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Purpose of Webinar

• HSCRC and AHEAD Quality Overview

• Overview of HSCRC Pay-for-Performance Quality Programs

• Review of the Rate Year 2028 Approved Programs:
• Maryland Hospital Acquired Conditions
• Quality Based Reimbursement
• Readmissions Reduction Incentive Program
• Potentially Avoidable Utilization Savings Program
• Maximum Guardrail
• Emergency Department Best Practices 

• Highlight Other Performance Measurement Initiatives:
• Emergency Department Wait Time Reduction Commission 
• AHEAD Population Health Accountability 
• Inpatient Length of Stay 
• Quality Monitoring Reports
• Digital Measures Reporting
• HCAHPS Learning Collaborative

• CRISP Reporting Services (CRS) Dashboard Overview
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• Today’s session is being recorded and will be posted on the HSCRC 
Quality Webpage:  https://hscrc.maryland.gov/Pages/quality.aspx 

• Participants should mute microphone if not speaking

• Please submit questions using the chat feature 
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Webinar Housekeeping

https://hscrc.maryland.gov/Pages/quality.aspx


Quality

• Alyson Schuster- Deputy Director
• Dianne Feeney- Associate Director
• Tina Simmons- Associate Director
• Princess Collins Taylor- Chief 
• Oluwadunsin Akinyemi- Fellow
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HSCRC Quality and Population Health Staff Members

Population Health

• Geoff Dougherty- Deputy Director
• Oseizame Emasealu- Chief
• Amelia Wallace- Chief

*Prudence Akindo- Associate Director of Financial 
Methodologies



HSCRC and AHEAD Quality Overview
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HSCRC - Who We Are

Maryland Health Services Cost 
Review Commission (HSCRC)

An independent state agency 
responsible for regulating the quality 

and cost of hospital services to 
ensure all Marylanders have access 

to high value healthcare.
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
Our Vision
To enhance the quality of healthcare and patient 
experience, improve population health and health 
outcomes, and reduce the total cost of care for 
Marylanders.


Our Role
The HSCRC establishes rates for all hospital services 
and helps develop the State’s innovative efforts to 
transform the delivery system and achieve goals 
under the Maryland Health Model.



Maryland’s Unique Healthcare System: Overview

Maryland Health Model

All-Payer Hospital Rate Setting System

• The HSCRC has set hospital rates, on an 
all-payer basis, since the 1970s 

• The system can be adjusted to achieve CMS 
agreement targets and other statewide 
priorities

CMS-MD Agreement

• A commitment between the State and 
Federal Government to use global budgets 
for hospitals, reform the health care and  
delivery system, and improve population 
health.

• All-Payer Model (2014-2018) 

• Total Cost of Care Model (2019-2025)

• AHEAD Model (2026-2034)
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Commission 
Policies



• The AHEAD Model is a CMMI model that builds upon the successes of the Maryland 
TCOC Model in reducing health care cost growth and improving statewide health 
outcomes. 

• AHEAD maintains hospital global budgets and quality metrics across payers to better streamline and 
coordinate efforts around providing better care that improves the overall health of all Marylanders.  

• AHEAD sets goals for primary care spending, which will enhance access to care. 

• AHEAD creates new opportunities for innovation and health, including through options to increase choice 
and competition, improve quality, and set key goals and key measures for health improvement. 

• On November 12, 2025, Maryland and CMS signed an Amended and Restated State 
Agreement, providing the framework for the Maryland health model over the next 10 
years. This agreement reflects months of detailed negotiations with strong 
engagement from hospitals, payers, providers, and other partners across the state. 
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AHEAD Model Overview

In summary, Maryland AHEAD will provide the foundation for continuing to reach the State’s goals 
of access, affordability and quality in health care for all Marylanders. 



CMS will set Medicare FFS global budgets starting in 2028; State will continue to set 
hospital global budgets for other payers.

• Performance Year 1 (CY 2026) and PY2 (CY 2027) are a transition period where the State will 
continue to set all-payer Hospital Global Budgets.  

• In order to smooth the transition, the State will be able to redirect a portion of the total Medicare 
global budget amount between PY3 (2028) and PY5 (2030). 

Hospital Quality Incentives:

• Under the AHEAD model, Maryland hospitals will transition to the CMS hospital quality programs and 
have additional AHEAD specific adjustments for readmissions and avoidable emergency department 
visits and inpatient admissions.

• The State will administer hospital quality programs to adjust non-Medicare FFS global budgets that 
align with CMS programs where feasible, as well as address areas of opportunity for Maryland.

• HSCRC quality team is discussing timelines and additional details on the transition with CMMI.
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Hospital Global Budgets and Quality Incentives under AHEAD 



Overview of Pay-for-Performance Quality Programs
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The following are HSCRC’s four main quality payment incentive programs:

Hospital Quality Adjustments

Maryland Hospital 
Acquired 

Conditions 
(MHAC) Program
Encourages hospitals to 

reduce infections and 
complications acquired 
during a hospital stay

Quality 
Reimbursement 
Program (QBR)
Focuses on patient 
experience, patient 
safety, and clinical 
quality outcomes

Readmissions 
Reduction 
Incentive 

Program (RRIP)
Encourages hospitals 

to reduce 
readmissions within 
30 days of discharge

Potentially 
Avoidable 

Utilization (PAU)
Focuses on 

improving patient 
care and health 

through reducing 
potentially avoidable 

utilization

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



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

Improve care 
for all 

patients, 
regardless of 

payer

Support 
achievement of 
Maryland Model 

targets and 
maintain quality 

waiver

Provide 
hospitals with 
the ability to 

track 
progress

Reduce 
disparities and 
achieve health 

equity

Encourage 
cooperation 

and sharing of 
best practices

Consider all 
settings of 

care



Performance Measurement Workgroup

● Broad stakeholder group of hospital, payer, quality measurement, academic, consumer, and government 
agency experts and representatives who advise on the development of hospital quality incentives.

○ Subgroups of technical experts convened as needed (e.g., Clinical Adverse Event Measures Subgroup)

hMetrix

● Processes the monthly/quarterly HSCRC Case-Mix data and applies Solventum grouper results to datasets for 
inpatient and outpatient hospital data.

CRISP Reporting Services 

● Hub for all HSCRC quality program reports, including summary level reports showing hospital performance, patient 
level detail files, and interactive dashboards.

● Digital measures collection

Performance Measurement Contractor (Mathematica)

● Provide measurement and statistical expertise to support development of HSCRC measures, policy development, 
and program evaluation.
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HSCRC Quality Team Stakeholders and Partners



RY 2028 Quality Programs
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Rate year indicates the time period when hospital rates are adjusted based on previous quality 
performance; it lines up with the State fiscal year July-June.

● Each program has a “base” period that is used to prospectively determine performance 
standards (i.e., threshold and benchmark) and for measuring improvement, if applicable.

○ Threshold = performance needed to avoid penalties

○ Benchmark = performance needed to earn max reward

● The RY 2028 performance periods vary by measure:

○ CY 2026* for HSCRC case-mix measures (e.g., Potentially Preventable 
Complications, readmissions, mortality).

○ Measures obtained from CMS Care Compare vary in performance period length and 
have a 9 month delay in being published publicly for HSCRC use.
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What does Rate Year 2028 mean?

*Small hospitals are assessed on CYs 2025 and 2026 within the MHAC program. 



RY 2028 Quality Program Timelines
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RY 2028 Maryland Hospital Acquired 
Condition (MHAC) Program 
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Maryland Hospital Acquired Conditions (MHAC) Program

Purpose
To improve patient care and hospital 
decision-making by adjusting GBRs based on 16 
identified potentially preventable complications 
(PPCs) and 10 patient safety indicators (PSIs); 
complications acquired during a hospital stay 
that were not present on admission
• PPCs and PSIs can lead to poor patient 

outcomes, longer hospital stays, increased 
costs, permanent harm, and death.

• Examples of PPCs include improper 
administration of medication, hospital-acquired 
pneumonia

• Examples of PSIs include pressure ulcers and 
postoperative sepsis

How it Works: 
Revenue-at-Risk
The program puts 2 percent of 
inpatient hospital revenue at risk 
(maximum penalty/reward)

Federal Alignment
The MHAC Program is similar to 
the federal Medicare HAC 
Reduction Program (HACRP) but 
is all-payer, uses a 
Maryland-specific list of PPC 
measures, and does not relatively 
rank hospitals in assigning financial 
rewards and penalties.
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Assess hospital performance on AHRQ Patient Safety Index 
Composite (PSI-90) in addition to Solventum PPCs.
● Move AHRQ PSI-90 measure from the Quality Based Reimbursement 

Program to MHAC to align better with CMS programs.

● Weigh the AHRQ PSI-90 measure similarly to weight used in CMS 
complications program (i.e., 1/6th of MHAC score).

19

RY 2028 MHAC Changes



20

1. “Base” Period: July 2023-June 2025 (i.e., FYs 24 and 25)
a. Used for calculation of the threshold and benchmark (i.e., performance 

standards) and the normative values for case-mix adjustment
b. Used to determine small hospitals

2. Performance Period: CY 2026 
a. Smaller hospitals have two year performance period (CY25 & CY26)

3. Grouper Versions
a. Solventum APR-DRG Version 43
b. PPCs: Solventum PPC Grouper Version 43
c. PSI-90: AHRQ v2025 until v2026 becomes available 

RY 2028 Data Details



Complication Measures

PPC Composite: 16 Potentially Preventable 
Complications

Hospitals are not evaluated on PPCs for which they have 0 
at-risk during the performance period. 

PSI-90 Composite: 10 Patient Safety Indicators

To be evaluated on PSI-90. hospitals must have at least one 
PSI-90 component with >= 25 eligible discharges AND at least 
seven PSI-90 components with >= 3 eligible discharges.   

Risk-Adjustment and 
Standardized Scores

Formula to calculate PPC composite score:

Solventum cost weights used as proxy for patient harm. 
Expected PPCs calculated by applying statewide average 
PPC rate by APR-DRG SOI cell (norms) from base to 
hospitals’ patient mix in performance period.  Only 
APR-DRG SOI cells with >31 at-risk discharges statewide 
are included.  Catastrophic cases (>6 PPCs) are excluded.

Details on PSI-90 scoring: AHRQ All-Payer PSI 90 
Scoring Methodology 

The PSI-90 and PPC Composite Measures are 
converted to 0-100 percent score by comparing 
CY 2026* hospital performance to a statewide 

threshold and benchmark.
*Small hospitals will be assessed on CYs 25 & 26

July 2023- June 2025 data used to calculate statewide 
averages (norms) and threshold/benchmark for both 

composite measures. 
       

MHAC Score and Revenue 
Adjustments

MHAC Score is calculated by weighting 
the PPC percent score at 5/6th and the 
PSI-90 percent score at 1/6th.

Hospital’s MHAC Score is compared to a 
preset revenue adjustment scale.

Cut point for rewards/penalties is average 
statewide MHAC score based on 
modeling; cut point will be updated to the 
average MHAC score during performance 
period. 

Max Penalty -2% & Reward +2%

3- Acute Pulmonary 
Edema & 
Respiratory Failure 
w/o Ventilation

4- Acute Pulmonary 
Edema & 
Respiratory Failure 
w/ Ventilation

5- Pneumonia & 
Other Lung Infections

6- Aspiration 
Pneumonia

7- Pulmonary 
Embolism

9- Shock 16- Venous 
Thrombosis

28- In-Hospital 
Trauma/ Fractures

35- Septicemia & 
Severe Infections

37- Postoperative 
Infection w/o 
Procedure

41- Postoperative 
Hemorrhage/Hemato
ma w/ Procedure or 
I&D

42- Accidental 
Puncture/ 
Laceration w/ 
Invasive 
Procedure

47- Encephalopathy 49- Iatrogenic 
Pneumothorax

60- Major Puerperal 
Infection & Other 
Major OB 
Complications

61- Other 
Complications of 
OB Wounds

03- Pressure Ulcer 
Rate

06- Iatrogenic 
Pneumothorax Rate

08- In-Hospital 
Fall-Associated 
Fracture Rate

09- Perioperative 
Hemorrhage or 
Hematoma Rate

10- Postoperative 
Acute Kidney Injury 
Requiring Dialysis 
Rate

11- Postoperative 
Respiratory Failure 
Rate

12- Perioperative 
Pulmonary 
Embolism or DVT 
Rate

13- Postoperative 
Sepsis Rate

14- Postoperative 
Wound Dehiscence 
Rate

15- Abdominopelvic 
Accidental Puncture 
or Laceration Rate 0%       20%       40%       60%      80%       100%   

Threshold                                                 Benchmark
Avg 0-20th percentile         Avg 80th -100thpercentile            

https://qualityindicators.ahrq.gov/Downloads/Modules/PSI/V2025/TechSpecs/PSI%2090%20Patient%20Safety%20and%20Adverse%20Events%20Composite.pdf
https://qualityindicators.ahrq.gov/Downloads/Modules/PSI/V2025/TechSpecs/PSI%2090%20Patient%20Safety%20and%20Adverse%20Events%20Composite.pdf


Normative values for calculating expected numbers are 
included in the MHAC Summary reports on the CRS portal

PPC performance is measured using the PPC Composite measure:

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

22

PPC Composite Measure

See the appendix of the MHAC Final Recommendation or annual 
memo for details on how to calculate expected numbers.
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RY 2028 Payment PPC Cost Weights
PPC 

Number PPC Description v43 cost weight

3
Acute Pulmonary Edema and 

Respiratory Failure without 
Ventilation

0.2686

4
Acute Pulmonary Edema and 

Respiratory Failure with 
Ventilation

1.1056

5 Pneumonia & Other Lung 
Infections 1.8785

6 Aspiration Pneumonia 0.8525

7 Pulmonary Embolism 1.2373

9 Shock 1.1623

16 Venous Thrombosis 1.5094

28 In-Hospital Trauma and 
Fractures 0.5629

PPC 
Number PPC Description v43 cost weight

35 Septicemia & Severe Infections 1.2404

37 Post-Operative Infection & Deep 
Wound Disruption without Procedure

1.5822

41 Post-Operative Hemorrhage & 
Hematoma w/ Hemorrhage Control 

Procedure or I&D

0.8325

42 Accidental Puncture/Laceration 
During Invasive Procedure

1.4690

47 Encephalopathy  0.8396

49 Iatrogenic Pneumothorax 0.4363

60 Major Puerperal Infection and Other 
Major Obstetric Complications

0.7028

61 Other Complications of Obstetrical 
Surgical & Perineal Wounds

0.0921

Note: Cost weights are a proxy for patient harm



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

2. For each hospital, discharges will be excluded if:
a. The discharge has > 6 PPCs (i.e., catastrophic cases)
b. The discharge is in an APR-DRG SOI group with less than 31 statewide 

discharges

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

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

24

PPC Inclusion/Exclusion Criteria



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

• PSI 03 Pressure Ulcer
• PSI 06 Iatrogenic Pneumothorax Rate
• PSI 08 In-Hospital Fall with Hip Fracture Rate
• PSI 09 Perioperative Hemorrhage or Hematoma Rate
• PSI 10 Postoperative Acute Kidney Injury Requiring Dialysis Rate
• PSI 11 Postoperative Respiratory Failure Rate
• PSI 12 Perioperative Pulmonary Embolism (PE) or Deep Vein Thrombosis (DVT) Rate
• PSI 13 Postoperative Sepsis Rate
• PSI 14 Postoperative Wound Dehiscence Rate
• PSI 15 Abdominopelvic Accidental Puncture or Laceration Rate

RY 2028 uses AHRQ v2025 specifications until AHRQ v2026 is released around August of 
performance year, at that point the base and performance results will be updated to latest 
version. 25

All-Payer Patient Safety Index Composite Measure



Hospitals that do not meet the following criteria will be excluded from PSI 90 
performance assessment. 

1. At least one PSI component within the PSI 90 has >= 25 eligible 
discharges, 

2. AND At least seven PSI components have >= 3 eligible discharges.

The MHAC score will be calculated using 100% of their PPC performance 
for those who do not meet the PSI minimum sample size criteria.
Note: Two years of performance data (CY 24 & 25) are used for small hospitals as defined 
by the PPC small hospital criteria. 
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PSI 90 Inclusion/Exclusion Criteria 



PPC Composite and PSI-90 Performance conversion to MHAC Score 

Threshold = 1.4951
(Base Year Avg of Bottom Quintile)

Benchmark = 0.5364
(Base Year Avg of Top Quintile)
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Threshold = 1.3230
(Base Year Avg of Bottom Quintile)

Benchmark = 0.6759
(Base Year Avg of Top Quintile)

20 40 60 80
100%0%

PSI-90 Performance= 0.9320
Calculates to PSI-90 score of 60.32%

MHAC Score= ((⅚)*67.65) + ((⅙)*60.32) = 66.43%

20 40 60 80    100%       0%

PPC Performance= 0.8449
Calculates to PPC score of 67.65%



Performance Standards:
● Threshold:

○ Performance needed to avoid penalties
○ Average of hospital scores in the bottom 20th percentile of statewide 

performance 
● Benchmark:

○ Performance needed for full reward
○ Average of hospital scores in the top 20th percentile of statewide performance 

The performance standards are determined using base period data.
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Assessing Hospital Performance

Threshold and Benchmark for the composite PPC and PSIs 
are included in the MHAC Calculation Sheet on the CRS 

Portal.



MHAC revenue adjustment scale ranges from 0% to 100%

● Picture is abbreviated scale for illustrative purposes.  

● The preliminary cut point of 78% was the average 
score estimated through historical modeling; cut point will 
be reassessed and updated to the final CY 2026 statewide average

● Final MHAC score and cut point will be rounded to a 
percent with two decimal points.

Maximum penalty and reward is 2% of inpatient revenue. 

Score & Revenue Adjustment Scale

PPC and PSI summary and detail level performance reports and 
MHAC  calculation sheet are on the CRS portal. 
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RY 2028 Quality-Based 
Reimbursement (QBR) Program 
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Federal Alignment
The QBR program uses similar measures to the federal 
Medicare Value-Based Purchasing (VBP) program but has 
an all-payer focus and can adjust domain weights to focus on 
MD-specific improvements.

Quality Based Reimbursement (QBR) Program

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

1. Person and Community 
Engagement- 6 top box and 1 
consistency measure (HCAHPS survey) 
+ ED length of stay + Medicaid timely 
follow-up (tfu)

2. Clinical Care - inpatient mortality + 
30-day mortality + elective total 
hip/knee arthroplasty complications

3. Safety - 5 National Healthcare Safety 
Network (NHSN) Healthcare Associated 
Infection measures + sepsis bundle

4. Digital Measures Reporting Incentive

How it Works: Revenue-at-Risk
The Program puts 2 percent of inpatient hospital revenue at 
risk (maximum penalty/reward)
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HSCRC Measures

Base Period: July 2024-June 2025 (i.e. 
FY 2025)

a. Used for calculation of the 
performance standards 

b. Used to calculate improvement

Performance Period: CY 2026 

Grouper Version: Solventum APR-DRG 
Version 43

RY 2028 Data Details

CMS Care Compare Measures

Base Period: CY 2024 (HCAHPS, NHSN, Sep-1)

CY 2018 Q2 - CY 2021 Q1 (THA/TKA)

Performance Period: 

CY 2024 Q4 - CY 2025 Q3 (HCAHPS, NHSN, 
Sep-1) 

CY 2023 Q2 - CY 2026 Q2 (THA/TKA)



● Better align with CMS HVBP:
○ Measure removals- Medicare timely follow up,  PSI 90, HCAHPS 

linear measures from the Person and Community Engagement 
domain; PSI 90 from the Safety domain.

○ Measure additions- Total Hip/Knee Arthroplasty complications to the 
Clinical Care domain; Sepsis Bundle to the Safety domain

○ Domain weight adjustments- Decrease weight on the Person and 
Community Engagement domain (60% to 38%) and increase weights 
on Clinical Care (10% to 30%) and Safety Domains (30% to 31%)

● Address State/ All-Payer Priorities:
○ Maintain Medicaid timely follow up and ED Length of stay measures in 

the Person and Community Engagement domain; maintain all-payer 
inpatient and 30-day mortality measures in the Clinical Care domain.
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RY 2028 QBR Changes
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35

Overview 
of QBR



QBR Program Inclusion Rules

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

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

• Domain weighting is adjusted based on data availability (i.e., if no safety score, 
PCE domain weighted at 55% and Clinical Care domain weighted at 45%)

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

Also due to AHEAD, hospitals should track CMS timelines and review all 
data submitted for IQR and CMS hospital quality programs.

Version 40 PPC Cost Weights are included in the MHAC Summary Report on the CRS Portal.
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QBR Measure Data Sources
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CMS Measures from Care Compare 
(Updated Quarterly)

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

HCAHPS (Top Box Scores, Consistency) TFU (Medicaid)

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

ED LOS for Admitted Patients 

Sepsis Bundle Mortality (Inpatient & 30-Day)

THA/TKA
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Person and Community Engagement (PCE)
Domain (38% of QBR)



Patient survey – Hospital Consumer Assessment of Healthcare 
Providers and Systems Survey (HCAHPS) (20% of QBR)
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• The HCAHPS survey is administered to a random sample of adult patients in the 
medical, surgical and maternity service lines between 48 hours and six weeks 
after discharge; the survey is not restricted to Medicare beneficiaries.

• HCAHPS can be implemented in six different survey modes: mail, telephone, 
mail with telephone follow-up, web with mail follow-up, web with telephone 
follow-up, or web with mail and telephone follow-up.

• Hospitals must survey patients throughout each month of the year. The survey is 
available in official English, Spanish, Chinese, Russian, Vietnamese, Portuguese, 
German, Tagalog, and Arabic versions.

• HCAHPS results are adjusted for the effects of both mode of survey 
administration and patient-mix; generally speaking, HCAHPS adjustments for 
survey mode are larger than adjustments for patient mix.

Note: This data is sourced from CareCompare
MHCC collects patient level data used for the CRISP HCAHPS dashboard



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

• National Top box performance standards provided by CMS.

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

• Due to two measures being suspended for redevelopment, HCAHPS points 
are multiplied by 8/6 to maintain the 80 points for topbox as CMS is doing for 
HVBP.

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

HCAHPS Scoring Methodology



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

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

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

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

HCAHPS Consistency Scoring Methodology (5% of QBR)



• NQF endorsed health plan measure that looks at percentage of ED, observation 
stays, and inpatient admissions for one of the following six conditions, where a 
follow-up was received within time frame recommended by clinical practice:

• Hypertension: 14 days for high-acuity or 30 days for medium acuity
• Asthma: 14 days
• Heart Failure: 14 days
• CAD: 7 days for high-acuity or 6 weeks for low acuity
• COPD: 30 days
• Diabetes: 14 days

42

Timely Follow-up After Acute Exacerbations of 
Chronic Conditions (3% of QBR)

Summary and Detail-Level reports are posted to the 
CRS portal monthly. 

Note: Acuity is determined by ICD-10 code.  

New RY28:  Only Medicaid is included in 
the payment program.



ED LOS Measure (10% of QBR)
Incentive assesses percent improvement from CY 2025 to CY 2026

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

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

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

• Hospitals with CY2025 Median that is lower (better) than statewide median (551 mins) have 
Threshold of 0 percent and benchmark of -5 percent.

• Hospitals with CY2025 Median that is higher (worse) than statewide median (551 mins) have 
Threshold of 0 percent and benchmark of -10 percent.

• Hospitals with CY 2026 ED LOS better than the 2018 National CMS ED1b results (255 mins) 
will not receive a penalty for declines in performance and will receive full 10 points for the 
measure.

See appendix slides for RY2028 measure exclusions





Clinical Care Domain
(31% of QBR)
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Maryland IP Mortality Measure (13% of QBR)

• Maryland measures inpatient mortality, risk-adjusted for:
• 3M risk of mortality (ROM)

• Sex, age, and age-squared

• Transfers from another acute hospital within MD

• Palliative Care status

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

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

• All-Payer

• Hospitals evaluated using risk-adjusted survival rate

46

Detail- and Hospital-level reports are 
provided on CRS portal monthly.



Maryland 30-Day Mortality Measure (13% of QBR)

• 30-day, all-payer, all-condition, all-cause mortality
• Captures deaths that occurs within 30 days of a hospital admission, 

regardless of where death occurs
• Uses MD Vital Statistics death data merged with MD IP Case-mix 

records and Medicaid and CCLF Medicare claims to identify hospice (in 
addition to using discharge disposition (PAT_DISP = 50 or 51) and type of daily 
service (DAILYSER = 10))

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

47

Detail- and Hospital-level reports provided on 
CRS portal quarterly.



Total Hip Arthroplasty, Total Knee Arthroplasty (THA/TKA) 
Complications (5% of QBR)

• Measure: Hospital level risk-standardized complication rate (RSCR) following elective primary total hip 
arthroplasty (THA) and total knee arthroplasty (TKA)

• Population: Medicare FFS beneficiaries
• Denominator: Medicare FFS beneficiaries aged 65 years and older who are hospitalized for elective 

primary THA and/or TKA procedures; must have 12 months of continuous Medicare Part A and B 
enrollment prior to the THA and/or TKA procedure. 

• Denominator excludes patients: 
• Without at least 90 days post-discharge enrollment in Medicare FFS
• Who discharged AMA
• Who had >2 THA and/or TKA procedure codes during the index hospitalization

• Numerator: pts who experience a complication with an elective primary THA and/or TKA procedure. If any 
Medicare beneficiary has a complication occurring during the index admission (not coded present on 
arrival), or during a readmission up to 90 days post-date of the index admission, the measure will include 
them in the numerator. 

48
Note: This data is sourced from CareCompare



Safety Domain
(31% of QBR)
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NHSN Hospital Acquired Infections (HAI) Measures (26% of QBR)
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Complications:
1. Catheter-associated urinary tract infections (CAUTI)
2. Central line-associated bloodstream infections (CLABSI)
3. Surgical site infections (SSI) 

a. Colon surgeries
b. Abdominal hysterectomies

4. Clostridioides difficile (C.diff)  
5. Methicillin-resistant Staphylococcus aureus (MRSA)

Performance measure: Standardized infection ratio (SIR)
• A SIR >1 means that more infections were observed than predicted.
• A SIR <1 means fewer infections were observed than predicted.
• A SIR = 1 means there was no difference from the national baseline.
•

Population: All-Payers

Note: This data is sourced from CareCompare



Sep-1 Early Management Bundle Process Measure (5% of QBR)
Measure: Percentage of Medicare FFS patients who received appropriate care for severe sepsis and/or septic 
shock

“All-or-Nothing" Measure: To pass the measure, a hospital must achieve 100% compliance with all required 
bundle elements (including 3-hour and 6-hour bundle components) for a case.

Key SEP-1 Process Measure Algorithm (2026) 

● Time Zero (T0): The earliest documentation of clinical symptoms for severe sepsis or septic shock.
● 3-Hour Bundle (Within 3 hours of T0):

○ Measure serum lactate level.
○ Obtain blood cultures prior to administration of broad-spectrum antibiotics.
○ Administer broad-spectrum antibiotics.
○ Administer 30 mL/kg crystalloids for hypotension OR initial lactate .

● 6-Hour Bundle (Within 6 hours of T0):
○ Remeasure lactate if initial lactate was elevated (>2mmol/L).
○ Reassess volume status and tissue perfusion (documented by specific exam findings).
○ Administer vasopressors (if patient is still hypotensive after initial fluid resuscitation).
○Note: This data is sourced from CareCompare



Overall Score & Revenue Adjustment Scale

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

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

3. Add weighted domain scores to get total hospital QBR score (0-100 percent)
4. Convert the total hospital QBR score into a revenue adjustment using the preset 

scale*.
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*32% cutpoint will be reassessed using 
updated national performance and  may 
be retrospectively increased or 
decreased.



NOTE: Bonus $150k for hospitals 
that report eCQMs on HSCRC’s 
expedited schedule

RY 2028 Measurement Methodology Recap

• PCE Domain (38%)
• HCAHPS top-box and consistency
• TFU- Medicaid 
• ED LOS for Admitted Patients

• Safety Domain (31%)
• Sep-1 Bundle
• 6 NHSN HAI measures

• Clinical Care Domain (31%)
• IP Mortality
• 30-Day Mortality
• THA/TKA
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• Measures are converted to 0-10 points 
using performance standards

• Final score is the better of attainment 
or improvement

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

• Preset Scale of 0-80%, with 32% 
cutpoint

• Max penalty and reward at 2%



RY 2028 Readmissions Reduction 
Incentive Program (RRIP) 
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Federal Alignment
The RRIP is similar to the 
Medicare Hospital Readmissions 
Reduction Program (HRRP) but 
has an all-payer focus.
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Readmissions Reduction Incentive Program (RRIP)

Purpose
To incentivize hospitals to reduce avoidable 
readmissions by linking payment to (1) improvements 
in readmissions rates, and (2) attainment of relatively 
low readmission rates. 
• What is a readmission? A readmission occurs 

when a patient is discharged from a hospital and is 
subsequently re-admitted to any hospital within 30 
days of the discharge. 

• Why focus on readmissions? Preventable 
hospitals readmissions may result from 
complications from previous hospitalizations or 
inadequate care coordination following discharge 
and can lead to substandard care quality for 
patients and unnecessary costs. 

How it Works: Revenue-at-Risk
The program puts 2 percent of 
inpatient hospital revenue at risk 
(maximum penalty/reward)



● Modified methodology:  Attainment rates are adjusted using the Out of 
State Utilization Adjustment (OOS UA) to fairly compare hospitals 
○ OOS UA = CCW Readmission Rate/ CCW Readmission Rate with 

MD Claims only
○ New methodology better accounts for out of state readmissions 

and transfers that previous methodology.  New methodology will 
also be applied to RY 2027.

● Removal of disparity gap measure from payment program
● Updated performance standards:

○ Attainment Target = 11.07%
○ Improvement Target = -5%
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RY 2028 RRIP Changes
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1. Base Period: CYs 2022 and 2023

a. Used for calculation of the performance standards for improvement and 
attainment and normative values for case-mix adjustment

b. Used to calculate improvement

2. Performance Period: CY 2026 

3. Grouper Version

a. Solventum APR-DRG Version 43

RY 2028 Data Details



RRIP Methodology Overview
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Performance Metric
• Case-Mix Adjusted Inpatient Readmission Rate

• All-Payer, All-condition admissions
• All-Cause, 30-Day readmissions
• All-Hospital (both intra- and inter- hospital)Pati

• Chronic beds and readmissions to specialty hospitals included
• Exclusions: 

• Same-day and next-day transfers
• Rehabilitation Hospitals
• Pediatric Oncology discharges
• Planned readmissions – CMS Planned Readmission Logic (v4 2025), rehab and OB 

deliveries
• Deaths, Left AMA

• Risk-Adjustment
• Indirect standardization by Solventum diagnosis and severity of illness categorymary reports are posted to the 

CRS portal monthly. 
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Summary and detail-level* reports 
are posted to the CRS portal 

monthly. 
*Patients who opt-out of CRISP data-sharing 
and/or experience SUD are excluded from 

patient-level reports 



Case-Mix Adjustment

● Hospital performance is measured as:

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

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

Norms file to calculate expected values is available on 
the CRS Portal within the RRIP Summary Workbook.
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Measuring the Better of Attainment or Improvement

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

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

Rate Year Performance 
Year

Improvement 
Target (from 

CY 2022-2023)

Attainment 
Reward Threshold

RY 2028 CY 2026 -5.00% 11.07%
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Attainment threshold is 65th percentile of 
readmission rate in 2022 & 2023, further 
adjusted for out-of-state utilization with 

improvement target 



Revenue Adjustment Scales
Hospitals revenue adjustments are based on the better of improvement or attainment
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Improvement Scale Attainment Scale



Measuring Disparities 

• In previous rate years, hospitals were incentivized to reduce disparities in readmissions 
and timely follow up (TFU)

• 0.5% reward only incentive for readmissions; 3.33% of QBR score for TFU disparities
• With AHEAD alignment, these measures are now being monitored 

• Hospital performance will be provided quarterly in public Commission packet and other 
venues

• Summary reports provided for both measures on CRS portal
• Monitoring reports with hospital performance on disparity gap metrics are available on the 

CRS portal
• RRIP detail-level reports include the Patient Adversity Index components used to calculate 

the disparity gap

63



Potentially Avoidable 
Utilization (PAU) Savings Policy
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Potentially Avoidable Utilization (PAU) Savings Program

Purpose
• To encourage hospitals to 

focus on improved care 
coordination and 
enhanced 
community-based care by 
holding hospitals 
accountable for potentially 
avoidable utilization

• Designed to encourage 
hospitals to look at 
upstream, 
community-based factors 
that influence utilization

How it Works
“Potentially avoidable utilization” is defined as hospital care 
that is unplanned and may be prevented through improved 
care quality, care coordination, or effective 
community-based care

Methodology
The HSCRC examines the following measures in its PAU 
calculations:
• 30-day readmissions (uses similar logic as RRIP) – 

All Hospital All Cause 30-Day Readmissions with 
adjustment for planned admissions

• Avoidable admissions – Ambulatory-care sensitive 
conditions identified with AHRQ Prevention Quality 
Indicators (PQIs) and Pediatric Quality Indicators (PDIs) 
(e.g. admissions for diabetes complications, admissions 
for urinary tract infections)



PAU Measures

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

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

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

Revenue from PAU Readmissions 

•Measure definition: 30-day unplanned readmissions measured at the index or hospital

•Data Source: Inpatient and observation stays >= 24 hours
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Prevention Quality Indicator (PQI) Performance (2018 - 2025)

• As of December 2025, Maryland has experienced a 15% decrease across all PQIs from its 2018 
baseline rate of 1346 admits per 100k residents

• The current PQI rate is 10% above the required SIHIS goal

** AHRQ v2024 Software



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

• To date, the Commission has generated a 3:1 investment on the “infrastructure” funding through 
the Shared Savings Program

• Future ongoing reductions may cause access issues
• At the June 2024 Commission Meeting, the Commission approved staff proposed revisions to 

the PAU Shared Savings policy, so that rewards for hospitals are capped at 0% with minor 
scaling reductions for hospitals with below average PAU performance

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

Change from PAU Shared Savings Policy to PAU 
Redistribution Policy



RY 2028 Maximum Guardrail under Maryland Hospital 
Performance-Based Programs
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Maximum Guardrail for RY 2028

• Designed to mitigate the detrimental financial impact of unforeseen large adjustments in 
Maryland quality programs (QBR, MHAC, RRIP and PAU)

• Calculated as: percent of Maryland Medicare revenue at-risk for quality (6%) multiplied 
by the percent of Maryland revenue attributable to inpatient services 

• RY 2028 Guardrail: 6% x 59%* = 3.54%

• The quality adjustments are applied to inpatient revenue centers, similar to the approach used by 
CMS. 

• It must be determined if new quality incentives will count toward the maximum penalty guardrail

 RY 2028 Quality Program Revenue 
Adjustments

Max Penalty Max Reward

MHAC -2.0% 2.0%
RRIP -2.0% 2.0%
QBR -2.0% 2.0%
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*FY2025 % IP Services



RY 2028 Emergency Department Best Practices
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Commission Priorities & Subcommittees - CY 2026

1. Standardize Bed Capacity & Occupancy 
Metrics
Inputs: Updates from MHCC, MIEMSS, HSCRC on 
availability of bed capacity data and occupancy metrics.
Outcome: Develop recommendations re: standardization 
and uses of metrics for monitoring and making policy 
recommendations. Align work with HB1563 requirements.
Subgroup Action Items (Capacity & Access):

● Bed Count and Capacity Analysis.
● Recommendations for alternate capacity types.

2. Post-Acute Access
Inputs: Review current work in space from MDH, MHCC, 
HSCRC, and Multi-Agency Working Group.  
Outcome: Develop recommendations and key 
considerations for regulators developing post-acute 
strategy.
Subgroup Action Items (Capacity & Access):

● Recommendations on Post-Acute Care. 
Opportunities (aligned with MHCC).

3. ED-Hospital Throughput Modeling
Inputs: Review HSCRC modeling work on impact of 
interventions on ED LOS.  
Outcome: Consider need for additional analysis to 
prioritize interventions ripe for policy development and 
consider making recommendations to hospital industry, 
payers, regulators and others based on modeling. 
Subgroup Action Items (Data & Best Practices):

● Develop modeling to estimate impact of 
interventions on Inpatient and ED LOS.

4. ED-Hospital Throughput Best Practices
Inputs: Review HSCRC Best Practices policy and Yr 1 
Reporting. 
Outcome: Consider recommendations on additional best 
practices to consider and/or other key performance 
indicators needed for policy development and monitoring.
Subgroup Action Items (Data & Best Practices):

● Summarize hospital best practice submissions.
● Recommend refinements to (QBR) ED LOS 

pay-for-performance methodology.
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Other Performance Measurement Initiatives
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Emergency Department Wait Time 
Reduction Commission
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Reducing the number 
of people who need 

the ED

Improving throughput 
within the hospital

Improving the hospital 
discharge process and 

post-ED community 
resources

Reduce Avoidable 
Utilization

Programs to optimize high 
value care and reduce 

avoidable utilization

Increase Transparency

MHCC Public Quality 
Reporting

CRISP ED LOS Dashboard 

Improve Access

Maryland Primary Care 
Program

Expand Behavioral Health 
Framework

SNF/Post-Acute

Implement Hospital 
Payment Programs to 
Improve Clinical Care

MD Hospital Quality Policies

ED Hospital Throughput “Best 
Practices” Incentives

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

areas of opportunity.

Increasing Transparency

Workforce Issues 
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AHEAD Population Health Accountability
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Statewide Accountability Targets 

Medicare FFS TCOC Target

All Payer TCOC Growth Target

Medicare FFS Primary Care Investment 
Target

All-Payer Primary Care Investment Target

Statewide Quality and Population Health 
Targets

All-Payer Revenue Limit*

The State remains 
accountable for 
performance on 
several targets.

* Hospital revenue only, not included in enforcement provisions.

All-payer and primary care 
investment targets did not 

exist under the TCOC 
Model. AHEAD also 

includes more extensive 
population health 

requirements.

Maryland will establish this 
target before 2027. 

Maryland will establish this 
target for PYs 2-5 before 2027. 
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Statewide Accountability Targets: Quality and Population Health

Measures and 
Targets

• Under AHEAD, Maryland is required to set and meet 
Statewide Quality and Population Health Targets*, including 
five statewide core and one required supplemental measure.

• The Amended and Restated State Agreement confirms 
Maryland’s six measure selections

Mechanisms for 
Success

• Maryland and its hospitals must each outline Population 
Health Plans (“Statewide” and “Hospital” “Population Health 
Accountability Plan” (PHAP)).

• Population Health Trust can be used to fund population 
health improvement using public/private funds. Funded 
activities will align with the Statewide Quality and Population 
Health Plan and the State Health Improvement Plan (SHIP).

NEW

NEW

*See Appendix for additional details



Inpatient Length of Stay
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Inpatient Length of Stay Policy--Draft Policy presented in April 
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• Maryland’s emergency departments are currently among the most crowded in the nation, and 
managing IP LOS is a critical for improving ED wait times. 

• Global budgets and TCOC accountability incentivize hospitals to reduce preventable hospital 
admissions and lower inpatient length of stay (IP LOS).

• While the Maryland Model has been successful in reducing hospital admissions, it has been 
less effective in reducing Bed Days and IP LOS.

• Unconstrained increases in IP LOS may undermine the financial sustainability of global 
budgets.

• The policy is designed to recognize hospitals that have invested in managing LOS over the 
past several years, while encouraging progress for those with little improvement and 
performance worse than the nation.

• Staff are recommending monitoring only for CY2026 with potential future payment 
incentives up to 1 percent of IP revenue.

See Appendix for additional info



CY 2026 Monitoring Reports
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● Excess Days in Acute Care (EDAC)- excess days that a hospital’s patients spent 
in acute care within 30 days after discharge (ED visits, Obs stays, unplanned 
readmissions)

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

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

● Sepsis Dashboard- Reports performance on various Sepsis measures

● TFU Medicare- TFU for Medicare FFS Patients

● TFU Medicare Disparities- Change in TFU Disparities based on PAI components

● Readmission Disparities- Change in Readmission Disparities based on PAI 
components 

Measures for Monitoring in CY 2026
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Summary and detail-level reports 
are posted to the CRS portal 

monthly. 



Digital Measures Reporting Requirements
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Detailed reporting and submission 
information may be found on the 

CRISP website

https://www.crisphealth.org/learning-system/ecqms/


➢ In June 2022, Maryland is first state to begin receiving digital data statewide  from hospitals 
➢ CMS Digital Quality Measurement Strategic Roadmap: 7 yr timeline for fully digital reporting 
➢ Maryland is targeting quality improvement priorities using digital measures
➢ For more information: CRISP eCQM website and HSCRC Quality page
➢ QBR RY 2028 Approved Recommendation: Add a bonus incentive of $150,000 in hospital 

rates for hospitals that fully meet the State-specified expedited reporting timeline (after 6 
months of a reporting year and then quarterly thereafter), provided that all required 
measures are reported. Bonus applies to:
■ eCQMs CY 2026 measures
■ CCDE Q3 2026-Q2 2027 for all-payer (Patients >17 years of age) Hospital Wide 

Readmission and Hospital Wide Mortality Hybrid measures
➢ Hospital unable to comply with reporting requirements because of circumstances beyond 

their control must submit an Exceptional Circumstances Exemption 
Request
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Maryland Statewide Digital Measure Reporting Infrastructure: 
Important to Achieving Maryland’s Quality Goals 

https://www.crisphealth.org/ecqms/
https://hscrc.maryland.gov/Pages/quality.aspx
https://hscrc.maryland.gov/Documents/Maryland%20Hospital%20Extraordinary%20Circumstances%20Quality%20Reporting%20PolicyFINAL%202025-03.pdf
https://hscrc.maryland.gov/Documents/Maryland%20Hospital%20Extraordinary%20Circumstances%20Quality%20Reporting%20PolicyFINAL%202025-03.pdf
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HSCRC Digital Measures Reporting Requirements CY 2026: Electronic 
Clinical Quality Measures (eCQM) (see appendix for reporting timeline)

 
Title

Short Name CMS eCQM 
ID

2024 2025 2026 HSCRC*
(CY 2026)

CMS
(CY 2026)

Anticoagulation Therapy for Atrial Fibrillation/Flutter STK-3 CMS71 X X X Self-Selected Self-Selected

Antithrombotic Therapy By End of Hospital Day 2 STK-5 CMS72 X X X Self-Selected Self-Selected

Cesarean Birth PC-02 CMS334 X X X Required Required

Discharged on Antithrombotic Therapy STK-2 CMS104 X X X Self-Selected Self-Selected

Excessive Radiation Dose or Inadequate Image 
Quality for Diagnostic CT in Adults (Facility IQR)

IP-ExRad CMS1074  X X Self-Selected Self-Selected

Global Malnutrition Composite Score GMCS CMS986 X X X Self-Selected Self-Selected

Hospital Harm - Acute Kidney Injury HH-AKI CMS832  X X Self-Selected Self-Selected

Hospital Harm - Opioid-Related Adverse Events HH-ORAE CMS819 X X X Self-Selected Self-Selected

Hospital Harm - Pressure Injury HH-PI CMS826  X X Self-Selected Self-Selected

Hospital Harm - Severe Hyperglycemia HH-Hyper CMS871 X X X Required New Required

Hospital Harm - Severe Hypoglycemia HH-Hypo CMS816 X X X Required New Required

https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=title&sort=asc
https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=field_short_name&sort=asc
https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=field_cms_id&sort=asc
https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=field_cms_id&sort=asc
https://ecqi.healthit.gov/ecqm/eh/2024/cms0071v13
https://ecqi.healthit.gov/ecqm/eh/2024/cms0072v12
https://ecqi.healthit.gov/ecqm/eh/2024/cms0334v5
https://ecqi.healthit.gov/ecqm/eh/2024/cms0104v12
https://ecqi.healthit.gov/ecqm/eh/2025/cms1074v2
https://ecqi.healthit.gov/ecqm/eh/2025/cms1074v2
https://ecqi.healthit.gov/ecqm/eh/2024/cms0986v2
https://ecqi.healthit.gov/ecqm/eh/2025/cms0832v2
https://ecqi.healthit.gov/ecqm/eh/2024/cms0819v2
https://ecqi.healthit.gov/ecqm/eh/2025/cms0826v2
https://ecqi.healthit.gov/ecqm/eh/2024/cms0871v3
https://ecqi.healthit.gov/ecqm/eh/2024/cms0816v3
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HSCRC Digital Measures Reporting Requirements CY 2026: Electronic 
Clinical Quality Measures (eCQMs) and Hybrid Measures (see appendix 
for reporting timeline)

 
Title

Short 
Name

CMS ID 2024 2025 2026 HSCRC* CMS

ICU Venous Thromboembolism Prophylaxis VTE-2 CMS190 X X X Self-Selected Self-Selected

Safe Use of Opioids - Concurrent Prescribing Safe use of 
opioids

CMS506 X X X Required Required

Severe Obstetric Complications (risk adjusted) PC-07 CMS1028 X X X Required Required

Venous Thromboembolism Prophylaxis VTE-1 CMS108 X X X Self-Selected Self-Selected

Hospital Harm - Postoperative Respiratory Failure HH-RF CMS1218   X Self-Selected Self-Selected

 Hospital Harm - Falls with Injury HH-FI CMS1017   X Self-Selected Self-Selected

Core Clinical Data Elements for the Hybrid 
Hospital-Wide Readmission Measure with Claims and 

Electronic Health Record Data

Hybrid 
HWR

CMS529 X X X Required
age 18+

Required
age 65+

Core Clinical Data Elements for the Hybrid 
Hospital-Wide All-Condition All-Procedure 

Risk-Standardized Mortality Measure

Hybrid 
HWM

CMS844 X X X Required
age 18+

Required
age 65+

Emergency Care Access and Timeliness  (Hospital 
Outpatient Outpatient Reporting Program)

 ECAT CMS1244    Required 
2027?**

Required 2028

https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=title&sort=asc
https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=field_short_name&sort=asc
https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=field_short_name&sort=asc
https://ecqi.healthit.gov/eh-cah?qt-tabs_eh=1&globalyearfilter=2024&global_measure_group=3716&order=field_cms_id&sort=asc
https://ecqi.healthit.gov/ecqm/eh/2024/cms0190v12
https://ecqi.healthit.gov/ecqm/eh/2024/cms0506v6
https://ecqi.healthit.gov/ecqm/eh/2024/cms1028v2
https://ecqi.healthit.gov/ecqm/eh/2024/cms0108v12
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms1218v2?qt-tabs_measure=measure-information
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms1017v2
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms1017v2
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0529v6
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0529v6
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0529v6
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0529v6
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0844v6
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0844v6
https://ecqi.healthit.gov/ecqm/hosp-inpt/2026/cms0844v6
https://ecqi.healthit.gov/ecqm/hosp-outpt/2027/cms1244v1?qt-tabs_measure=measure-information
https://ecqi.healthit.gov/ecqm/hosp-outpt/2027/cms1244v1?qt-tabs_measure=measure-information


HCAHPS Collaborative
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HCAHPS Collaborative
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The Patient Experience 
Learning Collaborative, a 
partnership between the 
HSCRC and MHA, was 
formed to investigate 
strategies for improving 
Maryland hospital HCAHPS 
scores, which generally lag 
behind other states despite 
significant financial 
incentives.

Additional info can be found here:  
https://hscrc.maryland.gov/Pages/Patient-Experience
-Learning-Collaborative.aspx



CRS Quality Dashboards

92



CRISP Reporting Services (CRS)
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• CRS hosts reports and dashboards for the HSCRC Quality 
Programs

• portal.crisphealth.org

• Reports are typically refreshed with new data on the 2nd 
Friday of each month; dashboards typically on 4th Friday

• Summary reports are provided for all HSCRC measures (e.g., 
mortality, readmissions, TFU, etc.)

• Detail-level reports are provided for all case-mix based 
measures (e.g., PSI-90, PPCs, ED LOS)

http://portal.crisphealth.org


Quality Policy Reports Available

MHAC
• MHAC Static Summary and Details 

Reports

PAU
• Reference Reports
• Savings Reports
• ED Multi-Visit Patient Reports
• Avoidable Admissions Tableau
• MPA PQI Summary
• Attributed PQI and PDI

• Readmissions Static and 
Tableau Reports

• Patient Adversity Index and 
Disparity Gap Reports

• EDAC Monitoring Reports

RRIP QBR
• QBR Scoring and Calculation Sheet
• Timely Follow-Up Medicare, 

Medicaid, and Disparity Reports
• IP Mortality Reports
• 30-Day All-Cause Mortality
• ED LOS
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You can access CRS via the HIE Portal 
(idp.crisphealth.org) with your CRISP User ID, 
password, and accepting the Authy two factor 
authentication notification.
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CRS Login Page

If you do not have access to CRS, please reach 
out to support@crisphealth.org or the CRS Point 
of Contact for your organization.

https://idp.crisphealth.org/
mailto:support@crisphealth.org


CRISP Homepage
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The “Reports” card in the 
CRISP Portal is the 
accessway to CRS Reports.



CRS Homepage
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CRS Homepage
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Users can download all the 
Static HSCRC Regulatory 
Reports at once. By clicking 
on the Download HSCRC 
Regulatory Reports button, 
the Generate HSCRC 
Regulatory Reports pop-out 
window will appear. Users 
can select multiple 
hospitals. To download the 
most recent reports, click 
the Only New Reports 
check box.



CRS HSCRC Regulatory Reports
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CRS Dashboard Overview - HSCRC Regulatory Reporting

• Readmissions Dashboard
• Quality Financial Impact Dashboard (QFID)
• HCAHPS Dashboard
• Sepsis Dashboard
• ED LOS Dashboard 
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Readmissions Dashboard 



Readmissions Dashboard
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Launches Tableau Dashboard

Downloads Static Excel Report



Purpose:
Helps hospitals identify 
readmission counts and 
performance

Performance Tracking:
Mirrors the static Readmissions 
report to show improvement, 
attainment, and revenue scales 
alongside interactive line graphs

Filters:
Allows users to filter populations 
by Hospital, Payer and Need 
Type (High Utilizer or Rising 
Need)

Readmissions Dashboard – Landing Page 
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Purpose:
 Helps hospitals compare 

readmissions by Zip code

Color coding:
 Zip codes with higher 

readmission counts are 
colored with higher saturation

Filters:
 Allows users to filter 

populations by Hospital, 
Payer, Need Type, Discharge 
Date, Service Lines, APR 
DRGs, Diagnosis, and Race 

Readmissions Dashboard – Readmission Trends and Locations
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Purpose:
 Evaluate readmissions by 

service line of the index visit

Service Line Deep Dive:
 Selecting a service line 

automatically filters the 
dashboard to display the top 5 
APR-DRGs

Filters:
Allows users to filter 
populations by Hospital, 
Payer, Service Lines, APR 
DRGs, Diagnosis, Race and 
Discharge Date Need Type

Readmissions Dashboard – Service Line Analysis
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Readmissions Dashboard - Users with PHI access
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Length of Discharge to 
Readmission:

 Allows hospitals to compare their 
performance with the state

Patient Level Details:
Extract detailed, patient-level 
data
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Quality Financial Impact Dashboard (QFID) 



Quality Financial Impact Dashboard (QFID)
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Purpose:
 High-level insight into YTD 

performance across all quality 
programs and estimated revenue 
adjustments

System-Wide View:
Select multiple hospitals 
simultaneously to view their 
combined overall financial impact

Visual Benchmarking:
 Green and red indicators show how 

close a hospital is from reward or 
penalty cut-points

Deep Dives:
Detailed breakdowns of scores for 
each individual quality program with 
historical comparisons

Quality Financial Impact Dashboard (QFID) - Landing Page
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Quality Financial Impact Dashboard (QFID) - RRIP
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Quality Financial Impact Dashboard (QFID) - QBR
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ED LOS Dashboard 



ED LOS Dashboard
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Purpose:

Enhance analysis of ED LOS 
across the state and at 
individual hospitals

Benchmarks Inpatient and 
Outpatient ED LOS against 
statewide medians

ED LOS Dashboard - Landing Page

114



ED LOS Dashboard - ED LOS Comparison
Enables users to stratify data and explore ED LOS among different patient groups
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ED LOS Dashboard - QBR ED LOS Payment Measure
Includes a dedicated QBR ED LOS tab for direct performance tracking
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Sepsis Dashboard 



Sepsis Dashboard
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Sepsis Dashboard - Sepsis Summary
A comprehensive view of sepsis-related metrics at state and hospital levels
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Stratification: 
Provides sepsis-related admission 
and readmission counts stratified 
by Present on Admission (POA) 
status and ICD-10 Sepsis 
definitions

Continuous Improvement:
Serves as a starting point for 
sepsis performance monitoring. 
Actively seeking end-user 
feedback and plan to review 
enhancements later this year

Sepsis Dashboard - Continued
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Data Refresh Cadence
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• Dashboards are typically refreshed on a monthly basis
• Example: June final data submitted by hospitals in the first week of September will be 

available in the CRS portal during the October release
• Final Data Lock: Final case-mix data for the completed calendar year becomes 

available in April of the following year
• Data for a new Rate Year typically becomes available around June to account for 

annual logic updates
• The exact reporting period is denoted within the dashboards
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HCAHPS Dashboard 



HCAHPS Dashboard (Unadjusted)

123



Purpose:

Provide timely summaries of 
patient-level HCAHPS data for 
state and hospital monitoring 

Analyze changes in HCAHPS 
performance over time, allowing 
stratification by patient and 
hospital characteristics

HCAHPS Dashboard (Unadjusted) - Landing Page

124



HCAHPS Dashboard (Unadjusted) - Continued 
Segment data by HCAHPS domains and patient demographics 
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Data Refresh Cadence and Next Steps
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• HCAHPS dashboard data is refreshed on a quarterly basis shortly after data 
submission

• The exact reporting period is denoted within the dashboards
• Phased development

• Phase 1 released in December 2025
• Phase 2 released in March 2026
• Phase 3 is actively under development to add CMS comparisons and estimate 

Patient-Mix and Mode Adjustments



Accessing Reports
• Email your Organization’s CRS Point of Contact (POC) to request 

access to portal:
• Request should specify hospital and level of access (summary vs. 

patient-level)
• Access will be granted to all hospital reports (i.e., not program specific)

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

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

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

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

• Thank you again for your participation!

Policies and memos for the Quality programs are on the HSCRC website, 
click on Quality tab:
hscrc.maryland.gov. 
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Grouper Update: MHAC, RRIP, QBR for RY 2028/CY2026
Rate Year RY2028

*3M/Solventum 
APR/PPC 

Grouper Version

43

Timeline Base Year:
• MHAC (PPCs and PSI-90): FY 2024- FY 2025
• RRIP: CY 2022 and CY 2023
• QBR IP and 30-Day Mortality, TFU Medicaid: FY 2025
• QBR HCAHPS, CDC NHSN measures: CY 2023

Performance Year: 
• QBR HCAHPS, CDC NHSN measures: Q4 CY 2025- Q3 CY 2026 
• All Other Measures: CY 2026
(CY 2025-2026 for MHAC small hospitals)

Implementation 
Date 

RY 2028 policies begin Jan 1, 2026 in most cases. Look for base and 
performance period reports on the CRS Portal.

*The Solventum™ All Patient Refined DRG (APR DRG) Software and Solventum™ Potentially Preventable Complications (PPC) Software are 
proprietary products of Solventum Health Information Systems.



HSCRC Performance Measurement Workgroup
1. Broad stakeholder group of hospital, payer, quality measurement, academic, consumer, 

and government agency experts and representatives who advise on the development of 
hospital quality incentives.

2. Meets monthly (3rd Wednesday at 9:30am) from around August through May

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

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

4. Considers and recommends strategic direction for the overall performance measurement 
system

a. Create all-payer programs that align with National measures and strategies as appropriate
b. Update programs to meet Maryland Model goals
c. Incorporate measures specific to State of Maryland concerns such as emergency 

department length of stay
d. Broaden focus to patient-centered population health
e. Develop infrastructure to collect digital quality measures
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PHAP is a required element of the AHEAD Model. 
• Based on a template provided by CMMI with narrow range of measure options 

to choose from across six domains. 
• The State was required to set biannual targets for six measures.
• The target-setting and measure selection has occurred through the AHEAD 

Model governance structure (Maryland’s Commission on Health Equity or 
MCHE).

• If the State fails to reach targets, this is a triggering event that may result in 
enforcement actions.

• Maryland submitted the measures and targets to CMMI on October 15, 2025. 
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Overview - State Population Health Accountability Plan (PHAP)
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Final PHAP Measures and Targets

Measure Data Source All-Payer 2023 
Baseline

All-Payer Target for 2027 
(PY2)

Self-Reported Health Status BRFSS 16.5% with poor 
or fair health

16.5% with poor or fair 
health

Colorectal Cancer Screening Claims w/ supplemental 
lab data 49.3% 50.7% with screening

Hemoglobin A1c Control for 
Patients with Diabetes (>9.0%)

Claims w/ supplemental 
lab data 67.8% 65.8% with poor control

Follow-up After Hospitalization 
for Mental Illness Claims 64.3% at 30 days; 

38.0% at 7 days
64.8% follow-up at 30 
days; 38.5% at 7 days

Plan All-Cause Unplanned 
Readmission Claims O/E= 1.01 O/E=1.00

Food Insecurity BRFSS 16.4% food 
insecure 16.4% food insecure



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

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

New PPC feedback submission procedure on Solventum HIS support site:
Previously on the 3M site, an “enhancement request” could be submitted after logging in. 
We anticipate this will be an option on the new Solventum support site.  If not available, 
please submit feedback to the HSCRC.
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PPC Updates and Feedback

https://www.aprdrgassign.com/login


Exclusions for ED LOS Payment Measure
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The following are being excluded from the RY2027 ED LOS measure using in QBR:
• Exclude pediatric cases

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

and APR-DRGs:
• Primary diagnosis codes from TJC were used for the applicable calendar year.  These are the specific tables:

• Table Number 10.01: Mental Disorders-HBIPS/ED
• Table Number 10.02: Mental Disorders-ED

• Discharges with a psychiatric or substance abuse related APR-DRG 
• APR-DRGs 740, 750, 751, 752, 753, 754, 755, 756, 757, 758, 759, 760, 770, 772, 773, 774, 775, 776  

• Exclude discharges related to deliveries
• Discharges with a maternal delivery related APR-DRG (Note: not all obstetrical patients are excluded)

• APR-DRGs 539, 540, 541, 542, 543, 547, 548, 560, 561, 564, 566 
• Exclude rehabilitation discharges

• Daily Service =’08’ Rehabilitation
• Exclude Chronic discharges

• Major service line = CHRONIC and Daily Service = ‘09’ Chronic



Inpatient Length of Stay Update
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• Global budgets and TCOC accountability incentivize hospitals to reduce preventable hospital 
admissions and lower inpatient length of stay (IP LOS)

• While the Maryland Model has been successful in reducing hospital admissions, it has been 
less effective in reducing IP LOS

• ¼ of Maryland hospitals have an average IP LOS higher than national average

• Although admission volumes have declined, the concurrent increase in IP LOS has 
resulted in a net rise in inpatient resource utilization as measured by total bed days

• Unconstrained increases in IP LOS may undermine the financial sustainability of global 
budgets

• Maryland’s emergency departments are currently among the most crowded in the nation, and 
managing IP LOS is a critical for improving ED wait times. 

• The IP LOS policy serves as a counterbalance to the surge policy’s incentives. The surge 
policy could unintentionally increase inpatient LOS, pushing more Maryland hospitals above 
the national average 138

Background



139

25% of MD Hospitals Have Risk-Adjusted IP LOS Higher Than 
National Average 

Source: HSCRC FY2025 Casemix, risk adjusted for APR-DRG, and payer using 2023 HCUP 
norms
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Between 2018 and 2024, IP LOS Increased at Most Hospitals 

Source: HSCRC FY2018 & FY 2024 Casemix. 

15 Hospitals had IP 
LOS increase of more 
than 20 percent 
between 2018 and 
2024

Only two of the 
State’s hospitals 
experienced 
decreases during the 
period
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IP LOS Increase Not Caused by Moving Lower-Acuity Patients to OP

Patient Unit LOS

1 CCU 6

2 Med/Sur
g

2

Patient Unit LOS

1 CCU 6

2 Med/Sur
g

2

Patient Unit LOS

1 CCU 8

3 Med/Sur
g

2

Bed Days: 8
Patients: 2
Mean LOS: 4

Bed Days: 6
Patients: 1
Mean LOS: 6

Bed Days: 8
Patients: 1
Mean LOS: 8

Baseline Scenario Reduced Acuity Scenario Increased Bed Days +  
Lower Acuity Scenario



142

There Was a Net Gain in Statewide Bed Days Over Time

Source: HSCRC Casemix, FY2018-2024
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IP LOS and IP Volume Changes Are Minimally Correlated 

Source: HSCRC Casemix, 2018-2025FY and HCUP 2023 norms adjusting for APR-DRG/SOI



This suggests 
operational issues at 
some hospitals are 
lengthening IP LOS for 
patients regardless of 
discharge destination.
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IP LOS Is Inversely Correlated with Post-Acute Discharges

Source: HSCRC CY2025 Casemix 



• The policy is designed to recognize hospitals that have invested in 
managing LOS over the past several years, while encouraging progress for 
those with little improvement and performance worse than the nation.

• The proposed policy implementation schedule is:
� CY 2026/RY28: monitoring

� CY 2027/RY29: Scaled penalties and rewards of up to 0.5 percent of all‑payer inpatient 
revenue

� CY 2028/RY30: Revenue at risk will increase to 0.75 percent 

� CY 2030/RY31: Revenue at risk increases to 1 percent

• To qualify for rewards, hospitals must meet participation expectations for 
sharing best practices on hospital throughput
� Hospitals are required to submit reporting under the ED and Hospital Throughput Best 

Practice Policy to remain eligible for rewards.
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Updated Payment Policy Details



• Exclusions: 
� Discharges leaving against medical advice
� Transfers out to other acute care settings
� Expired cases
� Patients treated at UM Shock Trauma Center
� Chronic and rehabilitation patients
� Unknown discharge dispositions

• Performance will be measured against national averages (expected values) after adjusting 
for patient risk factors such as diagnosis (APR-DRG), severity of illness (SOI), and payer.

• Expected values are estimated using the 2023 HCUP National Inpatient Sample.

• New:  Clinical outliers will be addressed by winsorizing/capping IP LOS values > 30 
days 

• New: DRG/SOI/Payer cells with <2 HCUP observations will be excluded
• Hospitals will be assessed on improvement from a fixed base period and actual performance 

(i.e., attainment) relative to CY2023 national norms during each performance year.
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Updated Measurement Methodology
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Improvement Scenario Options--Updated

• Improvement goal considerations:
� what is required to have all hospitals reach the national average?
� Evaluate historical performance over time to avoid setting an overly aggressive goal that 

could lead to unintended consequences
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Proposed Improvement Scale Based on CY2023 to CY2026 
Performance

• CY 2023 - CY 2028 Improvement Goal: 5%

• CY 26 Threshold improvement needed to 
avoid penalties: - 3.03%

• The difference between the worst decile of 
improvement from CY23-CY25 was used to 
set the maximum penalty.  

• The maximum reward (benchmark)was 
linearly extrapolated from the threshold and 
the maximum penalty.



• The attainment target is set at O/E 
Ratio of 1 from CY 2023, adjusted for 
the improvement threshold.

• The attainment benchmark (i.e., O/E 
ratio where hospitals could receive full 
reward) was set at the average of the 
top performing decile of hospitals in 
CY2023 plus the improvement target.

• The maximum penalty was linearly 
extrapolated from the threshold and the 
maximum reward. 
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Proposed Attainment Scale Based on CY2026 performance



• To illustrate components of the payment policy, staff treated CY2025 hospital results 
as if they represented CY2026 performance, and then applied 
improvement/attainment criteria described in the draft policy.

• Most hospitals performed better than the national average

� Net statewide adjustments are +0.03 percent (estimated at +$3.7 million). 

• Of the 40 hospitals included in the policy, 11 would be penalized a total of 0.08 
percent due to increases in IP LOS or improvements less than the improvement 
threshold and O/E ratios greater than attainment threshold (estimated at -$9.6 M). 
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Modeling: Statewide Revenue Adjustments



• Determine if additional modifications to measurement or policy are 
warranted.

• Finalize policy for June HSCRC Commission meeting including 
stakeholder feedback, including today’s PMWG discussion.

• Develop summary reports and patient-level data files to disseminate to 
hospitals via CRISP Reporting Services for monitoring.

Next Steps



a.  eCQM CY 2026 Performance Period Submission Windows for Hospitals to 
be Eligible for the $150K Expedited Reporting Bonus for RY 2028 

Q1   2026 data Open: 7/15/2026 Close: 9/30/2026
Q2   2026 data Open:  7/15/2026 Close: 9/30/2026
Q3   2026 data Open: 10/15/2026 Close: 12/30/2026
Q4   2026 data Open: 1/15/2027 Close: 3/31/2027

b. eCQM CY 2026 Performance Period Submission Windows Required for HSCRC 
Reporting Compliance-For hospitals that do not opt for the expedited reporting 
bonus, they must report all required eCQM measures data consistent with the 
CMS CY 2026 reporting timeline as follows:

Q1-Q4 CY 2026 Open 1/15/2027 Close: 3/31/2027
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eCQM Measures Reporting Timeline Options



Hospitals must submit CCDE measures for all payer hospitalizations for patients aged 
18 and older for July 1, 2025 to June 30, 2026 reporting period;         

a. Quarterly Timeline (compliance required to be Eligible for the $150K Expedited 
Reporting Bonus for RY 2027)

Q3  2025 data             Open:   1/15/2026                          Close:    3/31/2026

Q4  2025 data             Open:   1/15/2026                         Close:    3/31/2026

Q1  2025 data             Open:   4/15/2026                          Close:    6/30/2026

Q2  2026  data            Open:   7/15/2026                         Close:    9/30/2026

 b. Annual Timeline

Q3, 2025 to Q2, 2026                  Open 7/15/2026        Close:   9/30/2026
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Digital Hybrid Measure Reporting Timeline Requirements: Core 
Clinical Data Elements for Hospital Wide Mortality and 
Readmission Measures, 2025-2026



Hospitals must submit CCDE measures for all payer hospitalizations for patients aged 18 and 
older for July 1, 2026 to June 30, 2027 reporting period; 

a. Quarterly Timeline (compliance required to be Eligible for the $150K Expedited 
Reporting Bonus for RY 2028)

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

b. Reporting of the CCDE is required in accordance with the timeline below for Hospitals to 
comply with HSCRC Reporting Requirements- For hospitals that do not opt for expedited 
reporting bonus, they must report all required CCDE data consistent with the CMS  timeline  
July 1, 2026 to June 30, 2027 Hybrid Measures reporting timeline as follows:

Q3  2026 to Q2  2027    Open 7/15/2027 Close: 9/30/2027
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Digital Hybrid Measure Reporting Timeline Requirements: Core 
Clinical Data Elements for Hospital Wide Mortality and 
Readmission Measures, 2026-2027


