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2679A Johns Hopkins Health System
2680A University of Maryland Medical Center- WITHDRAWN
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Johns Hopkins Health System
Johns Hopkins Health System
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Subjects of General Applicability
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7. Presentation: Summary of Physician Cost Report
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. INTRODUCTION

Johns Hopkins Health System (“System’) filed an application with the HSCRC on September 2,
2025, on behalf of its member hospitals (the “Hospitals”), Johns Hopkins Hospital and Johns Hopkins
Bayview Medical Center, for an alternative method of rate determination, pursuant to COMAR 10.37.10.06.
The System requests approval from the HSCRC to continue to participate in a global price arrangement for
cardiovascular services, spine surgery, CAR-T and certain cancer and bone marrow transplants with One
Team Health, an international TPA. The System requests approval of the arrangement for a period of one

year beginning October 1, 2025.

Il. OVERVIEW OF APPLICATION

The contract will continue to be held and administered by Johns Hopkins HealthCare, LLC
("JHHC"), which is a subsidiary of the System. JHHC will continue to manage all financial transactions
related to the global price contract including payments to the Hospitals and bear all risk relating to regulated

services associated with the contract.

lll. FEE DEVELOPMENT

The hospital portion of the new global rates for solid organ transplants was developed by
calculating mean historical charges for patients receiving the procedures for which global rates are to be
paid. The remainder of the global rate is comprised of physician service costs. Additional per diem

payments were calculated for cases that exceed a specific length of stay outlier threshold.

IV. IDENTIFICATION AND ASSESSMENT OF RISK

The Hospitals will continue to submit bills to JHHC for all contracted and covered services. JHHC is
responsible for billing the payer, collecting payments, disbursing payments to the Hospitals at their full
HSCRC approved rates, and reimbursing the physicians. The System contends that the arrangement

among JHHC, the Hospitals, and the physicians holds the Hospitals harmless from any shortfalls in
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payment from the global price contract. JHHC maintains it has been active in similar types of fixed fee

contracts for several years, and that JHHC is adequately capitalized to bear risk of potential losses.

V. STAFF EVALUATION

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

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

VI. STAFF RECOMMENDATION

The staff recommends that the Commission approve the Hospitals’ request for participation in an
alternative method of rate determination for cardiovascular services, spine surgery, CAR-T and certain cancer
and bone marrow transplants for a one-year period commencing October 1, 2025, and that this approval be
contingent upon the execution of the standard Memorandum of Understanding ("MOU"). The Hospitals will

need to file a renewal application for review to be considered for continued participation.

Consistent with its policy paper regarding applications for alternative methods of rate determination,
the staff recommends that this approval be contingent upon the execution of the standard Memorandum of
Understanding ("MOU") with the Hospitals for the approved contract. This document would formalize the
understanding between the Commission and the Hospitals, and would include provisions for such things as
payments of HSCRC-approved rates, treatment of losses that may be attributed to the contract, quarterly and
annual reporting, confidentiality of data submitted, penalties for noncompliance, project termination and/or

alteration, on-going monitoring, and other issues specific to the proposed contract. The MOU will also

stipulate that operating losses under the contract cannot be used to justify future requests for rate increases.
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. INTRODUCTION

Johns Hopkins Health System (“System”) filed an application with the HSCRC on September 2,
2025, on behalf of its member hospitals (the “Hospitals”), Johns Hopkins Hospital, Johns Hopkins Bayview
Medical Center, Johns Hopkins Howard County General Hospital, and Suburban Hospital, for an alternative
method of rate determination, pursuant to COMAR 10.37.10.06. The System requests approval from the
HSCRC to continue to participate in a global price arrangement for bariatric surgery, oncology surgery
procedures, anal rectal surgery, spine surgery, thyroid parathyroid, joint replacements, neurosurgery
procedures, VAD procedures, pancreas surgery, cardiovascular services, musculoskeletal surgical
procedures, solid organ and bone marrow transplants, Executive Health services, eating disorders,
Cochlear implants, gall bladder surgery, CAR-T, ankle repairs, hernia and nephrectomy with Assured
Partners. The System requests approval of the arrangement for a period of one year beginning October 1,
2025.

Il. OVERVIEW OF APPLICATION

The contract will continue to be held and administered by Johns Hopkins HealthCare, LLC
("JHHC"), which is a subsidiary of the System. JHHC will continue to manage all financial transactions
related to the global price contract including payments to the Hospitals and bear all risk relating to regulated

services associated with the contract.

Ill. FEE DEVELOPMENT

The hospital portion of the new global rates for solid organ transplants was developed by
calculating mean historical charges for patients receiving the procedures for which global rates are to be
paid. The remainder of the global rate is comprised of physician service costs. Additional per diem

payments were calculated for cases that exceed a specific length of stay outlier threshold.

IV. IDENTIFICATION AND ASSESSMENT OF RISK
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The Hospitals will continue to submit bills to JHHC for all contracted and covered services. JHHC is
responsible for billing the payer, collecting payments, disbursing payments to the Hospitals at their full
HSCRC approved rates, and reimbursing the physicians. The System contends that the arrangement
among JHHC, the Hospitals, and the physicians holds the Hospitals harmless from any shortfalls in
payment from the global price contract. JHHC maintains it has been active in similar types of fixed fee

contracts for several years, and that JHHC is adequately capitalized to bear risk of potential losses.

V. STAFF EVALUATION

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

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

VI. STAFF RECOMMENDATION

The staff recommends that the Commission approve the Hospitals’ request for participation in an
alternative method of rate determination for bariatric surgery, oncology surgery procedures, anal rectal
surgery, spine surgery, thyroid parathyroid, joint replacements, neurosurgery procedures, VAD procedures,
pancreas surgery, cardiovascular services, musculoskeletal surgical procedures, solid organ and bone
marrow transplants, Executive Health services, eating disorders, Cochlear implants, gall bladder surgery,
CAR-T, ankle repairs, hernia and nephrectomy for a one-year period commencing October 1, 2025, and that
this approval be contingent upon the execution of the standard Memorandum of Understanding ("MOU"). The

Hospitals will need to file a renewal application for review to be considered for continued participation.

Consistent with its policy paper regarding applications for alternative methods of rate determination,
the staff recommends that this approval be contingent upon the execution of the standard Memorandum of
Understanding ("MOU") with the Hospitals for the approved contract. This document would formalize the
understanding between the Commission and the Hospitals and would include provisions for such things as
payments of HSCRC-approved rates, treatment of losses that may be attributed to the contract, quarterly and
annual reporting, confidentiality of data submitted, penalties for noncompliance, project termination and/or

alteration, on-going monitoring, and other issues specific to the proposed contract. The MOU will also

stipulate that operating losses under the contract cannot be used to justify future requests for rate increases.
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This document contains the draft staff recommendations for updating the Market Shift methodology.
Please submit comments on this draft to the Commission by Wednesday October 15, 2025, via email to
allani.pack@maryland.gov
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Variable Cost Factor — The percentage of charges required to reimburse a hospital for the
variable costs (supplies, drugs, etc.) associated with increases in volume. The historical standard
by which the industry and the Commission evaluates volume funding adequacy is 50 percent, as
prior analyses indicated that 50 percent of all service charges on average covers fixed costs and
50 percent covers variable costs. This value is not uniform by service line.

Service Lines — Groupings of services into higher level categories that reflect similar clinical
delivery. Service lines are utilized to determine market shifts in the Market Shift methodology

Equivalent Case Mix Adjusted Discharges (ECMADS) — Often referred to as casemix, ECMADS
are a volume statistic that account for acuity, as not all services require the same level of care
and resources.

AHEAD - Achieving Healthcare Efficiency through Accountable Design

CMS - Centers for Medicare & Medicaid Services

CY - Calendar year

FFS - Fee-for-service

FY - Fiscal Year, typically refers to a State fiscal year from July 1 through the following June 30
FFY - Federal fiscal year refers to the period of October 1 through September 30

GBR - Global Budget Revenue

HSCRC - Health Services Cost Review Commission

RY - Rate year, which is July 1 through June 30 of each year

TCOC - Total Cost of Care
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This draft policy update reflects a mature evolution of Maryland’s Total Cost of Care model, addressing
real-world data challenges, aligning incentives, and enhancing responsiveness to system change. The
revised Market Shift methodology ensures the program remains financially sound, statistically valid, and
adaptable—in line with both the original intent of the GBR model and the forward-looking goals of the
upcoming AHEAD Model.

As part of the All-Payer Model (2014) and the Total Cost of Care Model (2019), Maryland transformed its
healthcare system to a population-based model, moving from volume-based payments to focusing on
total hospital spending per capita and outcomes: readmissions, in-hospital complications, potentially
avoidable utilization, and total cost of care, among others. The State exceeded all contractual targets
through 2024.1

A key component was the Global Budget Revenue (GBR) methodology, which provided hospitals with
annual prospective budgets. To address population-related utilization changes and market shifts, the
HSCRC developed at the start of the All-Payer Model the Demographic Adjustment and Market Shift
Adjustment methodologies. The Demographic Adjustment accounts for age-adjusted growth/decline.

The Market Shift Adjustment evaluates patient movement between hospitals, transferring funds at a 50
percent variable cost factor. This aimed to ensure a competitive market while controlling statewide volume
growth. In 2019, the HSCRC maodified the Market Shift policy in keeping with the long standing
Commission tradition to constantly review and evolve policies.? However, concerns have emerged
regarding the accuracy of the 50 percent variable cost factor and the overall reliability of the market shift.
Stakeholders argue that:

a) The 50 percent variable cost factor provides inadequate funding for growing hospitals and may retain
excess revenue for declining ones, leading to inefficiencies.

b) Granular market shift calculations for small regions or service lines can be statistically unstable and
inaccurate.

c) During major system realignments, the policy is too imprecise and delayed to account for events like
facility closures or intersystem shifts.

To address these, staff have engaged technical experts from the field in a Volume Workgroup since July
2025 and discussed three potential changes:
e Variable Cost Factor: Re-evaluating the calculation to determine its accuracy and to differentiate
between inpatient/outpatient and surgical/medical services.

1 Limiting all-payer hospital spending per capita in line with the growth of the economy, saving Medicare a total of at least $795
million by keeping Maryland’s Medicare per beneficiary growth below the national growth rate (currently the State has cumulatively
saved $3.6 billion), reducing Medicare readmissions to the national average (currently 2.7% lower than national average; 4.7% on a
risk adjusted basis), reducing hospital acquired complications by 30 percentage (currently the State has reduced from 2018 to 2024
by 41 percent), moving virtually all hospital payment methodologies to approved population based approaches, and effectively
incentivizing hospitals to engage in site neutral activities that improve the affordability of the system.

ZIn 2019, the Commission voted to consolidate defined markets in the Market Shift methodology by reducing service lines with
clinical overlap and assessing inpatient surgery and other highly specialized services at a county level. This effectively reduced the
defined markets in the Market Shift methodology from potentially being in excess of 20,000 to approximately 5,000, and markets
with less than 10 discharges (an indicator of a potentially unstable cell size) went from approximately 7,000 to 1,000 - Final
Recommendation Market Shift Consolidation
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e Market Definitions and Reliability: Aggregating service lines where clinical overlap exists and
potentially excluding from Market Shift unreliable low-volume services.

e Service Line Exclusions: Considering temporary exclusions from the Market Shift policy for
material system realignments, similar to the proposed AHEAD Model Specifications.?

The policy recommendation herein will describe the work of the Volume Workgroup and the methods by
which staff and stakeholders concluded that modifications to the Market Shift policy are warranted.

The Market Shift, initially implemented in RY 2015 based on CY 2014 calculations, is an algorithm
designed to reallocate funding when patients transfer from one hospital to another. It does not account for
overall volume changes; increases or decreases in volume not quantified as shifts are addressed through
the Demographic Adjustment, Full Rate Applications, or retained (without revenue adjustments) by
hospitals as an incentive to reduce avoidable utilization.# Avoidable utilization is defined by Commission
policy as readmissions and avoidable admissions, but also includes areas identified by hospital operators,
such as services that can be more efficiently delivered in other settings such as sleep labs in hospital
facilities, when Commission policies are less prescriptive.

The Market Shift algorithm, chosen by staff in collaboration with industry and payer stakeholders, was
selected because it avoids creating incentives for volume growth beyond population growth. This makes it
a more sustainable health financing method compared to others that implement revenue caps without
addressing underlying cost management, such as the Medicare Physician Sustainable Growth Rate
System.5

Due to its reciprocal nature—a hospital receiving additional volume funding only if another hospital
experiences a corresponding decline in the same service and geography—the net statewide adjustment
typically fluctuates around $0. Between CY14 and CY24, the average statewide market shift was ~$2.2
million, typically realigning ~$50 million among all hospitals.

Overview of Market Shift Calculation

The Market Shift Adjustment (MSA) methodology is an algorithm to calculate MSAs for a specific service
line (e.g., orthopedic surgery) and a defined geographic location (e.g., ZIP code) using the case-mix
adjusted volume measurement of equivalent case-mix adjusted discharges (ECMADS) for regulated
inpatient and outpatient services. In total, there are 45 service lines, 32 inpatient and 13 outpatient, that
are determined by 3M’s aggregation of inpatient All Patients Refined Diagnostic Related Groupings (APR-
DRG’s), and HSCRC'’s aggregation of 3M’s outpatient Enhanced Ambulatory Patient Groupings
(EAPG’s). The outpatient groupings are based on hospital rate center analyses to indicate the general
services received at the hospital (e.g., emergency room services), while the inpatient service line
aggregation is based on the diagnosis and/or procedure a patient receives (e.g., cardiothoracic surgery).
There are also over 264 geographies in the Market Shift, as there are zip code level analyses for dense

3 https://www.cms.gov/files/document/ahead-tech-specs-v30.pdf - page 41

4 Various failsafes exist in the Model to ensure that hospitals do not retain too much revenue for averted volume, including GBR
Corridors, which necessitate that a hospital has to provide 95 percent of its budgeted volumes in order to recoup its entire global
budget, and efficiency policies that withhold annual inflation updates if a hospital’s charge per case and total cost of care
performance deviates too drastically from statewide norms.

5 The [Sustainable Growth Rate System] first set of problems relates to its design as a strict budgetary tool, with no mechanism for
influencing provider performance toward improved care and prudent use of resources. In comparing total spending with a calculated
target, the SGR formula aggregates spending across all physicians furnishing services to Medicare beneficiaries and, therefore,
does not provide incentives for individual physician practices to control health care spending or improve care quality. Moreover, the
SGR system does little to counter the volume incentives that are inherent in fee-for-service payments.” - (page 4) -
https://www.medpac.gov/wp-content/uploads/import data/scrape files/docs/default-source/reports/Jun11_Ch01.pdf
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parts of the State and 15 county level analyses for less dense parts of the State. After arraying volume in
various service lines and geographies, the market shift algorithm compares the growth in volumes at
hospitals with utilization increases to the decline in volumes at hospitals with utilization decreases.

It is important to note that not all revenue is included in the MSA. For instance, potentially avoidable
utilization (PAU), which consists of 30 day readmissions and Prevention Quality Indicators,® is excluded
because the Commission does not want to reward hospitals for growth in PAU, nor does it want to
disincentivize hospitals from reducing PAU. The scope of volume evaluated in the MSA is as follows:

Table 1: Scope of Volume Addressed in Market Shift Calculation

Included (~75%) Excluded (~25%)

-In-state Inpatient Discharges  |-Out-of-state Units and Cases
-In-state Outpatient Visits -High Cost Outpatient Drug Codes

-Quaternary Cases

-PAU Cases

Policy Adjustments
-Market Shift Adjustments -Out-of-state Policy
-Demographic Adjustment -CDS-A
-Other Volume Adjustments -Complexity and Innovation
-Full Rate Application )

Table 2 provides an illustration of the market shift calculation for ZIP code 21000 and the General
Surgery service line. Within this ZIP code, the total volume increase is 654 equivalent case-mix adjusted
discharges (ECMADs), and the decline is 129 ECMADs. Applying the “lesser of the two” rule, i.e., the
Market Shift algorithm, the allowed market shift is limited to 129 ECMADs, which is allocated to other
hospitals with volume increases proportional to this hospital’'s volume increase in total utilization. In the
end, the net impact of market shift volumes in each ZIP code and service line combination equals zero -
dollar values deviate slightly from $0 due to different price structures for each hospital.

6 Readmissions are admissions to a hospital (defined as inpatient admission or observation stay greater than 23 hours) within a
specified time period after a discharge from the same or another hospital. In the PAU measure, readmissions are specified as 30-
day, all-payer, all-cause readmissions at the receiving hospital with exclusions for planned admissions. Hospitalizations for
ambulatory sensitive conditions are measured by the Agency for Health Care Research and Quality’s Prevention Quality Indicators
(PQls). In the PAU measure, PQls are measured on inpatient admissions and observation stays greater than 23 hours for
ambulatory care sensitive conditions



Table 2: Example Calculation of Market Shift Algorithm

Hospital’s
ZIP Code 21000 Volume | Volume Volume Proportion of Total Market Shift
General Surgery CY13 CcY14 Growth Increase/Decline
E=D*Allowed
A B C=B-A D=C/Subtotal C Market Shift
Hospital A 1,000 1,500 500 76% 99
Hospital B 500 600 100 15% 20
Hospital C 50 100 50 8% 10
Hospital D - 4 = 1% 1
Utilization Increase 1,550 2,204 654 100% 129
Hospital E 500 400 (100) 78% (100)
Hospital F 50 25 (25) 19% (25)
Hospital G 4 - (4) 3% (4)
Utilization Decline 554 425 (129) 100% (129)
ZIP Code Total 2,104 2,629 525 - 0
Allowed Market Shift 129
Summary:

1. Array all APR-DRG’s and EAPG’s into service lines and geographies for each hospital based
on 3M inpatient service line specifications, HSCRC outpatient service line specifications based on
rate center analyses, and geographies based on the patient’s residency — zip code level for
denser parts of the State and county level for the 15 rural jurisdictions in the State.

2. Remove from consideration all excluded market shift revenue, including potentially avoidable
utilization, out-of-state volume, categorical exclusions, oncology drugs, and chronic cases from
the MSA algorithm

3. Run the Market Shift algorithm to determine growth, both increases and decreases in volume
for each service line and geography

4. Calculate final market shift adjustment by multiplying the volumes that have been deemed
market shifts by a hospital’s unique service line average charge per equivalent case mix adjusted
discharge, inclusive of a standard variable cost factor. The average charge includes all charges
and therefore includes outlier charges built into the base of each hospitals GBR

In this section staff will analyze current concerns and/or potential advancements to the Market Shift
methodology (Variable Cost Factor, Market Definitions and Stability, and Service Line Exclusions) and
identify methods by which to evaluate these issues. Staff will further outline modifications to the Market
Shift that will create greater reliability/precision in the results.

Variable Cost Factor

Prior staff assessments of the variable cost factor utilized in the Market Shift policy concluded it was 50
percent. However, due to the thoughtful work of various industry stakeholders and the Maryland Hospital
Association (MHA), it was determined that the Commission evaluation could be improved if it used direct
costs from the annual filings submitted to the HSCRC, e.g., nursing staff expenditures, in lieu of the



cruder approach of utilizing a generalized cost to charge ratio to approximate total costs from hospital
charges. Staff agreed with this proposed improvement but also noted that the MHA proposal had a few
other areas that could be improved as well, namely estimating variability of costs through linear
regressions’ versus assuming all direct costs are 100 percent variable and estimating that indirect costs,
e.g., financial accounting, had limited variability of 10 percent versus assuming there was no variability in
indirect costs. By using the original Commission evaluation plus the various improvements described
above, the Volume workgroup coalesced on a hybrid approach that increased the statewide variable cost
factor from 50 percent to 59 percent.8

Table 3a: Hybrid Approach to Variable Cost Factor Calculation

Service

Setting for

calculation
o

Direct Cost

Calculation

Charge
Bucket

Direct
Variable
Cost Percent

Indirect
Variable
Cost Percent

Variable
Cost Factor

e—— HSCRC —

Calculated separately for IP and OP

Applies Direct cost to charge ratio to
case-mix charges

HSCRC classifies rate centers into
different charge buckets for calculation

Direct cost % * Direct cost variability by
charge buckets

(1 — Statewide direct costs as % of Adj
charges) * 10%

Indirect variable cost percent + Direct
variable cost as a % of adj charges

e—— MHA —

Calculated separately for IP and OP

Uses Direct cost from M-schedule from
cost report

Directly uses rate centers

Assumed 100% of the direct costs as
variable

Not considered

Op1 — Direct expense/Level IV Exp
Op2 — (Direct exp + Pat care OD —
plant) / Level IV Exp

Op3 - Level | Exp/ Level IV Exp

e Hybrid
IP & OP are combined since costs
are combined in Annual Filings

Uses direct cost from M-schedule
from cost report

Uses more granular charge buckets
to balance low volumes with unique
properties of certain services

Direct cost variability (Calculated at the
charge bucket level by way of a linear
regression model using volumes and
inflation adjusted costs from the Annual
Filing cost reports) * Direct costs

Indirect cost % * 10%

Indirect variable cost percent + Direct
variable cost

The final VCF is a weighted average of
VCFs calculated across charge buckets

7 Regressions are single year assessments in keeping with the intention of year over year market shift assessments. Over time,

staff would anticipate higher variability. See Appendix 1a for Detailed Variable Cost Factor Calculation; see appendix 1b for results
of Variability Statistics Using Linear Regressions

8 Evaluation was tested across multiple years of data to confirm its reliability




Table 3b: Results of Hybrid Approach to Variable Cost Factor Calculation

Calculation Component Emerg Qbservation Lab &Tests MSS &CDS 0R Other R&B Clinic Therapy

Total Cost (M-Sched Level 3 A§ 113199574 § 403807 § 246472481 § 4205740888 § 229945315 §  B79833% § 5659016420 § 570969148 § 554735133 §17,546,930,368
Direct Costs:

Direct Costs {D_Direct) B 0§ 6875164 § 2619408 § 1317868952 § 3218830565 § 1113049368 §  B7139572 § 2980604780 §  276303%% § 30281156 §10,279,047,622
Direct Cost% C:BIA 5T% 56% 5% % % 48 4% 63% 5%%
Direct Cost Variabilty D 100% 88% 65% 100% %% 100% 100% 62% %
Direct Variable Cost ED'B §  67A164 5 207850780 § 86614819 § 3218830565 § 106852734 § 137130572 § 2900604780 §  2763039% § 207174317 § 9611821386
Direct Variable Cost % F<EA 5T% 4% 3% % 7 48 4% 3% 55%
Indirect Costs:

Indirect Costs G-AB § 4324t § 186144007 § 11385359 § 986910313 § 1636 § 1083763 § 26UAMLG0 § 204665150 § 244397 § 7,267,882746
Indirect Cost % H-G/A 3 I 4% 1% 51% 5% 5% 3% i
Indirect Cost Variabilly | 10% 10% 10% 10% 10% 10% 10% 10% 10%
Indirect Variable Cost FG§ 483441 8 8B40 § 11368533 § 9BA9L0B2 § 1146375% & 15084376 § 26741164 § 29466515 § 20445098 § 726,788,275
Indirect Variable Cost % K=llA 4 % 5% i 5% 5 5% 4 4%
Variable Cost Percent L=KeF 62% 54% 4% % 52% 5%% 54% 3 5%%
Fixed Cost Percent ML 3% A% 60% 1% 8 47 6% 57% i

Staff also, per workgroup request, calculated the variable cost factor for each service line in the Market
Shift policy, using the same method. The reason for this request was that stakeholders previously have

noted that the 50 percent variable cost factor (or 59 percent under the new calculation) is a statewide
average that may not be indicative of service lines with inherently higher variable costs, e.g., surgical

service lines that have unique device costs for each procedure. As expected, this analysis did indicate
there was significant cost variation in surgical versus medical service lines and between inpatient and

outpatient services:

Table 4: Service Line Results of Hybrid Approach to Variable Cost Factor Calculation

Inpatient Service Lines

Medical SL Average: 57%
Surgical SL Average: 66%

Medical SL Average:
Surgical SL Average:

54%
63%

Outpatient Service Lines

VCF by MedicalSurgicalSence Lines

Cardiovascular

Major Surgery

Oncology Related Services
Psychiatric

ED

Clinic

Onc & Inf Drugs

Rehab and Therapy

Minor Surgery

Lab

: CT/MRI/PET
o Radiology

0% 10%

VCF by Medical/Surgical Service Lines

40% 50%

60%

70%
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Further discussion amongst the Volume workgroup members was whether the Commission should use
the statewide calculated variable cost factor, the service line specific variable factor, or the medical and
surgical variable cost factor groupings. While there were no strong opinions expressed, in light of
these findings staff recommend, effective immediately, that for all volume policies the
Commission adopt the newly calculated variable cost factors for inpatient medical and surgical
and outpatient medical and surgical in lieu of the statewide average variable cost factor or the
service line specific variable cost factors. The reason for this recommendation is as follows:

1) The new assessment of determining variable costs uses far more precise methods, which when
replicated across multiple years yielded very similar results.

2) There is limited variance amongst surgical and medical groupings, once inpatient and outpatient
demarcation is established; the lone outlier is transplant surgery but the volumes for this service
line are primarily handled through a standalone policy (Complexity and Innovation®) that
independently recognizes the higher variable costs for quaternary services.

3) The use of four variable cost factors versus 45 will reduce administrative complexity, especially
as this finding is extended to all volume policies, e.g., deregulation, repatriation.

4) The linear regressions to determine variability in direct costs are an improvement to prior
methods of calculating variable costs, but caution should be taken when using them to precisely
determine the variable costs of each service line in the State, as single-variate regressions can
incorrectly attribute the effects of an unincluded variable to the variable that is included, otherwise
known as omitted variable bias.

Market Shift Statistical Stability

Stakeholders noted that numerous small markets lead to statistical instability, especially in year-over-year
growth comparisons. To assess Market Shift stability, staff used bootstrapping simulations and the
Intraclass Correlation Coefficient (ICC). This method allowed for modeling hypothetical Market Shift
configurations, helping the Volume Workgroup evaluate hypothetical proposals for improved reliability.

Reliability means consistent results from repeated measurements. For example, if there are two different
tests for assessing blood pressure, the reading has strong reliability if the two tests yield similar results,
stronger still if there are similar readings across additional testing approaches, i.e., 3 or more. For
marketshift assessments, staff could not apply different tests, but instead ran many simulations through
the bootstrapping'® method to see if the market shift adjustments for hospitals were fairly similar when
there is a replacement of discharge data for a given hospital's services in a given market.

After simulations, the ICC (0-1) assesses between group variability versus variability across simulations;
higher values mean more reliable assessments. A score closer to 1 indicates consistent Market Shift
assessments, suggesting detected variation is due to patient selection (e.g., better service offerings)
rather than random simulation-induced variation. "

Staff analysis shows statewide Market Shift reliability is moderate (ICC=0.52), strong for outpatient
service lines (Weighted Average ICC'2 = 0.87), and moderate for some inpatient service lines but
generally poor overall due to several low-volume medical and surgical service lines (Average ICC = 0.39)

° Complexity & Innovation

20 Eor more information on bootstrapping, please see Appendix 2
1 For more information on Interclass Correlation Coefficient, please see Appendix 3
214 weight each service line ICC staff used charges as a percentage of total inpatient or outpatient revenue.


https://hscrc.maryland.gov/Documents/global-budgets/2023%20Website%20Update%20Files/Final%20Innovation%20Policy%20v3%20%28002%29.pdf
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Table 5 : Hospital Service Line Reliability of Simulated Data without Aggregation

1.00

0.80

Reliability ICC Range

0.60
. 0.50 “Moderate” Threshold Poor <0.50
__________________ Moderate 0.50-0.75
0.40
Good 0.75-0.90
Excellent >0.90

0.20

Source: Koo, T. K., & Li, M. Y. (2016). A guideline
of selecting and reporting intraclass correlation
coefficients for reliability research. Journal of

ICC of MSA Chiropractic Medicine, 15(2), 155-163.

0.00

Less than excellent reliability on a statewide basis was expected due to two main factors: a) the inherent
trade-off in reliability when moving away from a fee-for-service model, which, while highly reliable,
perpetuates a "sick care" system that incentivizes acute care over preventative services; and b) the
significant disaggregation of inpatient service lines, resulting in low-volume assessments, especially for
high dollar services, that inherently lead to lower reliability scores.

Staff modelled four hypothetical reconfigurations of the Market Shift for the Volume Workgroup, but only
two of them showed promise in improving the baseline statewide reliability score of 0.52;

- Assessing all inpatient surgical service lines in line with the Maryland Health Care Commission’s
four regions for Certificate of Need evaluations (Statewide ICC = 0.51)

- Assessing all inpatient surgical service lines on a statewide basis (Statewide ICC = 0.51)

- Consolidating, based on clinical review, Spinal Surgery with Neurological Surgery, Thoracic
Surgery with Cardiothoracic Surgery, and Ventilator Support with Pulmonary service lines
(Statewide ICC = 0.54)

- Excluding from Marketshift assessments Endocrinology Surgery, ENT Surgery, Gynecological
Surgery, Ophthalmologic Surgery, Thoracic Surgery, Urological Surgery, and Ventilator Support
(Statewide ICC = 0.57)

The final configuration was seemingly the most attractive to the Volume Workgroup because of its
significant impact on reliability and due to the fact that these services are not ideally suited for population
based methodologies/interventions as they are high cost, low volume service lines that are often not
preventable and/or occur much later in the disease cycle, e.g., hysterectomies

In light of these findings, staff recommend for CY 2026 performance assessments removing from
the Market Shift the following service lines: Endocrinology Surgery; ENT Surgery; Gynecological
Surgery; Ophthalmologic Surgery; Thoracic Surgery; Urological Surgery; and Ventilator Support -
equivalent to 2.5 percent of in-state revenue; and consolidating Spinal Surgery and Neurological
Surgery. Staff additionally recommend that any services removed from Market Shift be handled
similar to the Out-of-State volume policy, namely still part of global budgets but volume variable
and only adjusted for when volume change is material, i.e., 1 percent of service line revenue when
volume increases, 3 percent of service line revenue when volume decreases.
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Staff are recommending a CY 2026 implementation because it provides the hospital field with an
opportunity to adapt to new methods for calculating volume changes. This approach also can be more
readily absorbed by the AHEAD contract provision, effective January 1, 2026, which permits an additional
5 percent of in-state services to fall outside of population-based methodologies.

Staff did not recommend consolidation of Thoracic Surgery with Cardiothoracic Surgery, and Ventilator
Support with Pulmonary, because instead the former, in both cases, are to be removed from Market Shift
and handled through this alternative methodology. Increasing the magnitude of those carveouts further
by consolidating with other service lines would jeopardize the State’s ability to maintain 90 percent of in-
state revenues within population based methodologies as required by the AHEAD model contract

Service Line Exclusions

Under normal circumstances, the Market Shift policy addresses changes in hospital selection across all-
payer in-state services. However, over the past decade, the Commission has occasionally departed from
this methodology when there are significant system realignments, e.g., payer initiated shifts, that require
more precise and real time methods of evaluation. This is consistent with the Commission's authority, as
detailed in the Global Budget Agreements between the HSCRC and individual hospitals, to modify global
budgets for "...service discontinuations, shifts of services from the Hospital to other related or non-related
hospitals or non-hospital providers, changes in the Hospital's market share and other relevant factors that
are pertinent to the effective operation of the GBR model..."'3

To effectuate departures from the Market Shift policy, staff have either altered (on a temporary basis) the
Market Shift assessment, e.g., combining hospitals when a facility conversion occurs, or removed data
from the Market Shift and and assessed volume change independent of the Market Shift algorithm, e.g.,
payer initiated shifts that move entire populations from one hospital to another.

The benefit of this approach is that it avoids the imprecision of the market shift methodology that naturally
occurs when there is a purposeful, material realignment in the market. For example, if a hospital realigns
services within its health system, while other hospitals experience utilization growth due to natural

population changes, a portion of the realignment will be partially attributed to other facilities outside of the
system that are experiencing use rate growth due to secular demographic changes (see example below).

13 Global Budget Agreement



https://hscrc.maryland.gov/Pages/gbr-tpr.aspx
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Table 6 : Example of Purposeful System Realignment Interacting with Marketshift Policy

Hospital A Hospital B Hospital C
(System 1) (System 2) (System 2) Total Comments
A Baseline Vaume 100 100 100 300
B Populaton Related Violume Change 10 0 0 1a
A Market Driven Voume Changes 5 -2 -3 0
Nomal  D=B+C Total Volume Change " 15" 2 3 10
Marketshift E=Lesser of D Total Growth or
Assessment Decline(Absclute Value) Marketshi ft Eligble Volume 5
F=D/Totd Growh or Decline* B Awarded Marketshift 5 2 = 0 Mustequal 0 toensure cnlyshifisare quantified
5 units of volume are shifted from Hospital B & C to
G=AtBH NewBasdlina Vaume 115 9B 97 310 Hospital A
Hospital A Hospital B Hospital C
(System 1) (System 2) (System 2) Total Comments
A BaselineVdume 100 100 100 300
B Populaton Related Violume Change 10 0 0 10
Nermal — C1 Market Driven Vdume Changes 5 -2 -3
Markatshift System 2 elects to shift 8 tnits of volume between
Assassment G2 Systern Redignment 0 8 8 its hospitdls (e. g, consolidation ofrehab program)
interacing D=B+C Total Vdume Change " 15 10 5 10
wit E =Lesser of D Total Growth or
Purposeful - Decline(Absolute Valug) Marketshift Eligble Volume 10
System  F=Dy/Totd Growdh or Decline® E Awarded Marketshift 7.5 (10.0) 25 0 Mustequal 0
Realignmant An additional 2 units of volume are sifted from
Hospitaf B to Hospital A becatise the system
G=ABH NewBasaline Vaume 117.5 90.0 1025 310 realingment is scored as a marketshift
An additional 25 2.5 volume wits
volume units are
awerdeddueto  AfVolume o reotosystem
NetEfect o e o e ey S 2L T
s awarded dueto
which is Correctly Scored . L
L interaction with
misatinbuted as a .
marketshift marketshift

In light of these historical practices, and to better align with the proposed AHEAD Financial Specifications
that similarly intend to account for these activities through a “Service Line Adjustment,”'4 staff propose
that the following triggers and processes be employed to exclude service lines from Market Shift
for a temporary period of time:

144gervice Line Adjustments (SLA) adjust prospective HGBs to account for anticipated revenue changes from pre-
planned service line changes, including additions, eliminations, expansions, or contractions of service lines within a
given market area.” https://www.cms.gov/files/document/ahead-tech-specs-v30.pdf (Page 41)



https://www.cms.gov/files/document/ahead-tech-specs-v30.pdf
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Table 8 : Triggering Events and Processes for Service Line Exclusions

Types of Adjudicated Exclusions

Step 1: Hospital identifies future volume shift or change in service line

Shifting services in a system Material provider-driven

Payer driven realignment of

i A Services shifting due to o - n
Whatkind of shift or e hifts (i.e. ter than 1%
event is a hospital N Gl EE i, effifc?;:: nszl:dztslgg c;r Ve T T ey i3 ° cl)f Zélr;(;egﬁiz ?ervezﬂe) ' im Efnmérﬁff ri)r:tl(S:ON
T P facility closure, or a iciency purposes (e.d., another that is greater than 1% 0 It P! B
expecting in the future? facilit i moving all rehab services to of global budget revenue between facilities that approval
actllty conversion one facility) require immediate funding

Step 2: Hospital submits an analysis to the HSCRC 6 months prior to the shift or event

+ Casemix data + Casemix data + Casemix data + Casemix data + CON Approval Casemix
What data is required for | :‘)tSP'ta' Internal + Hospital Internal data + Hospital Internal data + Hospital Internal data data
the supporting analysis? aa + Payer submitted data * Materiality evaluation + Hospital Internal data
+ Materiality Evaluation + TCOC Impact

Step 3: Staff performs an analysis to confirm triggering event

Order of magnitude and reliability of data to perform assessments, e.g., Kaiser payer variables for payer-initiated shifts.

Consolidated Market Shifts, e.g., 2 hospitals assessed as 1, OR Isolated Volume Assessments that cap evaluated volume to baseline value to ensure it is a
realignment and not a statewide net change (unless new growth is allowed under CON)

Methodology for supporting analysis and interactions with existing methodologies, e.g., high cost OP drugs may not need to be carved out because of CDS-A
Potential impact on statewide revenue and savings tests

What will the HSCRC
analyze?

Step 4: If a service line exclusion is warranted, the service line will be excluded from the MSA for 2 years or agreed upon
timeframe. Staff will also notify all affecte!

Step 5: Build service line exclusion back into Market Shift based on the most recently available 12-

While there were no concerns raised by the Volume Workgroup over what staff put forward as a service
line exclusion and the process therein, one member did question whether the Payer Driven Volume Shift
category, as currently defined, could be utilized to address one additional phenomenon in the market,
namely when an insurer deems a hospital to be out of network. Staff do not know if this is a workable
solution because unlike a typical Payer Driven Volume Shift, the volume realignment will not be localized
between two hospitals, and it is unclear where the transition (if any) will land. Plus, there is no actor in this
occurrence that has an incentive to assist staff with precisely realigning volume among the various
regulated entities.

Normally, HSCRC policy would account for volume shifts of this kind through a combination of Market
Shift and Deregulation, but given the unique nature of this activity, staff are bringing it forward for
Commissioner consideration.

Additional Considerations for Future Policies

Staff wishes to explore an additional service line exclusion of “Latent Demand” for future policy
development. This term may be defined as a potential need for a healthcare service that is not currently
being realized in the market. A potential future policy consideration could be developed to create a semi-
automatic approval process where hospitals can submit volume increase requests related to latent
demand that are not large enough for a CON application but should be addressed independent of the
Market Shift and Demographic Adjustment policies.
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For a potential process for Latent Demand, please see exhibit below:

Table 9 : Process for Potential Latent Demand Service Line Exclusions

m A hospital identifies latent demand in their service area population.

A hospital submits an analysis to the HSCRC that proves volume growth which stems from previously unmet need rather than market shifts or avoidable
utilization.

Examples of analyses:
= Services are used less than geographies with similar populations or less than expected compared to community health needs — could be paired with
potential barriers to access recently addressed.
* Longer wait times in emergency departments and patients being redirected or deferred due to capacity limits, suggesting the need for increased access.

:

The HSCRC staff performs uniform analysis to confirm the hospital findings. Examples of analyses:

+ Historical underutilization trends: Demonstrate a lower-than-expected utilization rate relative to population health needs or benchmarks; Demaonstrate that
barriers to access existed and work has been done to remove them.

+ Demographic data: Show population growth, aging, or disease burden increases that would justify higher service use.

« Efficiency of care delivery: Ensure LOS is appropriately optimized before granting new volume growth to satisfy latent demand.

* Quality performance: Show longer ED wait times or higher mortality rates for time-sensitive conditions that could be alleviated by more access;
Demonstrate that patients were previously deferred or referred elsewhere due to capacity constraints.

The hospital and HSCRC staff presents the latent demand analysis to the Commission for approval.

i
v

If Commissioners approve, the impacted service line will be excluded frofn the MSA for two years. Future adjudications may not require Commission
approval once precedent and potentially codifying policy are set.

Staff recommends the following updates to the current Commission Methodologies:

1.

Effective immediately, adopt for all volume policies the newly calculated variable cost factors for
inpatient medical (57 percent) and surgical (66 percent) and outpatient medical (54 percent) and
surgical (63 percent) in lieu of the historical standard of 50 percent.

For CY 2026 performance assessments, remove from the Market Shift the following service lines:
Endocrinology Surgery; ENT Surgery; Gynecological Surgery; Ophthalmologic Surgery; Thoracic
Surgery; Urological Surgery; and Ventilator Support, and consolidate Spinal Surgery and
Neurological Surgery.

Any volume changes for services removed from the Market Shift as a result of this
recommendation shall be adjudicated similar to the Out-of-State Volume policy, i.e., a revenue
adjustment will only occur when the volume change is material, i.e., 1 percent of service line
revenue when volume increases, 3 percent of service line revenue when volume decreases

Officially establish the process, described herein, by which Service Line Exclusions from the
Market Shift policy can be triggered and adjudicated provided one of the following criteria is met:
Facility Conversions

Intersystem Shifts

Payer Driven Volume Shifts

Material Provider Initiated Shifts

CON Approved Service Line Expansions

®o0TO




Appendix 1. Variable Cost Factor Calculation

OmnOanCan OO anOmnOmnC)

6,

Level 3 costs are obtained from M schedule of annual filing cost report for the entire state by charge bucket

Direct costs are obtained from M schedule of annual filing cost report (D_Direct)

Direct Cost % = Direct Cost from step 2 / Level 3 costs

Apply direct cost variability to direct costs to calculate direct variable costs

Direct variable cost % = Direct variable cost / Level 3 costs

Indirect Costs % = (Level 3 Costs — Direct Variable Costs from step 2) / Level 3 costs

Apply indirect cost variability (10%) to indirect costs to obtain indirect variable cost

Indirect variable cost % = Indirect variable Costs / Level 3 costs

Absolute Variable cost % = Direct variable cost % + Indirect variable cost % (Calculated by charge bucket)

Variable cost % = Weighted average of absolute variable cost % based on total costs by charge bucket
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Appendix 1b. Direct Cost Variability By Charge Bucket Using Linear Regressions

Charge Buckets

FY24
R&B 100%
OR 66%
Lab & Tests 64%
MSs & cDS”  100%
Therapy 57%
Emerg 100%
Observation 97%
Clinic 100%
other'” 100%

FY23

100%
70%
68%
100%
65%
100%
98%
100%
100%

Calculated Direct Cost Variability

FY22

100%
70%
67%
100%
61%
100%
93%
100%
100%

FY19

100%
66%
58%
100%
65%
100%
7%
100%
100%

FY18

100%
66%
75%
100%
62%
100%
79%
100%
100%

FY17

100%
68%
61%
100%
63%
100%
83%
100%
100%

Note (1): MSS/CDS and Other are assumed to be 100% variable with volumes.
Analysis was not performed to validate this assumption.



Appendix 2a. Detail on Bootstrapping Method in Markets Shift Simulations

Import

» CY2022 / CY2023 discharge
volume

+ ECMAD = Equivalent casemix
adjusted discharge volume

* COUNT = Unadjusted
discharge volume

* Exclude CR service lines, OP
service line for Onc & Inf
Drugs, and IP service lines for
Categorical Exclusions,
Innovation, PDI, PQl, and
Readmission

02

Calculate Casemix

« For each Hospital Market
(Hospital + Service Line + Zip
Code), calculate casemix for
CY2023:

ECMAD;
COUNTy;

casemix,; =

03

Calculate Growth
* Hospital-level growth rate
« Compare CY2022 to CY2023

growth,s = FCMAD,,

ECMAD,; — ECMAD,

Simulate

+ Sample CY2023 COUNT with
replacement (iterations =
1000); stratify by hospital

* Create Simulated ECMAD for
each Hospital Market:

Simulated ECMAD =
Sampled COUNT x
casemix,z X
(1+growth;,s)

» Compare Simulated ECMAD to

CY2023 ECMAD to calculate
Hospital Shift and MSA

Appendix 2b. Detailed Example of Bootstrapping Method

Observed Data Simulated Iteration
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Appendix 3. Detail on Interclass Correlation Coefficient

Observed Hospital Market Data (Elxgg%?:ci;?;;:) (E{‘:g%?;ifa;; SImUIated(Nli?;S!::éﬂdxg flet Data
N=4 markets) ) £ zero-volume markets)
Discharge ' ~ ﬂ Discharge
WW .y Voume
A 96 A
Y
. o8 -
2 c 4 = 2 c 5
96
D 5 iyt D 4
=
s
Hospital Hospital,  Hospital Hospital,  Hospital maryland
Stratum i b st : health services



Intraclass Correlation Coefficient (ICC) is a measure of reliability, where ICC = 0 indicates no
reliability and ICC = 1 perfect reliability, i.e., all measures in a group are identical.

f= variance between groups (V)
~ variance between groups (V,) + variance within groups(V,,)

. . L . Signal: Variation

Each MSA in the simulation is used in the above formula such that: between hospital

service line MSAs
for a given

Vp: The variation between group means, measured around the overall (grand) mean. . .
simulation.

V,,: The variation among MSAs within the same group, measured around each group’s mean.

. Group means are the average MSA across 1000 simulations for each hospital service line Noise: Variation of
hospital service line
. Grand Mean is the average of all the MSAs across all the hospital service lines. MSASs across

simulations.
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List of Abbreviations

AHEAD Achieving Healthcare Efficiency through Accountable Design

CMS Centers for Medicare & Medicaid Services

CY Calendar year

FFS Fee-for-service

FY Fiscal Year

FFY Federal fiscal year refers to the period of October 1 through September 30
GBR Global Budget Revenue

HSCRC Health Services Cost Review Commission

RY Rate year, which is July 1 through June 30 of each year

TCOC Total Cost of Care

Executive Summary

The approach outlined in this draft recommendation aims to simplify the process for handling Kaiser
Permanente’s (KP) material market shift in hospital utilization, reduce the scope of affected facilities, and
provide more accurate, real-time reimbursements. It also ensures that volume-based adjustments are
consistent with Maryland’s established methodologies while accommodating KP’s ongoing efforts to realign
its healthcare delivery model.

Section I: Facts

Kaiser Permanente is an integrated healthcare delivery system that provides health plan coverage and
coordinated medical services for its members. KP has over 750,000 members in the Mid-Atlantic States
Region, which includes Maryland. KP is the largest Medicare Advantage and second largest Commercial
insurance carrier in Maryland . While KP does not operate its own hospital facilities in Maryland, it partners
with a network of hospitals (KP Core Hospitals). Permanente Physicians and Kaiser Foundation Health
Plan staff are embedded in these hospitals to provide direct care to KP members and coordinate their care
within their integrated delivery system. Although KP members can access emergency services at any
hospital and utilize non-emergent services when clinically appropriate in out of network locations, the
maijority of hospital utilization for KP members occurs at KP Core Hospitals.

The volumes and reimbursements associated with KP patients operate under the same population based
methodologies that all payers are subject to in Maryland. Specifically, KP patient volumes at regulated
hospitals are adjusted for anticipated use rates in line with population growth through the annual
Demographic Adjustment policy and every six months are also adjusted for changes in market
selection/patient choice through the Market-shift policy.

Kaiser Permanente is currently in the process of realigning its members amongst its Core Hospitals and is
actively pursuing a strategy of consolidating its members to these facilities. This process is underway and
should be finalized sometime in early calendar year 2026.



Section ll: Issue

Under normal circumstances, the Market-shift policy, which evaluates all payers and all in-state services, '
addresses changes in hospital selection. However, over the past decade, the Commission has occasionally
departed from this methodology during significant payer-initiated shifts and instead has assessed shifts
isolated to unique payers. This is consistent with the Commission's authority, as detailed in the Global
Budget Agreements between the HSCRC and individual hospitals, to modify global budgets for "...service
discontinuations, shifts of services from the Hospital to other related or non-related hospitals or non-hospital
providers, changes in the Hospital’s market share and other relevant factors that are pertinent to the
effective operation of the GBR model..."2

The benefit of this approach is that it avoids the imprecision of the market shift methodology that naturally
occurs when there is a purposeful, material realignment in the market. For example, if a hospital system
realigns services within its health system, while other hospitals experience utilization growth due to natural
population changes, a portion of the realignment will be partially attributed to other facilities outside of the
system that are experiencing use rate growth due to secular demographic changes (see example below).

Table 1: Example of Purposeful System Realignment Interacting with Marketshift Policy

Hospital A Hospital B Hospital C
(System 1) (System 2) (System 2) Total Comments
A Basaline Vcume 100 100 100 300
B Populaton Related VolumeChange 10 0 0 10
C Markat Oriven Volume Changes 5 2 -3 0
Normal  D=B+G Total Velume Change ' 15" 2" 3 10
Marketshift E=Lesser of D Total Growth or
Assassment Decline(Absolute Valug) Marketshift Eligble Volume 5
F=D/Totd Growt or Decline* E Awarded Marketshift 5 2 -3 0 Mustequal 0 toensure cnlyshifis are quantified
5units of vofume are shifted from Hospital BAC to
G=ABH NewBaselineVaume 115 98 97 310 Hospitaf A
Hospital A Hospital B Hospital C
(System 1) (System 2) (System 2) Total Comments
A Basaline Vcume 100 100 100 300
B Populaton Related VolumeChange 10 0 0 10
Nermal 1 Markat Oriven Volume Changes 5 2 -3
Marketshift Systemn 2 efects to shift 8 units of volume between
Assessment C2 System Redignment . 0 8 8 its hospitals fe. g, consolidation ofrehab program)
interactng D=B+C Total Vdume Change 15 -10 5 10
with E =Lesser of D Total Growth or
Purpossful  Decline(Absclute Value) MarketshiftEligble Volume 10
System F=D/Totd Grawth or Decline* E Awarded Marketshift 7.5 (10.00 25 0 Mustequal 0
Realignment An additional 2 units of volume are shifted from
Hospital B lo Hospitaf A because the sysiem
G=ABH NewBasalineVaume 117.5 90.0 1025 310 reafingment is scored as a markeishift
An additional 2.5 2.5 volume wnits
volume units are
awardeddusta  AflValume ~|eieedto system
NetEffact populstion growth,  Decinels  Trmgmentare NOT
whichis CarrectlyScoreq.  SWeFded dueto
misatinhuted as & nteraction wrm
marketshift marketshift

" Limited exceptions to this are high cost outpatient drugs that are handled through a unique volume
variable methodology known as the CDS-A policy (insert CDS-A link) and unique quaternary cases
performed at the State’s two academic medical centers, which are addressed through the Complexity and
Innovation policy (https://hscrc.maryland.gov/Documents/global-

budgets/2023%20Website %20Update%20Files/Final%20Innovation%20Policy%20v3%20%28002%29.pdf

2 https://hscrc.maryland.gov/Pages/gbr-tpr.aspx



https://hscrc.maryland.gov/Documents/global-budgets/2023%20Website%20Update%20Files/Final%20Innovation%20Policy%20v3%20%28002%29.pdf
https://hscrc.maryland.gov/Documents/global-budgets/2023%20Website%20Update%20Files/Final%20Innovation%20Policy%20v3%20%28002%29.pdf
https://hscrc.maryland.gov/Pages/gbr-tpr.aspx

This is the inherent tradeoff caused by using population-based methodologies. While these approaches
effectively incentivize a shift away from the traditional "sick care" model, which often rewards providers for
acute care services over preventative one, they also introduce a degree of imprecision in revenue
allocation. This imprecision can be particularly noticeable when significant market changes occur.

Section lll: Proposal and Relevant Considerations

The Commission has previously used a prospective adjustment and then a zero-sum evaluation, similar to
the Market-shift Policy, to address KP-initiated shifts in hospital global budgets due to their growth and
dissipation. This method allowed for real-time funding adjustments, which was crucial given the scale of
these market shifts. Following these prospective adjustments, staff utilized Market-shift datasets and KP-
submitted data to finalize the settlement of KP volumes and revenues among affected hospitals.

While past prospective adjustments were generally accurate, they often involved extensive negotiations
with hospitals, retrospective data submissions from KP, and reconciliations of the initial adjustments.

Considering the numerous steps in this adjudication process and the broader impact of the proposed KP
shift across several hospitals, staff are now proposing an alternative approach. Specifically:

1) Scope Limitation: Limit the scope of affected hospitals to facilities with material KP volume, defined as
greater than $5 million in annual charges and greater than 2 percent of global budget revenue. This
effectively reduces the scope from 54 facilities to 19 facilities.® All other KP volume will be handled through
the normal Market-shift policy.

2) Rate Order Adjustment (January 2026): In January 2026 rate orders, remove KP funding across hospitals
that had material KP volumes, based on Fiscal Year 2025 KP submitted data. KP out-of-state revenue and
revenue associated with the high-cost outpatient drugs evaluated in the Commission’s CDS-A policy will not
be removed, as they are not part of the Market-shift Policy.

3) KP_Carve-Out from Global Budgets (January 1, 2026 - December 31, 2026): Carve out KP volumes and
revenue from global budgets from January 1, 2026, through December 31, 2026. This will allow them to be
reimbursed in real time through a volume-variable evaluation, using HSCRC rates.

4) Settlement of Reallocated Volumes/Budgets (July 2027): Settle in July 2027 the reallocated KP
volumes/global budgets based on actual experience from January 1, 2026, through December 31, 2026.
This will necessitate an assessment across the designated material KP hospitals to ensure that volume
does not deviate from Fiscal Year 2025 volumes, thereby ensuring this is a methodology analogous to

3 For a complete list of affected hospitals, please see Appendix 1. These hospitals may change slightly
once RY 2025 data is available.



Market-shift. If volumes do deviate from the prior KP cap, staff will implement a pro rata reduction to
material KP facilities.*

5) Continuation of Volume Variable Methodology (January 1, 2027 - June 30, 2027): Continue the volume-
variable methodology for January 1, 2027, through June 30, 2027. This period will not be used for the final
settlement of global budgets.

6) Retrospective Assessment of Prior KP Shifts (Early 2026): Retrospectively assess in early 2026, in line
with Commission Market-shift analyses, any KP shifts that occurred prior to January 1, 2026 (both
increases and decreases). This one-time funding (or removal of funding) will be provided on July 1, 2026,
rate orders (FY 27) or in January rate orders if the adjudication process lags.

A key consideration in this approach is the TCOC contract provision that 95 percent of in-state volume is
assessed under a population-based methodology, while the AHEAD Model allows 90 percent. Because
staff will conduct a retrospective assessment and potential pro rata reduction to ensure that volumes do not
exceed the Fiscal Year 2025 volume base, staff believe this proposed method aligns with the tenets of a
population-based methodology and does not count against the 95 percent requirement.

To effectuate this proposal, staff also need to consider GBR compliance. For the hospitals affected by this
recommendation, staff will create a supplemental schedule to submit along with the monthly experience
data. The schedule will provide volume and revenue data by rate center (experience data) for patients
where KP is the primary payer. Staff will use this data to monitor monthly compliance with GBR. For year-
end compliance, staff will take the hospital-reported KP revenue for the year and deduct it from the
hospital’s total actual revenue in the “GBR1” tab of the rate model, so hospitals are not penalized for patient
volume carved out of their GBR. Finally, staff will reconcile the hospital’s submitted experience data
schedule for KP with the case-mix data to ensure that the submission is accurate.

Section IV: Draft Recommendations

1) From January 1, 2026 through June 30, 2027, remove, for select hospitals, KP volumes and
revenues evaluated in the Market-shift policy from global budget revenues.

2) Allow removed KP volumes and revenues to be reimbursed in real time through a volume-variable
evaluation, using HSCRC rates.

3) On July 1, 2027, build back into global budgets removed KP volumes and revenues based on
volumes reimbursed through a volume variable evaluation from January 1, 2026 through December
31, 2026.

4 Staff will allow for minimal deviation to account for population growth and if hospitals and Kaiser can prove
insurance conversion.



Appendix I: Material Kaiser Permanente Hospitals

CY 2024 Total KP % of Hospital
Charges KPData
Adventist Healthcare Shady Grove Medical Center S 543,605,124 3.7%
Adventist Healthcare White Oak Medical Center S 380,039,915 3.4%
Suburban Hospital S 441,639,383 11.7%
Northwest Hospital Center S 313,385,400 3.0%
Anne Arundel Medical Center S 758,821,697 4.6%
Doctor's Community Hospital S 309,125,401 9.7%
MedStar Frankin Square Hospital Center S 699, 845,763 2.3%
MedStar Harbor Hospital Center S 227,871,902 2.5%
MedStar Montgomery Medical Center S 228 808,222 2.9%
MedStar Southem Maryland Hospital Center S 347,892,688 6.9%
Ascension St. Agnes Hospital S 518,077,452 3.9%
Holy Cross Hospital S 614,339,914 36.1%
Holy Cross -Germantown S 171,802,036 14.0%
University of Maryland, Baltimore Washington Medical Cent $ 544,485,893 9.2%
University of Maryland, Capital Region Medical Center S 450,109,777 11.7%
University of Maryland, Charles Regional Medical Center  § 194,127,129 3.3%
University of Maryland, St. Jbseph Medical Center S 500, 504, 604 10.2%
University of Maryland Medical Center S 1,938 006,414 2.5%

University of Maryland -MEMSS S 318,461,530 4.5%

$ 9,500,950,244 7.4%
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Introduction

The Hospital Best Practice Policy is a new program that was approved by the HSCRC in March 2025
and implemented by Maryland hospitals in April 2025. Unlike other quality policies that primarily focus
on outcomes of care, the Best Practice policy is designed to focus on the structure and process of care
delivery in Maryland hospitals. During the initial year (CY2025), the policy focused on processes that
drive emergency department (ED) and hospital throughput to address the long ED length of stay (ED
LOS) experienced by patients in Maryland. Specifically, the HSCRC approved a set of six best
practices for RY 2027 and required hospitals to select and report data on two best practices by the end
of CY 2025 (Submission before 12/31/2025). If data is not submitted by hospitals in Year 1, an
accountability penalty of 0.1 % all-payer inpatient revenue will be assessed. The HSCRC staff along
with the Best Practice subgroup will review the data submitted in December 2025, analyze and
summarize the performance, impact, and lessons learned to share across all Maryland hospitals. Staff
plan to present these results in the Spring of 2026 to the Commissioners. Staff propose for RY 2028
(CY 2026 performance) that continued monitoring will provide a valuable opportunity to continue to
share lessons learned and implement best practices across hospitals and to hard-wire processes that

are yielding improvements in ED and hospital throughput.

For RY 2028 staff are recommending to maintain the requirements of the RY 2027 Best Practice policy
that was approved in March 2025. As discussed below, the staff continue to engage with hospitals on

these Best Practices and support the Commission's extension of the policy for RY 2028.

Assessment

Since approval of the RY 2027 policy, hospital stakeholders have met on a regular basis to select the
two best practices for their hospitals and develop the tiers needed to assess the robustness of each
best practice. Through this policy, hospitals have engaged in working together to share lessons learned
and evaluate the fidelity and consistency of these Best Practices within their institutions. Hospitals will
need to submit the reporting template for the Best Practices to HSCRC no later than December 31,
2025 to avoid an accountability penalty of 0.1% all-payer inpatient revenue. The report will include
performance metrics, rationale for implementation/expansion of the particular best practices selected by
each hospital, and any lessons learned or suggested improvements to the process. This data will be
reviewed, analyzed and summarized to share with the HSCRC Commission, ED Wait Time Reduction

Commission, and Maryland hospital partners.
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The HSCRC staff recommend that we continue the monitoring phase of the Best Practice measures to
ensure adequate time to understand the impact of each best practice at individual hospitals and across
the state, as well as determine how this program will be integrated into and align with the AHEAD
model transition. In addition, HSCRC believes that with the AHEAD transition in progress, hospitals
should continue to hardwire existing practices to ensure consistency and improvement in RY 2028.
Hospitals will provide written notice with justification, if they intend to adopt a different approved best
practice in RY 2028. The Appendix includes the RY2028 final policy with additional details on the Best
Practices.

Recommendations
The draft recommendations for RY 2028:

1. Building upon the ongoing work of staff and key stakeholders, refine the specifications developed by the
Best Practice subgroup on a set of up to six Hospital Best Practices that are designed to improve
emergency department (ED) and hospital throughput and reduce ED length of stay (LOS).

a. For each best practice identified, develop three weighted tiers with corresponding measures that
reflect the fidelity and intensity of each best practice. Weighting of tiers will be determined in CY
2026 after CY 2025 data is collected and analyzed.

2. Require hospitals to select two Best Practices to implement and report data on for RY 2028.

a. Failure to implement and report data to the Commission by December 31st 2026 will result in a
0.1 percent penalty on all-payer, inpatient revenue to be assessed in January 2027.

3. We intend to evaluate the impact of the best practices and make a final recommendation for subsequent

rate years after the CY 2025 and CY2026 Best Practice program impact is assessed.
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LIST OF ABBREVIATIONS

AHEAD

APR DRG
CDC

CMS

DRG

eCQM

ED

ED-1 Measure
ED-2 Measure
EDDIE

FFY

HCAHPS
HSCRC

LOS

MIEMSS
NHSN

PQl

QBR

RY

VBP

State’s Advancing All-Payer Health Equity Approaches and Development Model
All Patient Refined Diagnosis Related Group

Centers for Disease Control & Prevention

Centers for Medicare & Medicaid Services

Diagnosis-Related Group

Electronic Clinical Quality Measure

Emergency Department

Emergency Department Arrival to Departure for Admitted Patients
Time of Order to Admit until Time of Admission for ED Patients
Emergency Department Dramatic Improvement Effort

Federal Fiscal Year

Hospital Consumer Assessment of Healthcare Providers and Systems
Health Services Cost Review Commission

Length of Stay
Maryland Institute for Emergency Medical Services Systems

National Health Safety Network
Prevention Quality Indicators
Quality-Based Reimbursement

Maryland HSCRC Rate Year (Coincides with State Fiscal Year (SFY) July-Jun;
signifies the timeframe in which the rewards and/or penalties would be assessed)

Value-Based Purchasing




PoLicYy OVERVIEW

Policy Objective

Policy Solution

Effect on Hospitals

Effect on Payers/
Consumers

Effect on Health
Equity

The quality programs
operated by the Health
Services Cost Review
Commission, including
the Best Practices
policy, are intended to
promote quality
improvement and
ensure that any
incentives to constrain
hospital expenditures
under the Total Cost of
Care Model and
subsequent AHEAD
model (Maryland
Model), do not result in
declining quality of
care. Thus, HSCRC’s
quality programs
reward quality
improvements and
achievements that
reinforce the incentives
of the Maryland Model
while guarding against
unintended
consequences and
penalizing poor
performance. The
objective of
implementing a
Hospital Best Practice
Policy is to track and
incentivize hospitals to
implement and
strengthen operational
structures and
processes, which are
designed to provide
high quality, evidence-
based care to all
patients, at all times.

The Best Practice policy is a newly
proposed pay-for-performance
quality initiative that provides
incentives for hospitals to
improve and maintain high-quality
patient care and value within a
global budget framework. For
Year 1, RY 2027, we propose to
focus on best practices related to
hospital throughput, that should
ultimately reduce ED LOS.
Specifically, during Year 1, HSCRC
staff will collaborate with
hospitals to finalize the best
practices and tiers, develop
infrastructure for data collection,
and disseminate statewide
monitoring reports to track
performance. Hospitals will be
expected to participate in the
implementation of best practices
and submission of data for
tracking by an agreed upon
deadline to avoid an
“accountability” penalty of 0.1
percent of all-payer, Inpatient
revenue. This penalty will be
applicable to any hospital that
does not implement and report
on the selected best practices.

This approach will allow sufficient
time to establish workflows,
report development, and validate
data collection mechanisms.

This Best Practice policy will
initially focus on ED-Hospital
Throughput Best Practices but is
written with the intention of
developing and standardizing best
practices for various clinical
processes and operations as
appropriate.

For program Year 1, RY 27,
hospitals will be required
to implement or
strengthen best practices
designed to improve
patient care and
throughput and report
data to the HSCRC to track
intensity and fidelity to
the best practices. For
Year 1, there is no
revenue at risk associated
with performance. There
will be an accountability
penalty that will be
assessed for not reporting
on best practice
measures. This penalty
will be 0.1% of all-payer,
inpatient revenue, to be
assessed in the January
2026 rate update. We will
follow our extraordinary
circumstances exception
policy to address any
unforeseen events (i.e.
cyberattack, natural
disaster, etc.).

For program Year 2, RY 28,
we recommend +/-0.25%
inpatient revenue at risk
associated with
performance on
designated best practice
measures. This will be
reassessed at the end of
Year 1 after evaluating the
impact of the best
practices.

This policy ensures
that the quality of
care provided to
consumers is
evidence-based and
patient-centered. by
incentivizing specific
types of best
practices to address
areas of concern.
Hospitals that do
not participate in
implementation and
data tracking of best
practices will be
penalized 0.1% of
all-payer inpatient
revenue through
their Global budget.
This penalty will
only be assessed if a
hospital does not
report on their
selected best
practices. The
HSCRC quality
programs are all-
payer in nature and
so improve quality
for all patients that
receive care at the
hospital.

There is currently not a
health equity measure
in the Best Practice
policy, but in future
years, we can
potentially stratify
data collected to
evaluate health
disparities. Health
equity incentives could
be integrated in a
subsequent rate year.
Standardization of Best
Practices across all
patients should better
ensure that all patients
receive the same
evidence-based
interventions.

By focusing on
structures and
processes, this
program will allow all
hospitals the potential
to earn rewards
regardless of the types
of patients served or
other barriers that
impact outcomes such
as ED LOS. Going
forward, HSCRC staff
will continue to
analyze disparities and
propose incentives for
reducing them in the
program.




FINAL RECOMMENDATIONS
This document puts forth for consideration the RY 2027 (CY 2025 performance period) final policy

recommendations on hospital best practices:

1.

Building upon the ongoing work of staff and key stakeholders, refine the specifications developed by the
Best Practice subgroup on a set of up to six Hospital Best Practices that are designed to improve
emergency department (ED) and hospital throughput and reduce ED length of stay (LOS).
a. For each best practice identified, develop three weighted tiers with corresponding measures that
reflect the fidelity and intensity of each best practice. Weighting of tiers will be determined in
Year 2 (RY 2028) after Year 1 (RY 2027) data is collected and analyzed.
Require hospitals to select two Best Practices to implement and report data on for RY 2027.
a. Failure to implement and report data to the Commission by October 2025 will result in a 0.1
percent penalty on all-payer, inpatient revenue to be assessed in January 2026.
We propose that subsequent rate years will have +/-0.25 percent inpatient hospital revenue at risk tied to
performance on these best practice metrics but intend to evaluate the impact of the best practices and
make a final recommendation for subsequent rate years after the Year 1 Best Practice program impact is

assessed.




INTRODUCTION

Maryland hospitals are funded under a population-based revenue system with a fixed annual revenue cap set by
the Maryland Health Services Cost Review Commission (HSCRC or Commission) under the All-Payer Model
agreement with the Centers for Medicare & Medicaid Services (CMS) beginning in 2014, and continuing under the
current Total Cost of Care (TCOC) Model agreement, which took effect in 2019 and will transition to the AHEAD
Model in 2026. Under the global budget system, hospitals are incentivized to shift services to the most
appropriate care setting and simultaneously have revenue at risk under Maryland’s unique, all-payer, pay-for-
performance quality programs; this allows hospitals to keep any savings they earn via better patient experiences,
reduced hospital-acquired infections, improved emergency department length of stay, or other improvements in
care. Maryland systematically revises its quality and value-based payment programs to better achieve the state’s
overarching goals: more efficient, higher quality care, and improved population health. It is important that the
Commission ensure that any incentives to constrain hospital expenditures do not result in declining quality of
care. Thus, the Commission’s quality programs reward quality improvements and achievements that reinforce the
incentives of the global budget system, while guarding against unintended consequences and penalizing poor

performance.

The Hospital Best Practice Policy is a new program that is being proposed for Commissioner consideration. The
Best Practice Policy would be one of several quality pay-for-performance initiatives that provide +/- revenue at risk
for hospitals to improve and maintain high-quality patient care and value over time. However, unlike other quality
policies that primarily focus on outcomes of care, the Best Practice policy would specifically provide +/- revenue at
risk tied to the structure and process of care delivery in Maryland hospitals. During this initial year, the policy will
focus on processes that drive ED and hospital throughput to address the long ED LOS experienced by patients in
Maryland. Specifically, the commission will refine a set of up to six best practices for RY 2027 and require
hospitals to select and report data on two best practices by the latter part of CY 2025. If data is not submitted by
hospitals in Year 1, an accountability penalty will be implemented. After the initial year focused on development,
implementation and reporting, the program will have a designated percentage of inpatient hospital revenue at-risk
based on performance on best practice measures. In addition to this Best Practice policy, the RY 2027 Quality-
Based Reimbursement Policy, which was approved at the December 2024 Commission meeting, has a financial

incentive tied ED LOS. The ED-Hospital Throughput best practice measures are process and structural measures

aligned to support the outcome measure, ED LOS, in the QBR program.




BACKGROUND

ED length of stay (LOS)--i.e., wait times—has been a significant concern in Maryland, predating Maryland’s
adoption of hospital global budgets instituted in 2014, with multiple underlying causes and potential negative
impacts (e.g., poorer patient experience, quality, care outcomes). Thus, the Commission approved the addition of
an ED wait time or length of stay (LOS) measure in the RY 2026 QBR program and voted to continue its inclusion
in RY 2027. Previously published and available data on CMS Care Compare reveals Maryland’s poor
performance compared to the Nation on both inpatient and outpatient ED measures (i.e., higher wait times for

both those admitted to the inpatient hospital and those discharged home), as shown in Figure 1.

Figure 1. Emergency Department Performance on CMS ED Wait Time Measures
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As illustrated in Figure 2 below, based on the most current data available, the OP-18b wait time for discharged
patients has increased slightly for both Maryland and the Nation from the base to the performance year, and
Maryland wait times continue to be significantly above those of the Nation for both the base and performance

years.

" Under alternative payment models, such as hospital global budgets or other hospital capitated models, some stakeholders
have voiced concerns that there may be an incentive to reduce resources that lead to ED-hospital throughput issues.
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Figure 2. Maryland and National Performance on ED Wait Times for Discharged Patients
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Furthermore, all but a couple of hospitals in Maryland perform worse than the national average. Figure 3 shows

the ED length of stay for non-psychiatric patients who are admitted (ED1b) for 2018 (last year this was reported)
and for those who are discharged home (OP-18b) using the most recently available data.




Figure 3. Maryland by Hospital and National Performance on ED Wait Times
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Based on these results, staff believe all hospitals in Maryland have an opportunity to improve ED LOS.

Furthermore, there has been increased public scrutiny on Maryland’s ED Wait times, which has been consistently
higher than all other states for the past decade. Several initiatives have been underway over the last two years to
analyze Maryland’s ED length of stay and promote improvement (e.g., MHA Legislative Taskforce, EDDIE). In the

2024 Maryland General Assembly Session, a new ED Wait Time Reduction Commission was established. The
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ED Commission is co-chaired by the HSCRC Executive Director and staffed by the HSCRC. The ED
Commission will work on hospital and wider access issues to improve hospital throughput and will develop a state
goal for improvement in ED wait times. The development of Best Practices focused on ED-Hospital Throughput is
one of the specific goals outlined by the ED Wait Time Reduction Commission. Appendix A provides additional

background on initiatives that the HSCRC and hospitals have undertaken to address this issue.

PoLiCY DEVELOPMENT AND IMPLEMENTATION

In this section, staff provide an overview of work done during CY 2024 to develop this Best Practice Policy. This
includes discussion on why the Commission should develop incentives related to structure and process
measures, description of stakeholder engagement, as well as an outline of the six best practices that have been
selected and examples of tiers for assessing the intensity and fidelity to the best practices. The section concludes

with next steps and recommendations for input.
Policy Origins

The Donabedian model of quality of care assesses three components as shown in Figure 4. While most current
pay for performance incentives are focused on outcomes (i.e., mortality, complications, readmissions), structure
and process measures are important to understand how changes in quality actually occur and are still required for
some areas by CMS (e.g., attestation measures for health equity). There are several additional reasons why
incentivizing structure and process measures should be considered in the case of ED LOS improvement. First,
given that the ED LOS data collection and measure development is still underway, staff are hesitant to put
additional revenue at risk on the outcome measure at this time. Second, the changes that can occur within a
hospital to impact ED LOS may not be sufficient to improve the State’s rankings nationally by themselves. This is
because ED and hospital throughput is impacted by access to outpatient primary care, specialty care, behavioral
health, and post-acute care. Third, there may be ways to reduce ED LOS to earn an incentive that would not
result in better care for patients and these unintended consequences could be avoided by providing incentives to
focus hospitals on better care delivery through optimization of known best practices. Hospitals in the State have
demonstrated significant collaboration and engagement in this work. There will be an accountability measure in
RY 2027 requiring data submission. Thus, staff feel that the current revenue at-risk on the outcome through QBR
is sufficient at this time, but ensuring best practices such as the ones identified below will drive improvements in
throughput as well as patient outcomes. By developing tiers and measures to assess the intensity and fidelity to
these best practices, the State has a unique opportunity to improve more than just ED LOS. Thus, staff believe a

mix of incentives on structure, process, and outcomes is appropriate and could be more impactful than simply

adding more revenue to outcomes alone.




Figure 4. The Donabedian model for quality of care
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Stakeholder Process and Selected Best Practices

Staff formed an ED Subgroup in February 2024 to develop the ED LOS measure and incentive methodology for
the RY 2026 QBR policy. By the fall of 2024, staff transitioned this subgroup to work on the development of ED
and Hospital Best Practices to improve throughput and reduce ED LOS. This was also aligned, as mentioned
above, with the ED Wait Time Reduction Commission's legislative mandate to focus on the sharing of best
practices. Since September 2024, there have been eleven large subgroup meetings and multiple smaller
workgroups focused on individual best practices. Specifically, the subgroup vetted over thirty best practice
suggestions and narrowed down the list to six and proposed that hospitals be expected to implement or improve
upon two best practices during CY 2025. While there were several discussions on whether to select two best
practices that all hospitals must uniformly implement, hospitals felt strongly that options were needed since
certain types of best practices may be more or less effective in different settings; additionally, since hospitals were
engaged in the selection of the best practice options, measures and tiers for each of the options, the staff felt that
providing choices would best maintain collaboration and address the variation in hospital settings. However, the
selection of the number of best practice options, requirements for implementation, and focus of the best practices
can change over time as this policy evolves. Figure 1 provides an overview of the six best practices for ED-
Hospital Throughput. In addition, examples of how the best practices could be measured and tiered (i.e.,
assessed on intensity and fidelity) are provided. The idea would be that in future years hospitals would earn
points based on the measures and could earn more points for higher intensity or fidelity to the best practice, as

opposed to an all or nothing incentive.

Figure 1. ED-Hospital Throughput Best Practices
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Best Practice

Interdisciplinary

Rounds & Early
Discharge
Planning

Bed Capacity
Alert System

Standardized
Daily/Shift Huddles

Measures

Tier Three
¢ Adult inpatients that have screened positive for
HRSN are given referrals to community
resources prior to discharge

Tier One
Criteria ¢ Discharge Planning
Adult General
Medical and Surgical

¢ Adult inpatients offered screening for
the 5 HRSN prior to discharge

Inpatient Admissions
Accountable ¥ Do Y Doc of food insecurity, ¥ Documentation of community resource access or
measure or within 48 hours of housing instability, transportation referral for patients screening positive for 1 or
outcome admission discharge needs, utility difficulties and more of HRSN

plan, example interpersonal safety screenings for v KP1: 75% or 10% improvement from baseline of

estimated discharge inpatients who are screened
date (EDD) and/or ¥ KPL: 50% or 10% improvement from

all positive screens for HRSN are given referral
prior to discharge identified from tier two.

disposition baseline of all inpatients identified in
¥ KPI: 70% of inpatient tier one offered screening for HRSN
admissions have

documented
discharge planning or
10% improvement
from baseline.

Tier 1: Organization establishes one or more capacity metrics,
examples could include: total number of patients in hospital, % hospital
beds occupied, % of ED border c/w overall ED beds, NEDOC score,
other hospital defined metrics.

Tier 2: Organization establishes a bed capacity alert process (aka
surge plan) driven by capacity metrics that triggers defined actions to
achieve expedited throughput. Actions could include: Enhanced
inpatient huddles to expedite discharges, rapid admission order
turnarounds, hospitalist care in the ED, executive escalation, opening
surge units, etc.

Tier 3: Organization quantitatively demonstrates consistent activation
of surge plans in response to bed capacity triggers. Internal metrics to
be hospital defined and specific to hospital surge protocol. Examples
could include: #/% of protocol activations, % discharges by specific
time- maybe 1 p.m. and/or 3 p.m., etc.

The AHRQ defines a huddle as a short, standing meeting that is typically
used in clinical settings to quickly share important information and touch
base with a team, typically held at the beginning of each workday or shift.

Tier 1: Implementation of, at minimum, daily huddles utilizing a
multidisciplinary team approach with a focus on throughput and
discharges.

KPI: Multidisciplinary daily huddles are being completed at X frequency as
defined by each organization.

Tier 2: Tier 1 requirements with the addition of a standardized
infrastructure (standard scripting, documentation, and/or use of huddle
boards). Tier 2 would also include an escalation process for addressing
clinical and/or non-clinical barriers to discharge or throughput.

Tier 3: Tier 1 and Tier 2 requirements, with the addition of monitoring and
reporting of key performance indicators (KPIs) as drivers of process
improvement r/t throughput. Example KPIs could include but are not
limited to, percent of discharge orders written by noon, or percent patients
leaving the facility by a designated time as determined by each facility.

Points (0-10 scale)

Tier 1 earns 0-2 points

Tier 2 earns up to 4 additional
points (cumulative tier 1 and 2
has 6 possible points)

Tier 3 earns up to 4 additional
points

Tier 1 earns 0-2 points

Tier 2 earns up to 4 additional
points (cumulative tier 1 and 2
has 6 possible points)

Tier 3 earns up to 4 additional
points

Tier 1 earns 0-2 points

Tier 2 earns up to 4 additional
points (cumulative tier 1 and 2
has 6 possible points)

Tier 3 earns up to 4 additional
points




Best Practice Measures Points (0-10 scale)

Expedited Care Many best practices are proven to reduce Hospital Length of Tier 1 earns 0-2 points
Intervention Stay and Boarding. Select one or more of the expediting
" ractices listed below: . "
(Expediting team, P . Tier 2 earns up to 4 additional
expedited care ° g?"sﬁ EXpeLd'te" points (cumulative tier 1 and 2
] . ischarge Lounge i i
unit ; > , has 6 possible points
) e  Observation Unit (ED or Hospital based) P P )
e  Provider Screening in Triage / Early Provider Screening
Process Tier 3 earns up to 4 additional
e Dedicated CM and/or SW Resources in the ED points
Tier 1: Implement/Expand one (1) expedited care practice from the list
above and report KPI as determined by the hospital. For example,
LWBS, Inpatient LOS, Door to Provider Time, etc.
Tier 2: Implement/Expand two (2) expedited care practices from the
list above and report KPI for each practice as determined by the
hospital.
Tier 3: Implement/Expand three (3) expedited care practices from the
list above and report KPI as determined by the hospital.
Patient Flow i Tier One Tier Three Tier 1 earns 0-2 points
Criteria » Create Structure: createa « Establish Accountability: * Change Culture: Cascade capacity-related
Throughput multidisciplinary team, Conduct monthly meetings goals toall nursing units to ensure front
Performance identify an executive with key stakeholders line staff awareness & engagement.
sponsor, form a across the organization to H HH
o committee charter, and review capacity & Tler 2 earns Up tO 4 addltlonal
counc" report KPI as determined throughput related projects pOIntS (Cumulatlve tler 1 and 2
by hospital. & metrics
Accountable ¥ Committee/council ¥ Committee meetings v KPIs are reported for key units or service has 6 possib]e points)
measure scheduled monthly at include regular “report lines as determined by the hospital.
minimum outs” on relevant KPlsand ¥ The committee ensures routine
¥ Team develops and works data. capacity/throughput huddles to drive
rougu profscstiat  paniopationom atlest 7 e commitee enares thatay Tier 3 earns up to 4 additional
align with institutional hospital tive. b: ti tients h: built-i 1
proies. + Plsareevdencewsed  effcenies & proocols tht promote points
and shown to improve discharge within two midnights.
capacity or throughput or Observation LOS is tracked, data is shared,
enhance patient care. and OBS Pl processes are implemented on
units with OBS patients.
Clinical Pathways Tier 1 earns 0-2 points

& Observation Tier 1: Design and Implement Intervention

Management i iti
g Hospitals will select and implement a clinical pathway tailored to a specific Tle.r 2 eamns up.to 4, additional
points (cumulative tier 1 and 2

patient population. This clinical pathway should be based on the facility's . ”
unique patient needs and can incorporate existing pathways if already in has 6 possible points)
place.

Tier 3 earns up to 4 additional
Tier 2: Develop Data Infrastructure points

Hospitals will establish robust data collection and analysis systems to
monitor and evaluate outcomes. These systems should emphasize
comparing the effectiveness of inpatient and ambulatory management
strategies for the selected patient population, enabling data-driven
decision-making and continuous improvement.

Tier 3: Demonstrate Improvement

Hospitals will demonstrate a measurable decrease in unwarranted clinical
variation and/or measurable improvement in outcomes specific to their
chosen intervention.

The initial proposal under consideration for the Best Practice policy was additional revenue at risk for performance
on best practices for CY 2025. However, the work needed to refine the tiers and develop data collection is

substantial. Furthermore, given concerns about the time it took to develop the ED LOS measure and incentive
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concurrent to its use, staff believe additional time is needed to do this well. Finally, stakeholder engagement has
been exceptional during this process and should be commended by providing this additional time for hospitals to
develop the data collection needed to measure the tiers. Staff recommend that RY 2027 be focused on
refinement and implementation of best practice measures, workflow redesign, and report development and
validation. Therefore, RY 2027 efforts will be focused on development of the Best Practice tiers and data
collection, and no revenue be tied to performance on the best practice measures for RY2027. There will be a 0.1
percent all-payer, IP revenue, accountability penalty tied to best practice implementation and data submission,
meaning a penalty would be assessed if a hospital did not report data by October 2025 for its two selected best

practices. Staff intend to continue the refinement of the best practices measures and tiers throughout RY 2027.

STAKEHOLDER FEEDBACK

THE BEST PRACTICE SUBGROUP HAS REPRESENTATION FROM ALL HOSPITALS/HEALTH SYSTEMS, AS WELL AS MHA AND
SEVERAL OTHER AGENCIES AND ORGANIZATIONS. THE SUBGROUP MEMBERS HAVE BEEN VERY ENGAGED AND ACTIVELY
INVOLVED IN THE DEVELOPMENT OF THE BEST PRACTICE RECOMMENDATIONS. OVERALL, STAKEHOLDERS HAVE EXPRESSED
SUPPORT FOR THE BEST PRACTICE POLICY. THE FOLLOWING HAS BEEN CALLED OUT IN COMMENT LETTERS:

e Consideration of the effort required for data collection and reporting, allowing flexibility across health
systems for alignment of measures with specific organizational opportunities

e Encourage flexible reporting timelines
Request to shift data reporting deadline from October 2025 to December 2025

e Request for consideration of justifiable reporting delays in hospitals that are making a good faith effort in
implementing best practices that may fall outside of the extraordinary circumstances exception policy.
Noted above: We will follow our extraordinary circumstances exception policy to address any unforeseen events (i.e.
cyberattack, natural disaster, etc.).

e Hospitals have been investing significant resources to implement initiatives directed at optimizing
throughput and decreasing both IP and ED LOS. They ask that we also support and lead efforts to address
external factors driving throughput and boarding issues related to an increased need for behavioral health
and substance use disorder care, primary care, chronic condition management and complex post-acute
care, as well as prior authorization delays and payer denials.

e Suggestions to also consider concurrent evaluation of other measures in the context of ED Wait Times,
throughput and patient outcomes including: post-acute facility capacity, ambulatory and telemedicine care
access related to ED wait times and hospital throughput, Left without being seen (LWBS), length of stay
(stratified by discharge location and other factors), readmissions, 30-day mortality and patient experience

e Stakeholders also note external drivers of throughput issues including workforce challenges, supply delays,
and capacity constraints across the continuum of care. Stakeholders support and in many instances
volunteer to assist with efforts to address these external challenges, including engagement with legislators
to facilitate meaningful actions.

e Request consideration of the +/- 0.25% revenue at risk in future years. Note: Policy indicates we will
evaluate year 1 results before determining revenue at risk for subsequent years

HsCcRC RESPONSE TO STAKEHOLDER FEEDBACK

e The HSCRC staff support flexibility of measure reporting across health systems to allow for targeted efforts
at each hospital. This flexibility is reflected in the measures in the final draft recommendation.




e HSCRC supports flexible reporting timelines and would support a data reporting timeline that would request
preliminary data reporting as data is available in CY2025 with a requirement to have a data submission in
December 2025.

e As reflected in the policy, regarding justifiable reporting delays, HSCRC will follow our extraordinary
exception policy to address any unforeseen events. HSCRC will consider each request for delayed
reporting outside of this policy on a case-by-case basis.

e HSCRC staff supports the requested focus on external drivers of ED LOS and ED Wait Times, and are
working with the ED Wait Time Reduction Commission and designated subgroups to address external
factors driving: throughput and boarding issues related to an increased need for behavioral health and
substance use disorder care, primary care, chronic condition management and complex post-acute care,
as well as prior authorization delays and payer denials.

e External drivers related to capacity across the continuum of care, supplies, external throughput challenges,
and workforce issues will be evaluated by the HSCRC staff in partnership with the ED Wait Time Reduction
Commission and designated representatives from hospital and other health care organizations on the
Capacity, Operations and Staffing Subgroup of the ED WTR Commission.

e HSCRC staff agree with the suggestion to concurrently evaluate other measures in the context of ED Wait
Times, throughput and patient outcomes, including: post-acute facility capacity, ambulatory and
telemedicine care access related to ED wait times and hospital throughput, Left without being seen (LWBS),
length of stay (stratified by discharge location and other factors), readmissions, 30-day mortality and patient
experience.

o HSCRC staff and the ED WTR Data Subgroup have begun analyses focused on capacity and LOS
and are in agreement with analysis of the other measures noted above in the comments.

o Regarding the post-acute facility capacity and care transitions, legislative partners have
volunteered to help facilitate collaboration between HSCRC, ED WTR Commission and hospitals
and post-acute partners and support data analysis. We anticipate moving forward with this
collaboration during this legislative session.

e HSCRC staff believes the request for consideration of the +/- 0.25 % revenue at risk for subsequent years
has been addressed, as the policy notes that we will evaluate the impact of the best practices and make a
final recommendation for subsequent rate years after the Year 1 Best Practice program impact is assessed.

FINAL RECOMMENDATIONS
This document puts forth for consideration the RY 2027 (CY 2025 performance period) draft policy

recommendations on hospital best practices:

1. Building upon the ongoing work of staff and key stakeholders, refine the specifications developed by the
Best Practice subgroup on a set of six Hospital Best Practices that are designed to improve the
emergency department (ED) and hospital throughput and reduce ED length of stay (LOS).

a. For each best practice identified, three weighted tiers were developed with corresponding
measures that reflect the fidelity and intensity of each best practice.

2. Require hospitals to select two Best Practices to implement and report data on for RY 2027.

a. Failure to implement and report data to the Commission by October 2025 will result in a 0.1
percent penalty on all-payer, inpatient revenue to be assessed in January 2026. We will follow
our extraordinary circumstances exception policy to address any unforeseen events (i.e.

cyberattack, natural disaster, etc.).
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3. We propose that subsequent rate years will have a +/- 0.25 percent inpatient hospital revenue at risk tied
to performance on these best practice metrics but intend to evaluate the impact of the best practices and

make a final recommendation for subsequent rate years after the Year 1 Best Practice program impact is

assessed.




APPENDIX A: HSCRC EFFORTS TO ADDRESS ED LENGTH OF STAY

Concerns about unfavorable ED throughput data have been shared by many Maryland stakeholders, including the
HSCRC, the MHCC, payers, consumers, emergency department and other physicians, hospitals, the Maryland
Institute of Emergency Medical Services Systems, and the Maryland General Assembly, with around a dozen
legislatively mandated reports on the topic since 1994, including the Maryland General Assembly Hospital
Throughput Work Group Final Report in March 2024.

Historically, HSCRC has taken several steps to address emergency department length of stay concerns.
However, in the past few years, the COVID public health emergency and its effects on inflation and labor have
had particularly significant negative impacts on hospitals and other care settings that patients may use after

receiving hospital care (e.g., nursing homes), further exacerbating pressures on emergency departments.

Previously, the HSCRC included ED LOS measures in the QBR program for two years. In RY 2020 (CY 2018
measurement period), the QBR Program introduced the use of the two CMS inpatient ED wait time measures
(chart abstracted measures: ED-1 and ED-2) as part of the QBR Person and Community Engagement (PCE)
domain because of the high correlation between ED wait times and HCAHPS performance (also in the PCE
domain and on which the state also performs poorly). CMS retired ED-1 after CY 2018 and ED-2 after CY 2019
necessitating both measures’ removal from the QBR program after only two years. Overall, ED LOS improved
(i.e., ED LOS time went down) for more than half the hospitals when the measures were in QBR, although some
of the improvements were minimal. With the retirement of the chart-abstracted ED LOS measures, HSCRC

continued to work to find a way to collect the data and include the results in QBR.

More recently, staff collaborated with CRISP and their contractor to collect the electronic Clinical Quality Measure
(eCQM) ED-2 (Order of admission to admit time) for CYs 2022-2023. However, analyses of the ED-2 eCQM
found that there are a significant number of hospitalizations (>50,000 statewide) that are dropped from the ED
measure due to an exclusion for stays where the patient spends more than one hour in observation care.
Furthermore, CMS discontinued this eCQM measure in CY 2024, rendering it not feasible for hospitals to continue

to report the eCQM at this time for use in the QBR program.

To determine the direction for inclusion of an ED throughput measure in the RY 2026 QBR policy that would begin
with CY2024 performance, the Commission considered several measurement options proposed by staff as well

as other initiatives underway to address this issue going forward.

Ultimately, the Commission approved inclusion of ED 1-like measure in the RY 2026 QBR program to be finalized
during CY 2024 and that would not require additional Commission approval. In working with ED Subgroup
stakeholders in early 2024, staff selected a measure that mirrors the CMS ED1 measure, with specifications
aligned with those of The Joint Commission as much as possible; the initial measure collection and submission is

through an ad hoc electronic data pull for all patients that will be submitted on an ongoing basis eventually
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through the existing HSCRC case mix data submission process; the initial ad hoc electronic data pull and
submission includes data from CY 2023 to serve as the performance baseline period, and from January through
March 2024. Hospitals also provided an ad hoc submission in December 2024 that will correct any previously
submitted data and provide data from April through September 2024; beginning with data from October 2024
going forward, the ED measure data elements will be included as part of the standard case mix submission
process. The ED1 LOS measure captures the time of emergency department arrival to the time of physical
departure from the emergency department for patients admitted to the facility. The population is all ED patients
(pediatrics and adults) admitted to an inpatient (IP) bed and discharged from the hospital during the reporting

period.
Additional Initiatives: Emergency Department Dramatic Improvement Effort (EDDIE)

In June of 2023, Commissioner Joshi convened HSCRC, MIEMSS, MHA, and MDH to propose the EDDIE project
with the goal of reducing the time patients spent in the emergency department and pushed the HSCRC staff and
MHA to begin this project immediately (i.e., not wait until the next policy year) given the importance of this issue.
The EDDIE project focuses on short-term, rapid-cycle improvement in ED patient experience by collecting and
publicly reporting on ED performance data and fostering a quality improvement process to address those metrics.

Specifically, starting in July 2023, hospitals are submitting data on measures that mirror the CMS ED 1 and OP 18
CMS measures on a monthly basis in accordance with an excel reporting template along with a memo provided
by HSCRC staff that contains reporting instructions and high-level specifications. The HSCRC has requested that
the measures submitted be stratified by behavioral health based on initial ICD codes. Additionally, the HSCRC
has developed a reporting process by which MIEMSS provides monthly reporting on EMS turnaround times by
hospital. This will provide hospital accountability for improving efficiency in handoffs by EMS personnel, which will

in turn improve EMS unit availability and decrease response times.

The HSCRC and MIEMSS are supporting this work by collecting and publicly reporting hospital ED wait times at
monthly Commission meetings. The intent is to provide a mechanism for Commission monitoring of timely ED
performance data that brings on-going attention to this issue through public reporting, provides an opportunity for
the Commission to recognize and learn from high performers, and to track the hospitals improvement efforts
relative to their aim statements. Once hospitals have submitted CY 2023 and CY 2024 patient level data, the staff

will ask the Commissioners whether EDDIE data submissions are still needed.
Additional Initiatives: ED Potentially Avoidable Utilization

In CY 2021, Commissioners asked staff to evaluate expansion of potentially avoidable utilization (PAU) to
emergency department utilization. Staff recommendations initially focused on high volume and low acuity chief
complaint encounters (e.g., ear pain, dental problems) based on analysis of 2.4M ED observations with triage

ratings. With workgroup/stakeholder vetting, this project was re-focused on multi-visit patients in the ED with >3
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ED visits (statewide) in a 12-month period. A hospital monitoring program with reporting through CRISP has been
established in CY 2023, with plans to consider a payment policy for CY 2025. A draft ED PAU policy will be

presented at the November 2024 commission meeting.
Additional Initiatives: Legislative Workgroup

In early 2023, the Maryland General Assembly passed legislation establishing the Task Force on Reducing
Emergency Department Wait Times to study best practices for reducing emergency department wait times; and
requiring the Task Force to report its findings and recommendations to the Governor and the General Assembly
by January 1, 2024. In response, MHA, with co-chair Dr. Ted Delbridge, executive director of Maryland Institute
for Emergency Medical Services Systems (MIEMSS), led a multi-stakeholder work group, the Hospital

Throughput Work Group, aimed at making recommendations to improve the patient journey in Maryland.

Members included hospital representatives, legislators, the HSCRC, the MHCC, the state Department of Health,
patient advocates and emergency department and behavioral health providers. The Task Force was charged with
making legislative, regulatory and/or policy recommendations in a report. The Maryland General Assembly
Hospital Throughput Work Group Final Report was submitted in March 2024. The HSCRC staff were active
participants in the Task Force and believe that inclusion of an ED length of stay measure in QBR will be
consistent with any policy recommendations designed to improve ED length of stay and hospital throughput (i.e.,

a payment incentive should bolster performance improvement and not hinder other policy recommendations).

New Commission: Maryland Emergency Department Wait Time Reduction Commission

In the 2024 General Assembly session, legislation was passed establishing the ED Wait Times Reduction

Commission, which went into effect on July 1, 2024. Figure E1 provides details on the ED Commission purpose,

specific tasks, and member representation on the ED Commission.




Figure E1. ED Wait Time Commission Description

Il Establishment of Maryland ED Wait Time Reduction Commission

Bill went into effect July 1, 2024, and terminates June 30, 2027

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

Chairs: Secretary of Health and Executive Director of HSCRC
Specific focus: Develop strategies and initiatives
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The ED Commission’s work aligns with many of the current HSCRC policies and those under development.
These policies, shown in Figure E2, are designed to address ED and hospital throughput by reducing the number
of people who need ED services, improving ED and hospital throughput, and improving the hospital discharge
process and community resources. The ED Commission will address state-level opportunities related to access
to hospital and community-based services that impact ED wait times, such as access to behavioral health care,
post-acute/SNF beds, and primary care. The ED Commission will also support hospital best practices to address
ED wait times and throughput across Maryland hospitals. The ED Commission members have been appointed,
and the first meeting occurred in October 2024. Four subgroups have been established and are reporting up

through the ED Wait Time Reduction Commission, including the ED Hospital Throughput Best Practices

subgroup, which also reports up through the HSCRC Commission as it relates to hospital policy.




Figure E2. ED Wait Time Commission and Other Initiatives to Reduce ED Wait Times

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

Improve Access Implement Hospital Increase Transparency Reduce Avoidable
Payment Programs to Utilization
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MD Hospital Quality Policies value care and reduce
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ED Wait Time Reduction Commission Subcommittees

Access to Non-Hospital Care Data Subcommittee
 Integrate and optimize best practices and data « lIdentify different data sources across healthcare
analytics for advanced primary care, specialty care, platforms to include ambulatory, acute care, post-
home health, post-acute care, and ancillary services acute care, and third-party data. Will support the
in an effort to reduce avoidable ED and hospital strategic data-driven priorities of the ED Wait Time
utilization and improve care transition workflows Reduction Commission
throughout the continuum of care. « Meetings every six to eight weeks

« Meetings every six to eight weeks.

ED Hospital Throughput Best Practices Hospital Capacity, Operations & Staffing

« Develop a set of hospital best practices and *  Subgroup will convene in April 2025.
scoring criteria to improve overall hospital * Planned focus of the subgroup is to assess access
throughput and reduce ED length of stay, advise and capacity across the State, collaborate with
on revenue at-risk and scaled financial incentives, commercial payers, Medicare, and Medicaid, and
and provide input on data collection and auditing. optimize workforce development opportunities.

* Meetings every four weeks. * Meetings every four to six weeks.
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Introduction
The Health Services Cost Review Commission (HSCRC) created the Regional Partnership Catalyst

Program (Catalyst Program) to advance the population health and health equity goals of the Total Cost of
Care (TCOC) Model and to encourage and support public-private partnerships that can create sustainable
initiatives to improve the health of Marylanders. The Catalyst Program has funded hospital-led teams to
advance two population health priority areas that are part of the Statewide Integrated Health Improvement
Strategy (SIHIS): (1) diabetes prevention and management and (2) behavioral health crisis services. Teams
include neighboring hospitals and community organizations such as local health departments (LHDs), local
behavioral health authorities (LBHAs), non-profit and social service organizations, and provider groups to

develop and implement interventions. Goals of the Catalyst Program include the following:

e Partnerships and strategies that result in long-term improvement in the population health metrics of
the TCOC Model

e Increased number of prevention and management services for persons at risk for or living with
diabetes (prior to the conclusion of diabetes funding)

e Reduced use of hospital emergency departments (EDs) for behavioral health and improved
approaches for managing acute behavioral health needs

e Integration and coordination of physical and behavioral health services to improve quality of care

e Engagement and integration of community resources into the transforming healthcare system

The Catalyst Programs are also an important tool to advance goals of health equity for Marylanders.
Provision of wraparound services to address social determinants of health (SDOH) is core to Regional
Partnership programming. Regional Partnerships deploy community health workers (CHWs), patient
navigators, care managers, and others to screen participants for SDOH needs and connect participants to
resources. Regional Partnerships recognize that addressing SDOH and “treating the whole patient” is
crucial to preventing diabetes or helping diabetic patients manage their disease. Additionally, Regional
Partnerships are intentional in selecting community-based partners to reflect the culture, language, and
demographics of target populations to customize marketing materials and outreach strategies to engage

patients. These strategies remain critical to addressing long-standing health disparities in the State.

For the period January 2021 through December 2025, the HSCRC originally awarded $165.4 million in
cumulative funding through nine awards to eight Regional Partnerships. The five-year cycle was intended to
allow time to build partnerships and infrastructure prior to implementing interventions. The HSCRC made a
difficult decision to discontinue diabetes funding effective June 2024 due to concerns about the long-term
sustainability of the program and the ability of hospitals to sustain the programs after HSCRC funding
ended. As a result, final funding across all eight Regional Partnerships totals $136.9 million. Diabetes

funding to Regional Partnerships ended on June 30, 2024; however, Partnerships were given until the end
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of calendar year (CY) 2024 to wind down their programs or transition to sustainable models to continue
diabetes prevention and management activities in CY 2025 and beyond. Behavioral Health Crisis Services
programs will continue through the full program cycle, ending December 2025. This report summarizes
activities for all Regional Partnerships in 2024.

As described in the report below, Regional Partnerships receiving behavioral health funding reported
continued progress in expanding service delivery in CY 2024, implementing programs across a broad
network of partners and healthcare delivery systems. Regional Partnerships that had received diabetes
funding reported on efforts to transition and restructure their diabetes prevention and management
programs for integration into hospital operations. These Partnerships cited an ongoing commitment to
building effective, integrated teams and addressing the healthcare needs of their communities. Importantly,
Regional Partnerships will continue to promote community engagement, improve provider awareness, and
explore sustainable approaches to care for diabetic and pre-diabetic patients, despite the decision to

discontinue diabetes funding early.

Overview
The HSCRC established the Catalyst Program to enable hospital-led partnerships to continue to build

infrastructure in support of the population health goals of the TCOC Model and SIHIS in a more focused
manner. The Catalyst Program awarded two funding streams: (1) diabetes prevention and management
and (2) behavioral health crisis services. The Catalyst Program is based on the HSCRC philosophy of
fostering collaboration among hospitals and community partners while creating infrastructure to disseminate

sustainable evidence-based interventions.

Diabetes Prevention and Management Programs

The diabetes prevention and management funding stream supported Regional Partnerships implementing
the Centers for Disease Control and Prevention (CDC)-recommended Diabetes Prevention Program (DPP).
DPP has shown long-term success in helping prevent the onset of diabetes and promote weight loss for
those with pre-diabetes.! This funding stream also supported implementation of Diabetes Self-Management
Training (DSMT) and Diabetes Self-Management Education and Support (DSMES). DSMT/ES provides
lifestyle change and diabetes management curriculum to patients to better control their Type Il diabetes.
Regional Partnerships under the Catalyst Program were required to either achieve American Diabetes
Association (ADA) or American Association of Diabetes Education (AADE) accreditation for their respective

DSMT and DSMES programs or partner with an accredited program.

Funding was available for wraparound services to bolster the impact of DPP and DSMT/ES. For example,

Medical Nutrition Therapy (MNT) could be provided as a wraparound service for patients participating in

1 CDC National Diabetes Prevention Program. https://www.cdc.gov/diabetes-prevention/programs/index.html
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DSMT/ES. It is provided by registered dietitians as an intensive, focused, and comprehensive nutrition
therapy service. MNT delivered concurrently with DSMT/ES has been shown to increase the ability of
patients to manage their diabetes. Additional wraparound services to support patient success in DPP and
DSMT/ES include healthy food access, exercise programs, and transportation services to in-person

classes.

DPP and DSMT/ES funding can potentially be sustained through Medicare, Medicaid, and/or commercial
payer reimbursement. However, Medicare billing requires suppliers to make substantial investments in
certification, training, and administration. Catalyst Program funding was intended to help build this

infrastructure by supporting start-up costs, including recruitment, training, and certification.

Regional Partnerships were expected to meet different milestones over the five years of the program, with
the final goal of having sustainable programs that would continue after the HSCRC funding ended. HSCRC
staff found that CY 2023 performance fell short of program expectations, which caused concerns about

long-term program viability, leading staff to make the difficult decision to end diabetes funding early.

Behavioral Health Crisis Programs

The TCOC Model incentivizes reductions in unnecessary ED and hospital utilization. Across Maryland,
hospitals cite opioid and fentanyl use disorders, combined with inadequate access to acute mental health
services as contributors to ED overcrowding. Maryland continues to lack sufficient infrastructure needed to
divert behavioral health crisis needs from EDs and inpatient settings to more appropriate community-based
care. Community-based organizations often do not receive reimbursement for crisis management services

and struggle to provide the service capacity needed in Maryland.

The behavioral health crisis services funding stream supports development and implementation of
infrastructure and interventions consistent with the “Crisis Now: Transforming Services is Within Our
Reach”? action plan developed by the National Action Alliance for Suicide Prevention. Regional

Partnerships implement one or more of the following:

e Air Traffic Control (ATC) Capabilities with Crisis Line Expertise.3 The ATC model is based on
always knowing the location of an individual in crisis and verifying hand-offs to the next provider.
The model creates a hub for deployment of mobile crisis services and access to other services
such as crisis stabilization. The model’s essential components include qualified crisis call centers

and 24/7 clinical coverage with a single point of contact for a defined region.

2 National Action Alliance for Suicide Prevention. Crisis Now: Transforming Services is Within Our Reach.
https://theactionalliance.org/resource/crisis-now-transforming-services-within-our-reach
3 ATC is also referred to as “Care Traffic Control” by one Regional Partnership.
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e Community-Based Mobile Crisis Teams.* Mobile crisis services deploy real-time professional
and peer intervention to the location of a person in crisis. They are intended to avoid unnecessary
ED use and hospitalization.

e Stabilization Centers. Crisis stabilization services provide observation and supervision at a sub-
acute level to prevent or mitigate behavioral health crises and/or address acute symptoms of

mental illness. Settings are small and home-like relative to institutional care.

Summary of Awards

The HSCRC awarded a cumulative $136.9 million through nine awards to eight Regional Partnerships. Five
of the nine awards fall under the diabetes prevention and management funding stream. These awards total
$57.8 million and involve 24 hospitals with funding through June 2024. They span Western, Central, and
Southern Maryland as well as the Capital Region. Three of the nine awards fall under the behavioral health
crisis services funding stream. These three awards total $79.1 million and involve 24 hospitals with funding
through December 2025. They span Central Maryland, portions of the Capital Region, and the Lower

Eastern Shore. A summary of awards is shown in Table 1 and 2 below.

Table 1. Summary of Diabetes Regional Partnership Catalyst Program Awards, CY 2021 — CY 2024

Regional Counties/ Award Participating Hospitals
. Partnership  _Region
Baltimore e Baltimore City $32,730,418 | o JH Bayview Medical Center
Metropolitan e Howard County General Hospital
S glab_etesl e Johns Hopkins Hospital
© P:Etlr?enrz;hip e Suburban Hospital
:g = ¢ UMMC
S g ¢ UMMS Midtown
o & Western e Allegany $10,996,156 | o Frederick Health
o 2| Regional e Frederick e Meritus Medical Center
§ § Partnership e Washington e UPMC Western Maryland
Q
2 | Nexus e Montgomery $4,121,123 | ¢ Holy Cross Germantown
o | Montgomery® e Holy Cross Hospital
e Shady Grove Medical Center
o White Oak Medical Center

4 Mobile Crisis Teams (MCT) are also referred to as Mobile Response Teams (MRT).

5 Revised award amounts are shown in Table 1. Nexus Montgomery participation ended in 2022 and all Diabetes Prevention and
Management Regional Partnerships end June 30, 2024, with an additional 6-month winddown period to rollover unspent funds.
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Regional Counties/ Award Participating Hospitals
Partnership Region
Totally Linking e Charles $4,463,519 | o Adventist -Fort Washington Medical
Care (TLC) e Prince Center
George’s e Luminis Doctors Community Hospital
e St. Mary’s e MedStar St. Mary’s

e MedStar Southern Maryland
e UM Capital Region Health
e UM Laurel Regional Medical Center

Saint Agnes and | e Baltimore City $4,081,555 | o Ascension St. Agnes
LifeBridge e Baltimore o Sinai Hospital
County e Grace Medical Center
Full Circle e Charles $1,425,078 | ¢ UM Charles Regional Medical Center
Wellness®

Total Awards $57,817,849

Table 2. Summary of Behavioral Health Regional Partnership Catalyst Program Awards,
CY 2021 - CY 2025

Regional Counties/ Award Participating Hospitals

Partnership Region
Greater e Baltimore City $44,862,000 | o Bayview Medical Center

Baltimore Region | ¢ Baltimore e Carroll Hospital

Integrated Crisis County
System
(GBRICS)

e Grace Medical Center

e Carroll e Greater Baltimore Medical Center
e Howard e Howard County General

e Johns Hopkins Hospital

e Ascension St. Agnes

e Sinai

e MedStar Franklin Square

e MedStar Good Samaritan

e MedStar Harbor

e MedStar Union Memorial

e Mercy

e Northwest

e University Maryland Medical Center
¢ UM Midtown

e UM St. Joseph Medical Center
Totally Linking e Prince $22,889,722 | o Adventist Fort Washington Medical
Care (TLC) George’s Center

e MedStar Southern Maryland

e UM Laurel Medical Center

e UM Capital Region Health

Behavioral Health Crisis Services

8 FCW is funded for DSMT activities only.
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Regional Counties/ Award Participating Hospitals
Partnership Region
Tri-County e Lower Eastern $11,316,332 | o Atlantic General Hospital
Behavioral Shore e TidalHealth - Peninsula Regional
Health Medical Center
Engagement
(TRIBE)
Total Awards | $79,068,054

Year Four Diabetes Prevention and Management
Activities

Early Award Termination

The Catalyst Program was created to fund the development of sustainable programs that support the
State’s population health goal to address diabetes burden. A key requirement for Regional Partnerships
was to generate revenue through billing Medicare and Medicaid to create a sustainable funding source
beyond HSCRC funding. As reported in the CY 2024 annual report, the HSCRC was concerned about the
long-term viability of the program based on low claims volumes for DPP and DSMT in CY 2023. While there
was growth in billable claims for Medicaid and Medicare, those volumes fell significantly below performance
expectations established at the beginning of the Catalyst Program. Based on CY 2023 performance and the
amount of funding issued, HSCRC staff determined that these programs were not on a path to sustainability
and that the level of funding issued through the program was not commensurate with the number of patients
served. Diabetes funding to Regional Partnerships ended June 30, 2024; however, Regional Partnerships
had through the end of CY 2024 to either wind down their programs or restructure to sustainable models to
continue diabetes prevention and management activities in CY 2025 and beyond. While the HSCRC asked
hospitals to indicate whether they would continue offering DSMT or DPP, hospitals/Regional Partnerships
had the flexibility to restructure, scale, or discontinue their programs to align with hospital strategic goals
and ongoing operations. Based on final reports, Regional Partnership hospitals have maintained their
commitment to addressing pre-diabetes and diabetes in their communities. All hospitals have identified
alternative structures and financing to offer services in a sustainable manner for their individual hospitals or

partnership.

Program Transitions and Integration into Health System Operations

All Regional Partnerships are continuing some form of diabetes programming and are leveraging the
infrastructure and partnerships developed since Regional Partnership funding began in 2021. Most
hospitals and their partners have restructured their program offerings—some are now offering only DSMT,
while others have reduced the number of DPP cohorts due to staffing constraints. Some have designed

their own diabetes education programs and offer them at no cost to qualifying patients. One Regional
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Partnership is maintaining its original strategy to launch an umbrella hub to support community providers
providing DPP. While early funding termination impacted the scale and structure of hospital programs,
diabetes remains a community health priority and focus area that hospitals are continuing to address in a

manner that is organizationally and financially sustainable.

Hospitals reported multiple financing strategies to integrate diabetes prevention and management
programming into hospital operations. Hospitals reported leveraging a blended financing approach for most
programming that includes billing for reimbursable services including Medicare, Medicaid, and commercial
payers; drawing from hospital operating revenue; and leveraging grants and philanthropic contributions to

offer programs to uninsured individuals and support provision of wraparound services.

DPP Activities

Most hospitals that intend to continue offering DPP reported reducing the number of cohorts offered—in
some cases by significant amounts. Hospitals that reported that they will continue to provide DPP will offer
both in-person and virtual options. In response to participant attrition challenges related to the year-long
duration of DPP, one hospital redesigned its program to condense the curriculum into a three-month model

to improve completion rates while still maintaining the integrity of the educational content.

Three hospitals determined they did not have a sustainable pathway to continue offering DPP and
discontinued direct provision of the DPP. Instead, two established navigation services and referral pathways
for pre-diabetic patients to existing programs in the region. Another hospital reported offering free health
coaching services and nutrition counseling for pre-diabetic patients and is exploring offering alternative pre-

diabetes educational programs in the future.

One Regional Partnership that prioritizes support for community-based DPP providers continues to operate
as a CDC-recognized umbrella hub organization (UHO) and expanded this work in 2024. The UHO
supports six DPP suppliers with administrative and operational services, including payer contracting and
billing; reporting and data collection; and additional support with marketing, provider recruitment, and
supplies. Partner hospitals continue to refer patients to DPP through the UHO. This UHO has continued to
prioritize billing Medicaid and targeting their programs for Medicaid participants. Other hospitals reported
achieving and maintaining CDC Full Plus Recognition for their DPPs, indicating they exceed national

standards for program eligibility, outcomes, and participant retention.

Hospitals reported continuing to market and engage community partners to reach eligible patient
populations and expanding outreach efforts through new marketing materials and engaging respected
community social clubs at community effects. Hospitals continued to work with community partners to
provide wraparound services and address health-related social needs with food access. While some
hospitals maintained all partnerships made over the course of the program, some hospitals reduced the

number of community partners to a core set focused on specific wraparound services.
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DSMTI/ES Activities

All hospitals report continuing to offer DSMT programs and integrating the programs into hospital
operations, as well as offering wraparound services to participating patients. Hospitals plan to sustain the
program through billing payers for services. Hospitals report offering DSMT programs both in-person and
online, as well as through individual and group-based classes. Hospitals have approached integrating
DSMT into their health systems in multiple ways. Some hospitals report that DSMT will be provided as part
of a larger suite of services through dedicated diabetes resource centers; other hospitals have focused on
providing DSMT and MNT through physician group practice settings to reach more patients and foster a
familiar environment for in-person programs. One hospital also reported scheduling appointments to co-
occur with routine medical care to reduce scheduling conflicts and address transportation barriers. Hospitals
also reported integrating dedicated dieticians into practice settings, as well as certified diabetes care and

education specialists (CDCES) to increase accessibility of services.

A strategy across multiple hospitals has been to expand or establish free diabetes education classes to
reach patients who may face financial barriers to receiving DSMT, which traditionally has associated
insurance co-pays, facility fees, or long-term time commitments. Some hospitals built these programs as
part of their overall Regional Partnership program and are continuing to offer these services. Other

hospitals are newly offering these as part of their post-Regional Partnership diabetes programming.

As with DPP, wraparound services, including nutrition support through healthy food programs, remain an
integral part of these efforts. While some hospitals noted a reduction in the number and scale of community
partners supporting these services, others are maintaining and growing their partnerships for ongoing

programs.

Wraparound Services (DPP & DSMT/ES)

As hospitals restructured their programs, they continued to prioritize the provision of wraparound services to
support participants in DPP, DSMT, and other diabetes education initiatives. All participating hospital
programs sustained key wraparound supports—particularly those addressing nutrition—such as food
delivery services, Food as Medicine initiatives, and healthy food voucher programs. Some Regional
Partnerships sought additional funding through grants, philanthropy, or internal sources to sustain these

services.

Addressing SDOH remained central to diabetes programming strategies. Hospitals deployed CHWs, patient
navigators, care managers, and others to screen participants for SDOH needs and connected participants
to appropriate resources as a way to encourage enroliment, program retention, and improved clinical

outcomes.
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During CY 2024, Regional Partnerships offered the wraparound services shown in Table 3 to DPP and
DSMT participants. Services supported by vendors and collaborators allowed for participants’ needs to be
met and helped remove barriers related to SDOH.

Table 3. CY 2024 Wraparound Services (DPP & DSMT)

Wraparound Service Count of Regional
Partnerships

;
:
Bowe S
:
1
1
2
2

Source: Regional Partnership Annual Reporting, CY 2024

Hospitals described multiple efforts to address food access that were identified through social determinants
screening initiatives. Regional Partnerships conduct interviews with program enrollees (and often potential
enrollees) regarding their access to food types, where and how they obtain their food, and what they

understand about the connection between their diabetes and nutrition.

Solutions to provide healthy food included food delivery to participants’ homes, virtual supermarket tours
and descriptions, and partnering with supermarkets and others on healthy food access programs. Hospitals
are also partnering with community- and faith-based organizations to provide cooking classes and
demonstrations.

Hospitals addressed transportation through the provision of Lyft rides and connecting participants to
existing non-emergency transportation providers. To promote exercise, some hospitals offered participants
gym memberships through the YMCA, free or discounted fithess programs, and at-home fitness equipment

(resistance bands, fithess apps, etc.).

Diabetes Community Partner Collaboration (DPP & DSMT/ES)

Overall, Regional Partnerships reported that community partners are still important to reaching patient
populations and helping address health-related social needs of patients. Some hospitals reported reducing
the number of community partners involved with providing wraparound services and choosing to work with a

limited number of partners to meet patient needs.

Core goals of the Catalyst Program are development of partnerships for long-term improvements in

population health, and engagement/integration of community resources in the healthcare system. During

11
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CY 2024, Regional Partnerships continued to convene and attend community events with partners to reach
potential participants outside of the healthcare setting who may be missed in other marketing efforts. The
community events also enabled Regional Partnerships to build relationships with faith, cultural, and other
community groups that could extend message outreach by a variety of trusted community organizations. In
CY 2024, Regional Partnerships also worked with community partners to provide ongoing education about
diabetes prevention and management, as well as to establish in-person classes. Examples included
programming and informational outreach conducted through faith-based organizations, apartment
complexes, and senior settings. Regional Partnerships also worked closely with community partners to
meet participants’ SDOH needs; the most common was access to healthy food options. Figure 1 shows the
breadth of Regional Partnerships’ community partners for diabetes prevention and management. There are
a total of 257 community partner organizations across Regional Partnerships. The two most common types
of organizations are community-based healthcare providers and non-profit advocacy and philanthropy

organizations.

Figure 1. CY 2024 Diabetes Program Community Partners

70

m Academic Institution
60

m Government, Local Health
Department, LHIC, LBHA

m Business Entity

50 45

40

41
37
33

30 24
2

0 14
) l

0

Organization Type

m Other

m Faith-Based Organization

Count of Organization Type

m Community-Based Healthcare
Provider

= Non-Profit Advocacy &
Philanthropy

Source: Regional Partnership Annual Reporting, CY 2024
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Year Four Behavioral Health Crisis Services Activities

Open Access and Crisis Center Activities and Progress
Regional Partnerships continued to make progress on crisis center activities in Year Four. Activities focused
on continuing to build community partnerships and expand site infrastructure to support an increased

volume of patients through multiple care paths.

TRIBE - Crisis Centers

TRIBE operates two crisis centers on the Lower Eastern Shore that opened in 2022. The primary site,
located in Salisbury, is operated by TidalHealth. The secondary site, originally operated by Atlantic General
Hospital (AGH), is in Berlin. Both sites accepted referrals from walk-in patients in Year 4. The primary site in
Salisbury is open seven days a week from 8am to 8pm. In Year Four, TidalHealth collaborated with the
adult and child inpatient units to increase quality and access to comprehensive discharge planning. If
patients are unable to be seen by their primary care providers within seven days of discharge, they are
scheduled to see a provider at the Crisis Center. TidalHealth created an EPIC dashboard to track relevant
quality measures and completed SDOH screening for all patients during initial visits (and as needed during
subsequent encounters). AGH transitioned its crisis center service to Chesapeake Healthcare (CHC), a
federally qualified health center (FQHC), as of June 2023. This change increased access to care by
leveraging CHC’s higher number of licensed practitioners. CHC is open Monday through Friday, and

patients are referred to the primary site in Salisbury when the center is closed.

TRIBE has reported monthly patient volumes since opening both sites in 2022. There has been a 139%
growth in patient volumes between 2022 and 2024, with 2,980 patients served across both sites in CY
2024.

Table 4. TRIBE Crisis Centers (Salisbury & Berlin), Monthly Patient Volumes, 2022 through 2024

Month 2022 2023 2024
January 0 211 225
February 58 189 240

March 55 268 294

April 70 173 235

May 65 192 317

June 79 163 233

July 97 150 199
August 119 149 287
September 158 223 232
October 166 324 296
November 170 274 226
December 212 244 196
TOTAL - Annual 1249 1267 2980
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In CY 2024, TRIBE expanded its measurement and tracking efforts to assess the effectiveness of its crisis
centers. Both the primary and secondary sites successfully accepted and triaged 100% of walk-in patients,
identifying their needs and making referrals to the appropriate level of care. TidalHealth achieved a 3%
reduction in inpatient admissions from 2023 to 2024. Both crisis centers consistently provide care
coordination, including a plan of care for all patients served. Standardized processes ensure that all
providers enter Care Alerts, supporting accurate statistics in the CRISP dashboard and facilitating review of
medications from external prescribers. Through its robust screening and referral processes, both sites

maintained a 100% rate of directing patients to the appropriate level of care.

In addition, TidalHealth reported a collaboration with SWIFT (Salisbury-Wicomico Integrated First Care
Team) to leverage their nurse-led mobile health team. This team includes a paramedic, nurse-practitioner,
registered nurse (RN), and CHW that respond to non-emergency 911 calls that can be addressed more
effectively outside the ED. Patients are brought directly to the Crisis Center or are scheduled for a follow-up
appointment. TRIBE also reported collaborating with EMS to identify cases appropriate for diversion from
emergency rooms to Crisis Centers. The organization is actively working with emergency services to

achieve compliance with state regulations required for responder drop-offs.

GBRICS - Open Access Pilot

The Greater Baltimore Regional Integrated Crisis System (GBRICS) has continued to expand access to
immediate-need behavioral health services through their Open Access Pilot. The Open Access Pilot
provides consulting support and seed funding to behavioral health clinics and practitioners (in-person and
virtual) that provide same-day or next-day intakes for patients in crisis. The pilot project is organized into
two stages. In the initial six months, participating sites focus on conducting assessments, creating
workplans, training staff, and determining the most appropriate number of days and hours to dedicate to
Open Access appointments. During the following six months, sites put Open Access into practice, evaluate

how it functions in daily operations, and design a sustainability plan.

GBRICS launched the Open Access Pilot in CY 2022 through two initial cohorts. In CY 2024, 17 outpatient
behavioral health clinics participated in Cohort 3. As of July 2024, the cohort clinics began accepting Open
Access referrals from the 988 Helpline (described on the following page) and other referral sources.
Additionally, 13 other clinic sites from Cohorts 1 and 2 that were already offering same-day or next-day
appointments also started accepting referrals from 988 in July 2024. In total, there are currently 43 clinic
sites implementing Open Access in the Central Maryland region, with 30 active open access sites receiving
funding from the HSCRC. Open Access clinics are located in Baltimore City, Baltimore County, Howard
County and Carroll County. Monthly patient volumes increased when sites began accepting 988 referrals,

ranging from approximately 40 to 170 patient visits per month between July 2024 and February 2025. As

14



 maryland

é’ health services

cost review commission

988 call volumes increase through improved marketing and general community awareness, these same-day

and next-day patient visit volumes should continue to increase.

Care Traffic Control Activities and Progress

GBRICS

During 2022, a partnership of three organizations—Baltimore Crisis Response (BCRI), the Affiliated Sante
Group, and Grassroots—was selected to jointly operate a Regional 988 Helpline for GBRICS. The 988
Helpline operates as a cloud-based call center and utilizes the Behavioral Health Link (BHL) Care Traffic
Control software. Implementation of the 988 Helpline occurred in April 2023, providing access to 100
counselors and 5 dispatchers. GBRICS reports a 988 Helpline call volume of 52,293 between January and
December 2024. Over 90% of the average 4,000 calls per month are resolved on the phone, and many
callers are referred to supports other than hospitals, such as open access appointments and case

managers. The 988 system is utilized by other Regional Partnerships as a basis for referrals.

In the fall of 2024, the Federal Communications Commission directed cell phone providers to geo-route 988
calls based on the closest cell tower instead of by area code. GBRICS expects the Central Maryland 988
Helpline to see an increase in call volume by 15% in 2025 and is monitoring staffing capacity in order to

keep their 87% answer rate.

Regional Partnerships continue to ensure vulnerable consumers are connected to ongoing behavioral
health care. Behavioral Health System Baltimore (BHSB)—which serves as the program administrator for
GBRICS—and 988 providers are implementing new ways to connect callers. As of December 2024, callers
are connected to Medicaid targeted case managers through care traffic control software. Furthermore, 988
has implemented a protocol to support warm handoffs for CareFirst members, ensuring direct connection to
CareFirst behavioral health case managers for ongoing care coordination. BHSB intends to initiate outreach
to additional insurance carriers in the coming months to assess opportunities for establishing similar

collaborative partnerships.

Totally Linking Care (TLC)

Prince George’s County made continued progress in strengthening its Response System by expanding
technology integration and data capabilities. During CY 2022, TLC implemented system integration
between the 988 Call Center and the mobile response team dispatch module. Building on this, in CY 2024,
TLC deployed the Call Center Module to better monitor incoming calls, track caller frequency, and capture
episodes of care across the service continuum. These enhancements provide more granular data sets,
support additional data fields, and centralize all call information within a single system, strengthening both
operational oversight and data-driven decision-making. Prince George’s County plans to bring on the 988

Call Center platform to the BHL platform with calls answered by the 988 Diversion Team. TLC has provided
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a transition plan and is collaborating with the county to provide trainings and joint meetings to develop a
workflow. Full integration of the Call Center Module with the BHL Mobile Response Module enables
streamlined data sharing to efficiently identify when dispatch is necessary, facilitating seamless transfers of

residents in crisis. TLC reported a volume of 2,866 cases for Year Four.

Mobile Response Team Activities and Progress

Totally Linking Care

Use of the Mobile Response Team (MRT) response team continued to develop in CY 2024 as a strategy to
divert patients from the ED who do not require a high-level intervention. Based on continued needs
assessments, Prince George’s County added two new MRTSs, raising the overall team count to eight. The
Mobile Crisis Response Teams (MCRT) in Prince George’s County is currently operated by iMind and
includes eight teams throughout the county. Two-person teams include a peer or technician paired with a
mental health care professional. In CY 2024, MRT decreased overtime by aggressively recruiting and
managing staff efficiently. TLC funds four of these eight MRTs in addition to supporting the development of
videos, marketing materials such as MRT informational cards, and first responder business card identifying
the differences between the 988 and MRT services. TLC works with iMind and other entities in the area to
create customized data collection, create workflows, improve communications, and ensure that the most
efficient crisis services are being delivered in Prince George’s County. During 2024, TLC prioritized
increasing MRT utilization to support long-term sustainability, working with iMind on approaches to
reimbursement. TLC is working to have iMind dispatch MRT teams out of Laurel and Seat Pleasant police
departments in order to improve response times by locating teams in the area with higher utilization and
cutting down on transporting times. Utilizing the full integration of the BHL Mobile Response unit with the
Prince George’s County Behavioral Health Dashboard, TLC reported a total volume of 1,844 team
dispatches in CY 2024. These cases were referred from a wide range of sources, including the 988 system,

direct calls from social services, direct calls from the police/fire/EMS, schools, providers, and participants.

TLC also tracked goals and milestones during 2024 to track the progress and impact of regional partnership
activities. TLC tracked the number of dispatch cases by different levels, deciphering whether 988 mobile
responses were routine calls, were resolved by the call center module, needed dispatch, and so on. They
were also able to determine which 4-hour shift has the highest call volume from January to December 2024.
The 12PM to 4PM shifts received the highest call volume on average, with an average of 65 calls each
month. TLC also provides a geo-map of MRT calls to help Prince George’s County identify the high-volume
areas and help in the selection of the two-satellite offices for deployment. TLC reported a dispatch
completion rate of 55.25. Completion rates are influenced by several factors, including situations where

patients cannot be located at the dispatch site or when teams are unavailable due to staffing shortages or

16



 maryland

@ health services

cost review commission

being assigned to other calls. Although no national standard or best-practice benchmark exists for
completion rates, MRTs work to steadily improve their monthly rates and reduce cancellations caused by

team unavailability.

Table 5. TLC MRT Volumes, CY 2024 - Feb 2025

Metric Jan 24 - Feb 25 Total

Dispatch Case Count 1844

Number of Initial Crisis Responses 1718

Number of Follow-Up Responses 4620

Number of Referrals to Higher Levels of Care (Emergency Room) 336

Completion Rate 55.25
GBRICS

In CY 2024, GBRICS broadened mobile crisis services in Central Maryland. The Affiliated Sante Group
offered 24/7 regional coverage, and BCRI extended its services with two daily shifts in Baltimore City and
Baltimore County, supplementing its existing Baltimore City—based teams. Additionally, BHSB has
partnered with a new provider of child-specific mobile services, Advanced Behavioral Health, to develop
their programming and promote services among stakeholders. In 2024, mobile crisis teams funded by
Howard and Carroll Counties were dispatched through the Central Maryland 988 care traffic control

software to improve regional service coordination.

GBRICS/BHSB strengthened its ability to analyze volume and response time data, and the system

completes over 250 non-law enforcement crisis visits monthly in the region. GBRICS reported a dispatch

completion rate of 67.40. As stated above, while there is no national or best-practice threshold for an ideal

completion rate, MRTs aim to increase completion rates every month and minimize the number of
incomplete dispatches due to the MRT unavailability. Completion rates can be impacted by a number of
factors, such as an inability to find a patient once they reach the dispatch site, patients cancelling the

dispatch, or no teams being available because they are on other dispatches or staffing shortages.
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Table 6. GBRICS MRT Volumes, CY 2024 - February 2025

Metric Jan 24 - Feb 25

Dispatch Case Count 1988
Number of Initial Crisis Responses 1960
Number of Follow-Up Responses 3948

Number of Referrals to Higher Levels of Care (Emergency Room) | 231

Completion Rate 67.40

Regional providers are expected to begin billing in 2025 to support sustainability.

Impact Measures

In addition to the program-specific process measures each Regional Partnership provides on their individual
interventions, the HSCRC also monitors ED utilization and volume data for participating hospitals. The
HSCRC tracks both overall behavioral health ED volumes and well as the rate of repeat behavioral health

ED visits, tracking patients with three or more visits in a calendar year across partnership hospitals.

Behavioral Health ED Visits

Figures 2 and 3 illustrate that total behavioral health ED volumes across participating hospitals declined
between the 2019 baseline and 2024, with reductions ranging from 8% to 43%. The 2019 baseline was

established during the 2020 design of the Regional Partnership program to inform appropriate evaluation

metrics.
Figure 2. Behavioral Health ED Volume Declines, CY 2019 vs. CY 2024
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Figure 3. Percent Change between CY 2019 and CY 2024 Behavioral Health ED Volumes
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Despite substantial declines relative to the 2019 baseline in many cases, behavioral health ED volumes
have remained relatively stable over the past three years. While volumes have not returned to pre-
pandemic levels, no significant decreases have been observed since 2022. For clarity, Figures 4, 5, and 6

on the following pages aggregate volumes across hospitals by partnership to illustrate this trend.

Figure 4. Behavioral Health ED Volumes, TRIBE Hospitals, CY 2019-CY 2024
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Figure 5. Behavioral Health ED Volumes, TLC Hospitals, CY 2019-CY 2024
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Figure 6. Behavioral Health ED Volumes, GBRICS Hospitals, CY 2019-CY 2024
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Repeat Behavioral Health ED Utilization

In addition to total behavioral health ED volumes, the HSCRC monitors ED Behavioral Repeat Utilization

performance for all Regional Partnerships. Performance measures the number of repeat behavioral health

ED visits within regional partnership hospitals against the total number of behavioral health ED visits.
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Repeat utilization is counted as three or more visits in a specific calendar year. As shown in Figure 7, staff
are seeing a limited impact on repeat behavioral health utilization rates from a 2019 baseline. Since CY
2019, GBRICS has seen a decrease in 4.1% of visits, TLC has seen a decrease in 4.3% of visits, and
TRIBE has seen an increase of 1.04% of visits. While Tidal reported an increase in ED utilization in 2024,
this could potentially be attributed to improved mental health screening at hospitals through the use of
Columbia Suicide Safety Risk Screening tool. They cited a 3% reduction of behavioral health inpatient
admissions in CY 2024.

Figure 7. Repeat ED Behavioral Health Utilization Rate, CY 2019-CY 2024
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Behavioral Health Sustainability

Regional Partnerships continued to work toward the sustainability of behavioral health initiatives. Beginning
in CY 2021, Regional Partnerships coordinated with the broad-based effort to establish a statewide
mechanism to fund 988 in Maryland. The “Fund Maryland 988 Campaign” brings together more than 70
partner organizations to establish a Maryland 988 Trust Fund. The campaign advocated for legislation
during the 2022, 2023, and 2024 legislative sessions to lay the groundwork for sustainable funding. In May
2024, Governor Moore signed legislation that established a permanent funding source for Maryland’s 988

helpline.

Final Medicaid regulations for coverage of mobile crisis services and behavioral health crisis stabilization
centers were posted in May 2024, providing a new source of sustainable funding to support crisis services
for Marylanders. All Regional Partnerships cited that reimbursement levels for services are still not sufficient

to cover the total costs of services provided for mobile response teams and crisis services, making
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supplemental grants and hospital investment essential to ongoing sustainability. All Regional Partnerships
report actively exploring diversified funding strategies in addition to revenue generated through billable
services. Challenges with State and local budgets and decreased available funding through the impacts of
House Resolution 1 have posed concerns for Regional Partnerships on future availability of state and local
government grants and Medicaid reimbursement for services. Beyond financial considerations, workforce
shortages and challenges with hiring and retaining workers post a significant barrier to sustaining these

services.

Behavioral Health Community Partner Engagement

Regional Partnerships continue to recognize the value of conducting meaningful, multi-sector input and are
building on the prior year’s progress. These relationships are vital to communicating the availability of new
Catalyst Program services to the public. Regional Partnerships involve local government entities to ensure
that Catalyst Program efforts complement existing initiatives to develop behavioral health crisis service
infrastructure. Key public entities included local government, public safety agencies, faith-based

organizations, other health care providers, and LBHAs.

Regional Partnerships have formal governance entities intentionally structured to engage a diverse group of
stakeholders in guiding the overall strategy, implementation, and sustainability of initiatives. For example,
collaborations helped achieve continuity of care with warm handoffs for patients in crisis, collaboration on
individualized patient treatment plans, support in development of crisis stabilization center policies and

procedures, and planning for longer term sustainability of services.

Figure 8 below shows the breadth of community partners for Regional Partnerships receiving behavioral
health funding. There were 181 community partners. The most prevalent category was non-profit advocacy

or philanthropy organizations, followed by local public entities and community-based healthcare providers.
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Figure 8. CY 2024 Behavioral Health Community Partners
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Regional Partnership expenditures for CY 2024 are shown in Table 7. Total expenditures across all

Regional Partnerships were approximately $31.3 million. The largest category was workforce, with

approximately $17.4 million in expenditures. Approximately $5.3 million was spent on other implementation

activities, operations, and indirect costs; approximately $1 million was spent on IT/technology, and

approximately $5.1 million was spent on wraparound services.

Table 7. Regional Partnership CY 2024 Expenditures

Regional Partnership

Baltimore Metropolitan
Diabetes Regional
Partnership

Expenditures by Category

o Workforce expenditures: $5,083,931.61

e |T services: $35,463.52

e Wraparound services: $1,358,741.81

e Other implementation activities: $529,672.95
e Other indirect costs: $389,216.91

$7,397,026.80

Total Expenditures ‘

Diabetes Prevention and
Management

Western Regional
Partnership

e Workforce expenditures: $2,201,142.52

o IT services: $35,482.32

e Wraparound services: $528,150.49

e Other implementation activities: $80,263.01
e Other indirect costs: $23,294.78

$2,868,333.12

Totally Linking Care

e Workforce expenditures: $563,925.41
e |T services: $313,959.51
e Wraparound services: $0

$1,373,189.45
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Regional Partnership Expenditures by Category Total Expenditures ‘

e Other implementation activities: $267,121.32
e Other indirect costs: $228,183.21

Saint Agnes and o Workforce expenditures: $586,119.42 $1,195,418.94
LifeBridge o IT services: $0

e Wraparound services: $568,100.09

e Other implementation activities: $6,721.88
e Other indirect costs: $34,477.55

Full Circle Wellness e Workforce expenditures: $132,380.00 $276,477.32
e IT services: $0

e Wraparound services: $69,051.89

e Other implementation activities: $8,477.08
e Other indirect costs: $66,568.35

Greater Baltimore o Workforce expenditures: $6,209,042.52 $10,444,478.43
Region Integrated o IT services: $396,286.50
Crisis System e Wraparound services: $2,197,025.06

e Other implementation activities: $970,955.08
e Other indirect costs: $671,169.27

Totally Linking Care o Workforce expenditures: $489,674.74 $4,540,218.69
e IT services: $112,000.00

e Wraparound services: $344,865.00

e Other implementation activities: $3,419,979.75
e Other indirect costs: $173,699.20

Tri-County Behavioral e Workforce expenditures: $2,129,357.61 $3,226,104.72
Health Engagement e IT services: $135,257.11
(TRIBE)

e Wraparound services: $0

e Other implementation activities: $0

e Other indirect costs: $961,490.00
Total Expenditures $31,321,247.47

Source: Regional Partnership Annual Reporting, CY 2024

Behavioral Health Crisis Services

HSCRC staff are conducting financial audits of all Regional Partnership spending to verify expenditures. As

with all other special funding programs, any unspent funds are removed from hospital rates.

Catalyst Program Health Equity Efforts

Both the diabetes and behavioral health Regional Partnerships continue to intentionally keep health equity
at the forefront. Regional Partnerships are purposeful in the selection of community-based partners to
reflect the culture, language, and demographics of target populations and gain insight on how to best
customize materials and activities for different cultures. Regional Partnerships reported leveraging the
community engagement activities and partners to provide feedback and offer recommendations for

improvements that support health equity.

Screening for SDOH remains a core element of the Regional Partnerships. Regional Partnerships report
that both MRT and 988 vendors provide language lines to assist callers who require another language or
hearing-impaired services. As a routine part of 988 contact, as well as in intake and throughout program

activities, participants are assessed for a variety of SDOH and connected to available resources via teams
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including nurses, social workers, CHWSs, and peer recovery specialists. The TLC Regional Partnership

reported that they routinely provide marketing and educational materials in Spanish.

Regional Partnerships weave equity considerations into staffing and procurement considerations; for
example, to recruit diverse and bilingual staff. Regional Partnerships continue to provide interpreter services
and services for individuals with hearing impairment. Staffing strategies included hiring more CHWs
reflective of communities served, pursuing grant funding to hired behavioral health peer support specialist,
and developing mobile crisis leadership and service providers who are diverse with respect to gender, race,
ethnicity, and sexual orientation given that culture matching can mitigate stigma mitigation and help build

rapport in crisis situations.

Regional Partnerships also described their continued efforts to promote diversity through procurement; for
example, prioritizing organizations with strong connections to their local communities that incorporate
feedback from the people they serve into their quality improvement efforts, value the roles of people with
lived experience, and include small and grassroots efforts. Selecting locally owned minority businesses was

another strategy reported.

Regional Partnerships conduct analyses and are beginning to collect some data to identify the specific
areas and communities experiencing health disparities. They have developed strategies to target historically
excluded and marginalized communities for marketing and outreach. Regional Partnerships designed their
tracking systems to stratify populations by a variety of parameters to facilitate understanding of how

services are reaching different populations.

Conclusion

Although Regional Partnerships worked to build strong diabetes prevention and management programs,
HSCRC staff determined in 2023 that these programs were not on a path to financial self-sustainability and
that the level of funding issued through the program was not commensurate with the number of patients
served. Low enroliment, as reflected in DPP and DSMT claims, led to the decision to discontinue program
funding earlier than planned. Diabetes funding to Regional Partnerships ended June 30, 2024; however,
Regional Partnerships had through the end of CY 2024 to either wind down their programs or restructure.
All Regional Partnerships reported restructuring their diabetes programming into their health system
offerings, often using adapted or scaled-back models designed to better meet patient needs, improve
attendance and retention, and enhance financial sustainability. Partnerships also noted that they continue to

leverage the resources and collaborations developed through Regional Partnership funding.

During CY 2024, the Regional Partnerships receiving behavioral health funding focused on fully
implementing and refining operations for their funded activities. GBRICS continued to grow its Open Access

Pilot by increasing the number of 988 referrals to pilot sites. TRIBE continued to operate both primary and
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secondary sites, with a focus on expanding their efforts to partner with mobile response teams and EMS.
Both GBRICS and TLC continued to support and enhance mobile response teams, with a focus on
improving response times and completion rates for patient dispatches. Staffing and workforce shortages
and reimbursement limitations remain challenges. The 988 Helpline and integration with Behavioral Health
Link software continue to serve as vital tools for supporting patients in crisis. The ability to connect
individuals to appropriate levels of care through mobile response teams, EMS, crisis centers, or same-day
appointments remains a critical and valuable resource for Marylanders. The HSCRC is continuing to meet
and discuss activities with Regional Partnerships as the final year of funding concludes. The final report on
Regional Partnership behavioral health activities will be released in mid-2026.
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