405 $17,625,053 7.66%
MedStar Union Memorial $532,389,932 $45,615,482 8.57%
Hospital
Mercy Medical Center $605,639,730 $79,078,035 13.06%
Meritus Medical Center $591,199,119 $83,633,973 14.15%
Mt. Washington Pediatric $70,797,599 $1.896,030 > 68%
Hospital 117 ,670, .
Northwest Hospital Center, Inc. $302,110,467 $23,315,792 7.72%
Saint Agnes Healthcare, Inc. $545,834,000 $55,313,223 10.13%
Sheppard Pratt $288,145,200 $37,139,797 12.89%
Sinai Hospital of Baltimore, Inc. $945,794,581 $113,077,839 11.96%
Suburban Hospital $390,538,000 $38,720,190 9.91%
TidalHealth McCready Pavillion $7,264,200 $329,768 4.54%
TidalHealth Peninsula Regional $477,491,000 $70,519,865 14.77%
UM Baltimore Washington $474,520,000 $29,170,817 6.15%
Medical Center
UM Capital Region Health $398,366,000 S41,464,774 10.41%
UM Charles Regional Medical $158,383,973 $14,921 744 9.42%
Center
UM Harford Memorial Hospital $56,289,000 $3,798,355 6.75%
UM.Rehab|I|tat|on & Orthopaedic $129,865,000 $10,118,263 779%
Institute
UM Shore Medical Center at $46,472,000 $9.994,510 21.51%
Chestertown
UM Shore Medical Center at $311,528,000 $38,199,045 12.26%
Easton
UM St. Joseph Medical Center $424,403,000 $54,313,276 12.80%
UM Upper Chesapeake Health $350,247,000 $31,477,002 8.99%
UMMC Midtown Campus $279,537,000 $38,182,438 13.66%
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Total Hospital Operating

Total Net Community Benefit

Total CB as % of Total

Ll LG Expense Expense Operating Expense
University of Maryland Medical $2.117,678,000 $280,281,771 13.24%
Center
UPMC Western Maryland $378,032,957 $64,224,306 16.99%
Total, All Hospitals $20,860,182,517 $2,353,379,619 11.28%
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Table D2. Rate-Supported Community Benefit, Including Financial Assistance

Amount of Total CB not Financial Financial
. Total Community Total CB not included in Assistance ;
Total Hospital . - . . ) Assistanc
. . Community Benefit included in hospital Amount Reported o
Hospital Name Operating - . o P . e as a % of
Benefit Amount hospital rates as % in Financial .
Expense 38 . . 40 . Operating
Expense included in rates of Operating Report
© - Expense
Rates Expense Submission
A B C D=B-C E=D/A F G=F/A
Adventist HealthCare
Fort Washington $63,085,411 $9,971,145 $3,075,440 $6,895,704 10.93% $2,245,578 3.56%
Medical Center
Adventist HealthCare $68,580,685 $2,586,379 $53,787 $2,532,592 3.69% $212,231 0.31%
Rehabilitation
Adventist HealthCare
Shady Grove Medical $441,086,230 $44,519,875 $13,850,703 $30,669,172 6.95% $14,854,649 3.37%
Center
Adventist HealthCare
White Oak Medical $317,242,531 $36,745,335 $8,063,049 528,682,286 9.04% $10,673,174 3.36%
Center
Atlantic General $169,587,689 $7,711,731 $1,666,891 $6,044,839 3.56% $871,531 0.51%
Hospital Corporation
gzg’teerrtHea'th Medical | «164 446 825 $5,380,493 $3,490,042 $1,890,451 1.15% $3,149,123 1.91%
Carroll Hospital Center $289,841,728 $24,730,815 S4,041,239 $20,689,576 7.14% $3,256,034 1.12%
ﬁg’;’;ﬂg?acare' Union 1 <193 170,384 $23,149,242 $3,687,697 | $19,461,545 10.07% $1,822,210 0.94%
Frederick Health
Hospital $422,677,000 $57,152,706 $7,089,751 $50,062,955 11.84% $992,479 0.23%

% Excludes expenditures on community benefit activities that are offset by revenue.
% Includes funding for financial assistance, DME, NSPI, NSPII, Regional Partnership Catalyst Grant, and Revenue for Reform.
40 The values in this column have been calculated by subtracting the total rate support each hospital received for charity care and the DME, NSPI, NSPII, Regional Partnership

Catalyst, and Revenue for Reform funding programs from the hospital’s total community benefit expense. Hospitals’ offsetting revenue has already been subtracted from the total
community benefit expense value.
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MmilnIvuIIL vi IVLWUI Wk 11VL 1 Inancial - -
. Total Community Total CB not included in Assistance Flnt_mmal
Total Hospital . - . . ) Assistanc
. . Community Benefit included in hospital Amount Reported P
Hospital Name Operating - - o .. . e as a % of
Benefit Amount hospital rates as % in Financial ]
Expense 38 . . %0 . Operating
Expense included in rates of Operating Report
= - Expense
Rates Expense Submission
Greater Baltimore $631,175350 | $67,402,836 | $12,754,786 | $54,648,050 8.66% $3,403,027 0.54%
Medical Center
GRMC, Inc. DBA
Garrett Regional $57,842,000 $14,605,360 $4,220,390 $10,384,970 17.95% $2,737,066 4.73%
Medical Center
Holy Cross _ $148,956,973 $8,328,443 $6,524,321 $1,804,122 1.21% $4,352,584 2.92%
Germantown Hospital
Holy Cross Hospital $518,718,021 543,108,854 $37,657,135 $5,451,719 1.05% $23,544,800 4.54%
Johns Hopkins Bayview | =« 05 <11 000 | $103,796,475 | $63,932,427 | $39,864,048 5.09% $24,377,000 3.11%
Medical Center
Johns Hopkins Hospital | $3,267,971,000 $390,471,661 $212,449,602 $178,022,058 5.45% 558,936,000 1.80%
Johns Hopkins Howard | = «5) 109 000 | ¢37264,233 | $9.781.771 | $27.482,462 8.30% $8,132,232 2.46%
County Medical Center
Lifebridge Levindale
Hebrew Geriatric $77,262,706 $4,849,356 $2,219,296 $2,630,060 3.40% $2,070,826 2.68%
Center and Hospital of
Baltimore, Inc.
Luminis Health Anne
Arundel Medical $639,587,000 $82,674,645 $13,957,140 $68,717,505 10.74% $4,392,499 0.69%
Center
Luminis Health Doctors
Community Medical $259,599,000 $39,554,853 $16,308,341 $23,246,512 8.95% $15,410,046 5.94%
Center
Luminis Health McNew | ¢ 167 600 $2,118,665 $97,869 $2,020,796 24.74% $88,700 1.09%
Family Health Center
MedStar Franklin
. $718,629,103 $64,469,462 $30,561,331 $33,908,131 4.72% $20,861,542 2.90%
Square Medical Center
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MIilInIvuIIL vI IWVLAI W7 11WVL ] Inancial - -
Total Hosbital Total Community Total CB not included in Assistance ::;?:t:':::
Hosbital Name o eratirr: Community Benefit included in hospital Amount Reported e as a % of
P E':( ensg Benefit Amount hospital rates as % in Financial o eration
P Expense® included in rates* of Operating Report Ep g
ot . xpense
Rates Expense Submission
MedStar Good $318,459 961 $27101,362 | $13,134980 | $13,966,382 4.39% $11,104,975 3.49%
Samaritan Hospital
HM;SCEI::{ Harbor $244 442 802 $30,180,512 | $11,693,350 | $18487,162 7.56% $11,371,834 4.65%
MedStar Montgomery |, 14 355 994 $18,225,215 $6,806,563 $11,418,652 4.75% $7,390,557 3.07%
Medical Center
MedStar Southern
Maryland Hospital $372,032,962 $24,868,619 | $13,160,667 | $11,707,951 3.15% $11,566,697 3.11%
Center
HM;:F')SI::{ St- Mary's $230,038,405 $17,625,053 $6,210,159 $11,414,894 4.96% $6,380,009 2.77%
MedStar Union $532,389,932 | $45,615482 | $22,117,653 | $23,497,828 4.41% $11,692,906 2.20%
Memorial Hospital
Mercy Medical Center | $605,639,730 $79,078,035 | $32,425039 | $46,652,996 7.70% $25,572,579 4.22%
('fiirt'zl:s Medical $591,199,119 $83,633,973 $24 688622 | $58945 351 9.97% $18,196,186 3.08%
Mt. Washington $70,797,599 $1,896,030 $167,999 $1,728,031 2.44% $107,673 0.15%
Pediatric Hospital
2':;:2‘:’?;2 Hospital $302,110,467 $23,315,792 $5 564 764 $17,751,028 5.88% $4,652,036 1.54%
>aint Agnes $545,834,000 | $55313,223 | $23,947,097 | $31,366,126 5.75% $16,832,991 3.08%
Healthcare, Inc.
Sheppard Pratt $288 145 200 $37.139,797 | $10513,885 | $26,625,912 9.24% $7,956,400 2.76%
Sinai Hospital of $945794,581 | $113,077,839 | $45099,985 | $67,977,853 7.19% $14,180,752 1.50%
Baltimore, Inc.
Suburban Hospital $390,538,000 $38,720,190 $9,993 331 $28,726,859 7.36% $8 729,000 2.24%
;';f/?lll'i"::'th McCready $7,264,200 $329,768 $189,072 $140,696 1.94% $177,500 2.44%
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IVwAl Wi 11VL

» «nancial

Total Hosbital Total Community Total CB not included in Assistance ::;?:t:':::
. >P Community Benefit included in hospital Amount Reported P
Hospital Name Operating Benefit A t h ital " % in Fi ial e as a % of
Expense enerti . moun ] ospita rates as . () INn Financia operating
Expense® included in rates* of Operating Report Exbense
Rates® Expense Submission p
;f;'oan"’l"th Peninsula $477,491,000 $70,519,865 $26,726,543 | $43,793,322 9.17% $1,966,890 0.41%
UM Baltimore
Washington Medical $474.520,000 $29,170,817 $7,987,367 $21,183,449 4.46% $6,370,000 1.34%
Center
UM Capital Region 0 0
Health $398,366,000 $41,464,774 | $18592,370 | $22,872,404 5.74% $6,771,000 1.70%
&'\: d(i::jréisn?:f'o”a' $158,383,973 $14,921,744 $3,509,547 $11,412,197 7.21% $2,753,782 1.74%
ﬂ(’i;f;ord Memorial $56,289,000 $3 798,355 $877,875 $2,920,480 5.19% $638,000 1.13%
UM Rehabilitation & $129,865,000 | $10,118,263 | $3,207,726 $6,910,537 5.32% $1,357,000 1.04%
Orthopaedic Institute
UM Shore Medical $46,472,000 $9,994,510 $702,812 $9,291,698 19.99% $605,000 1.30%
Center at Chestertown
g(’:::ti P;‘:teE';/'Si:'nca' $311,528,000 $38,199,045 $7,857,915 $30,341,130 9.74% $5,321,000 1.71%
g(’;:;tr Joseph Medical |« /1 103,000 $54,313,276 $6,322,622 $47,990,654 11.31% $5,356,000 1.26%
UM Upper Chesapeake | <350 547000 | $31,477,002 | $3,920773 | $27,556,229 7.87% $3,188,000 0.91%
Health
g::'n'\F’J'SSM'dtOW” $279,537,000 | $38,182,438 | $12,993,825 | $25,188,613 9.01% $4,181,000 1.50%
&r::j’?cr;'tge‘:;'ewrary'a”d $2117,678,000 | $280,281,771 | $198,160,938 | $82,120,834 3.88% $22.233,000 1.05%
&:%fameSter” $378,032,957 $64224306 | $16,742,981 | $47,481,325 12.56% $14,728,082 3.90%
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MmanIvuIIiL vi
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. Total Community Total CB not included in Assistance Flnt_mmal
Total Hospital . - . . ) Assistanc
. . Community Benefit included in hospital Amount Reported P
Hospital Name Operating - - o .. . e as a % of
Benefit Amount hospital rates as % in Financial ]
Expense 38 . . %0 . Operating
Expense included in rates of Operating Report
39 . . Expense
Rates Expense Submission
Total, All Hospitals $20'86(;’182'51 $2,353,379,619 | $988,799,469 | $1,364,580,150 6.54% $437,764,179 2.10%
Averages, All Hospitals | $425,718,011 $48,028,155 $20,179,581 $27,848,574 7.40% $8,933,963 2.20%
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Appendix E. Methodology for Rate Support for
Uncompensated Care, including Financial Assistance

Financial assistance amounts reported by hospitals in their community benefit reports (CBRs) may not
match the financial assistance amounts applied in their global budgets for the same year. The financial
assistance amounts in rates are part of the HSCRC’s uncompensated care (UCC) policy, which is a
prospective policy applied at the beginning of the rate year. In contrast, the amounts reported by hospitals in
their GBRs are retrospective.

The HSCRC calculates the amount of UCC provided in hospital rates at each regulated Maryland hospital
using a multi-step process:

1. Statewide Actual UCC in All-Payer Hospital Rates: The HSCRC builds UCC funding into
hospital rates based on the total amount of charity care and bad debt reported by all acute hospitals
for the previously completed fiscal year. The UCC markup to hospital rates is based on statewide
actual UCC, expressed as a percentage of gross patient revenue, and is applied uniformly to acute
care hospital rates statewide. For example, in rate year (RY) 2026, HSCRC staff will use RY 2024
statewide UCC experience of 3.99 percent to determine the UCC amount built into all hospital

rates.

2. Hospital Payments or Contributions to the UCC Fund: The UCC Fund is then used to

redistribute funds from hospitals with lower rates of UCC to hospitals with higher rates of UCC.

i Hospital-Specific Actual UCC: The HSCRC uses gross patient revenue as reported on
the hospitals’ annual financial filings for the previous year to determine the hospital-specific

actual UCC for each hospital.

ii. Hospital-Specific Predicted UCC: The HSCRC uses a logistic regression model to predict
a hospital's expected amount of UCC. This model takes into account Area Deprivation
Index (ADI), payer type, and site of care.

iii. Blended Actual and Predicted UCC: The HSCRC calculates a 50/50 blend between the
hospital-specific actual UCC (described in step i) and the hospital-specific predicted UCC
(described in step ii). All individual hospital values for payment or withdrawal from the UCC

Fund are then normalized to ensure that the UCC fund is redistributive in nature.

i Determining hospital contribution/withdrawals: The 50/50 blend (step iii) for each
hospital is subtracted from the amount of state-wide actual UCC funding provided in rates

(step 1) and multiplied by the hospital’s global budget revenue (GBR) to determine how
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much each hospital will either withdraw from or pay into the statewide UCC Fund. The
Fund is the mechanism through which the HSCRC ensures the burden of uncompensated
care is shared by all hospitals. Specifically, if a hospital’s 50/50 blend is less than the
statewide average UCC rate (determined in step 1), the hospital will pay into the UCC
Fund. Conversely, if a hospital’s 50/50 blend is greater than the statewide average UCC

rate, the hospital will withdraw from the Fund.

Table E1. UCC Methodology Example ($ Millions)

Statewide actual UCC in | Hospital Payments or Contributions to the UCC
all-payer hospital rates | fund.
Step 1 [Step2() ] Step 2(ii) [ Step 2(iii) | Step 2(iv)
A B C=AXB (D E F=AvgD |G=(F-B)XA
&E
GBR | Prior Year | UCC Prior Year | Predicted Hospital-S | (Payment) or
Statewide Funding Hospital- Hospital-sp | pecific Withdrawal
UCC Rate Provided Specific ecific UCC | 50/50 from UCC
in Rates UCC Rate | Rate Blend Fund
Hospital | $300 | 5% $15 3% 4% 3.50% ($4.50)
A
Hospital | $300 | 5% $15 7% 6% 6.50% $4.50
B

The use of blended actual and predicted UCC to determine the amount of hospital contributions and
withdrawals from the UCC funds serves to balance the policy goals of reimbursing hospitals for UCC
provided to low-income patients while also incentivizing hospitals to minimize bad debt by encouraging
them to use reasonable means to collect debt from patients who can afford to pay. Incorporating predicted
UCC into this methodology provides hospitals with a financial incentive to collect payments (rather than
writing debt off as bad debt without attempting to collect) so that UCC costs do not rise too quickly. This
approach is critical to supporting Maryland’s unique UCC system and ensuring access to care for

low-income patients in the long run.

48




s

maryland

health services

cost review commission

Appendix F. FY 2024 Hospital Community Benefit Aggregate Data

Community Community
Line Indirect HSCRC Offsettin Benefit*' less Benefit less
Type of Activity Direct Cost Rate g rate support, rate support,
Item Cost Revenue . . .
Support including without
Indirect Cost Indirect Cost
Unreimbursed Medicaid Costs
T99 Medicaid Assessments | $250,408,756 | «2 | | $243,785176 | $6,623580 | $6,623,580
Community Health Services
A10 Community Health Education $15,504,807 $8,309,385 $570,011 $1,906,913 $21,337,268 $13,027,883
A11 Support Groups $2,814,708 $1,880,505 $880 $35,607 $4,658,726 $2,778,220
A12 Self-Help $1,943,620 $926,589 $265,387 $2,604,822 $1,678,233
A20 Community-Based Clinical Services $26,626,201 $7,927,266 $8,967,630 $25,585,837
A21 Screenings $5,000,455 $3,965,567 $2,512,705 $6,453,318 $2,487,751
A22 One-Time/Occasionally Held Clinics $1,501,672 $82,570 $1,584,242 $1,501,672
A23 Clinics for Underinsured and Uninsured $6,236,643 $2,275,189 $1,616,088 $6,895,743 $4,620,555
A24 Mobile Units $3,416,095 $1,514,074 $1,626,196 $3,303,973 $1,789,899
A30 Health Care Support Services $83,706,267 $35,666,315 | $4,857,222 $11,243,878 $103,271,482 $67,605,167
A40 Other $7,583,207 $2,929,314 $728,741 $1,583,091 $8,200,689 $5,271,375
A99 Total $154,333,676 | $65,476,773 | $6,156,854 $29,757,495 $183,896,100 $118,419,327
Health Professions Education
. . $205,945,59
B10 Physicians/Medical Students $423,235,564 3 $629,282 $10,663,572 $617,888,302 $411,942,709
B20 Nurses/Nursing Students $32,705,538 $17,232,006 | $4,477,961 $45,443,893 $28,211,888
B30 Other Health Professionals $22,210,494 $10,016,262 $263,310 $31,963,446 $21,947,184
41 “Net Community Benefit” refers to hospitals' costs minus their offsetting revenue and rate support totals.
“2 Blank cells indicate a value of 0.
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https://www.adventisthealthcare.com/app/files/public/06933932-0e5e-4a74-b2a9-31e3e00a18e9/2023-CHNA-PGCHD.pdf
https://www.adventisthealthcare.com/app/files/public/06933932-0e5e-4a74-b2a9-31e3e00a18e9/2023-CHNA-PGCHD.pdf
https://www.adventisthealthcare.com/app/files/public/0327fd02-1252-4e44-819c-c85040001919/2023-CHNA-MCHC.pdf
https://www.adventisthealthcare.com/app/files/public/0327fd02-1252-4e44-819c-c85040001919/2023-CHNA-MCHC.pdf
https://www.luminishealth.org/sites/default/files/2022-10/CHNA-2022-Anne-Arundel-Co1_0.pdf
https://www.atlanticgeneral.org/images/AGH-2339-Community-Needs-Assessment-Rpt-2022-WEB.pdf
https://www.healthycalvert.org/content/sites/calverthospital/CHNA/2023/CalvertHealth_FY_2023-2025_CHNA_Report_Final.pdf
https://www.healthycalvert.org/content/sites/calverthospital/CHNA/2023/CalvertHealth_FY_2023-2025_CHNA_Report_Final.pdf
https://lifebridgehealth.org/sites/default/files/2024-06/2024%20Carroll%20Hospital%20CHNA.pdf
https://www.uhcc.com/about-us/community-benefit/reports/
https://www.luminishealth.org/sites/default/files/2022-11/2022-Prince-Georges-County-CHA-Luminis.pdf
https://www.frederickhealth.org/documents/page%20links/community%20health/2022-Frederick-County-CHNA-final_202204290701407122.pdf
https://www.frederickhealth.org/documents/page%20links/community%20health/2022-Frederick-County-CHNA-final_202204290701407122.pdf
https://mygarrettcounty.com/cha2024/
https://www.gbmc.org/our-community/community-health-needs-assessment
https://www.holycrosshealth.org/about-us/community-involvement/community-benefit-planning/community-health-needs-assessment
https://www.holycrosshealth.org/about-us/community-involvement/community-benefit-planning/community-health-needs-assessment
https://www.hopkinsmedicine.org/-/media/johns-hopkins-howard-county/documents/2022_community_health_needs_assessment_and_implementation_strategy.pdf
https://www.hopkinsmedicine.org/-/media/johns-hopkins-howard-county/documents/2022_community_health_needs_assessment_and_implementation_strategy.pdf



https://www.hopkinsmedicine.org/-/media/about/documents/community-health/health-needs-assessment/jhh-bmc-chna-2024.pdf
https://www.hopkinsmedicine.org/-/media/about/documents/community-health/health-needs-assessment/jhh-bmc-chna-2024.pdf
https://lifebridgehealth.org/sites/default/files/2024-06/2024%20Levindale%20Hospital%20CHNA.pdf
https://www.luminishealth.org/sites/default/files/2022-10/CHNA-2022-Anne-Arundel-Co1_0.pdf
https://bluetoad.com/publication/?i=821502&p=&pn=
https://mdmercy.com/-/media/files/about-mercy/policies-and-documents/2024-chna.ashx
https://www.meritushealth.com/about/CHNA
https://www.mwph.org/community/community-health-needs-assessment-and-reports
https://lifebridgehealth.org/sites/default/files/2024-06/2024%20Northwest%20Hospital%20CHNA.pdf
https://healthcare.ascension.org/-/media/healthcare/compliance-documents/maryland/2023-chna-ascension-st-agnes-part-1.pdf
https://healthcare.ascension.org/-/media/healthcare/compliance-documents/maryland/2023-chna-ascension-st-agnes-part-1.pdf
https://www.sheppardpratt.org/chna/
https://lifebridgehealth.org/sites/default/files/2024-06/2024%20Sinai%20Hospital_GMC%20CHNA.pdf



https://www.hopkinsmedicine.org/-/media/about/documents/community-health/health-needs-assessment/montgomery-county-chna-2022.pdf
https://www.hopkinsmedicine.org/-/media/about/documents/community-health/health-needs-assessment/montgomery-county-chna-2022.pdf
https://www.tidalhealth.org/community-outreach-partners/community-health-research-data
https://www.umms.org/bwmc/community/assessment-plan
https://www.umms.org/capital/-/media/files/um-capital/community/community-reports/2022-community-health-assessment.pdf?upd=20221109201957
https://www.umms.org/capital/-/media/files/um-capital/community/community-reports/2022-community-health-assessment.pdf?upd=20221109201957
https://www.umms.org/charles/community/assessment-implementation-plan
https://www.umms.org/rehab/-/media/files/um-rehab/community/community-health-needs-assessment/202324-baltimore-city-chna.pdf?upd=20240910132354
https://www.umms.org/rehab/-/media/files/um-rehab/community/community-health-needs-assessment/202324-baltimore-city-chna.pdf?upd=20240910132354
https://www.umms.org/shore/-/media/files/um-shore/community/community-health-reports/chna-2022.pdf
https://www.umms.org/sjmc/community/assessment
https://www.umms.org/uch/community/assessment-and-implementation-plan
https://www.umms.org/ummc/-/media/files/umms/community/needs-assessment/202324-baltimore-city-chna.pdf?upd=20240821134641
https://www.umms.org/ummc/-/media/files/umms/community/needs-assessment/202324-baltimore-city-chna.pdf?upd=20240821134641
https://dam.upmc.com/-/media/upmc/about/community-commitment/documents/2022-chna/western-central-pa-and-maryland-chna-report.pdf?la=en&rev=44b0cd3152a54b179109565789740f8c&hash=B89293109EFB4E8C9FE83708B96A7ECD
https://dam.upmc.com/-/media/upmc/about/community-commitment/documents/2022-chna/western-central-pa-and-maryland-chna-report.pdf?la=en&rev=44b0cd3152a54b179109565789740f8c&hash=B89293109EFB4E8C9FE83708B96A7ECD
https://dam.upmc.com/-/media/upmc/about/community-commitment/documents/2022-chna/western-central-pa-and-maryland-chna-report.pdf?la=en&rev=44b0cd3152a54b179109565789740f8c&hash=B89293109EFB4E8C9FE83708B96A7ECD
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