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Recommendation to Modify the Case Mix Methodology for Involuntary Psychiatric 
Admissions 
 
Purpose 
 
The purpose of this recommendation is to split the twelve APR-DRGs in MDC 19 that classify 
psychiatric patients into various diagnosis groups based on the involuntary nature of their 
admission.  In fiscal year 2003, the Health Services Cost Review Commission began collecting 
information on the Inpatient Discharge Abstract on psychiatric patients who are involuntarily 
admitted to acute care hospitals in Maryland.  Staff believes that these patients constitute a 
unique set of psychiatric patients with higher resource intensity, which is not accurately captured 
by the core grouping logic of the APR-DRG grouper.  Staff also believes that a distinction based 
on voluntary and involuntary admission will enhance the case mix methodology for psychiatric 
cases and more accurately align hospital payment with resource utilization under the Charge-Per-
Case system. 
 
Background 
 
It should be noted that when the Commission adopted the use of the APR-DRG grouper for 
measuring case mix growth at Maryland hospitals in 2005, it also approved the augmentation of 
APR-DRG 860.  Rehabilitation cases grouped to APR-DRG 860 are reclassified under the 
existing Maryland logic to the 9 rehab DRGs.  This augmentation has enhanced the classification 
of rehabilitation cases and has more accurately aligned payment to resource utilization. 
 
Prior to the implementation of APR-DRGs, the Commission also approved  allowing MDC 19 
cases that meet certain criteria to have additional payment or “outlier trim revenue” in a non-
revenue neutral per diem basis as an acknowledgement  that the APR-DRG grouper (like other 
groupers) does not adequately explain the variation in resource use across these cases.  While 
this approach has allowed some relief to the institutions with long lengths of stay without 
diminishing the approved revenue allocated to existing psychiatric cases, demand for hospital 
psychiatric services has risen as public providers of care have scaled back resources.  Hospitals 
have generally noted that psychiatric services require extensive patient supervision. 
 
Since the implementation of APR-DRGs in Maryland, there are ongoing efforts to quantify the 
various components of psychiatric resource utilization in order to more accurately classify 
psychiatric patients into diagnosis groups that accurately reflect and align payment to resource 
utilization.  One such effort is the 3M Health Information Systems’ collaboration with the Health 
Services Research and Development Center at Johns Hopkins University and The Hilltop 
Institute at University of Maryland Baltimore County to improve inpatient psychiatric payment.  
Until the core grouping logic of the APR-DRG grouper has been refined in a way to account for 
differences in resource utilization among various subsets of the inpatient psychiatric patients, 
staff believes that an augmentation to the current APR-DRG scheme as used by the Commission 
for measuring case mix growth in Maryland hospitals is necessary. 
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Data Analysis 
 
Staff has performed a number of analyses based on splitting the twelve APR-DRGs in MDC 19 
that classify psychiatric patients into various diagnosis groups based on the involuntary nature of 
their admission.  These analyses were done using FY 2008 case mix data.  The results suggest 
that the additional 48 cells created by splitting the twelve APR-DRGs in MDC 19 would 
improve the explanatory power regarding the accuracy of predicting and aligning payment to 
Maryland hospitals that treat psychiatric patients to resource utilization by 4.61 percent over the 
current methodology (from 0.128 to 0.134).  The results of this modeling are presented in Tables 
1 and 2. 
 
 
Public Comments on the Draft Recommendation 
 
During the comment period that ended June 24, 2009, staff received three comment letters.  The 
letters are attached to the appendix section of this document.  The letter from the Maryland 
Hospital Association was generally supportive of the draft recommendation, while in their 
letters, Calvert Memorial Hospital and Baltimore Washington Medical Center expressed 
concerns about the proposed recommendation. 
 
The concerns are as follows:  
 
1. More than half the DRG-Severity groups (25 of 48 groups) have a lower CMI for 

involuntary patients than for voluntary patients; 
2. The term ‘involuntary” is not clearly defined, and admissions classified as such are not 

consistently and uniformly flagged; and  
3. The proposal will result in a net reduction of revenue for FY 2010 and funding for 

inpatient psychiatric care over time. 
 
Staff agrees that if, in fact, the involuntary admissions always have longer lengths of stay and are 
more expensive than the voluntary admissions, that the weights for the involuntary admissions 
should not be less than the weights for the voluntary ones.  However, analysis of the data as 
shown in tables 3 and 4 suggest that lower weights in most of the APR DRG severity cells where 
this occurred was due to small cell size effects and the inconsistencies in the way that different 
hospitals are classifying admissions as involuntary.  Many hospitals did not differentiate 
voluntary psychiatric admissions from involuntary admissions in the data on which the analysis 
was based. 
 
As to the term ‘involuntary” not being clearly defined, staff notes that in a memorandum to 
hospitals dated August 8, 2003, the criteria for classifying a psychiatric admission were clearly 
stated.  The memorandum is attached to the appendix section of this document.  The problem is 
that since the adoption of APR DRGs in 2005 for use at Maryland hospitals, there has not been 
an incentive for hospitals to flag the involuntary psychiatric admissions consistently and 
uniformly.  Staff believes that this recommendation provides such needed incentive. 
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As to the comment that the proposal will result in a net reduction of revenue for FY 2010 and 
funding for inpatient psychiatric care over time, staff notes that this recommendation does not 
preempt Commission existing policy of allowing MDC 19 cases that meet certain criteria to have 
additional payment or “outlier trim revenue” in a non-revenue neutral per diem basis.  This 
particular action added about $9.1 million dollars (0.13% of inpatient revenue) to the overall 
hospital inpatient revenue.  
 
It is also important to note that net reduction of revenue for FY 2010 and funding for inpatient 
psychiatric care over time are offset in ways that are not obvious in a simple comparison of the 
charges generated by the case versus the amount of approved revenue generated by each case.  
High-charge and long length-of-stay cases are a part of the average case weight for each APR-
DRG/severity cell.  High charge cases are underpaid, but low charge cases are overpaid in 
achieving an average payment.  Hence, the hospital receives some of its reimbursement for high 
charges cases through this averaging mechanism. 
 
  
Recommendation 
 
Staff recommends that psychiatric cases be grouped by the APR-DRG grouper.  The cases 
should then be reclassified into two categories: voluntary admission and involuntary admission.  
As each case is regrouped to a new psychiatric APR-DRG, the case would carry with it the 
severity of illness assigned by the APR-DRG grouper.  Case weights would then be developed 
for each DRG/severity cell.  This approach would be effective July 1, 2009 (FY2010). 
 
Based on the comments received from Calvert Memorial Hospital and Baltimore Washington 
Medical Center, Staff also recommends that for the DRG/severity cells where the involuntary 
weights are less than the voluntary ones that the cell weights be made equal to the voluntary cell 
weights for FY 2010 as a one-year temporary fix.  This will give the hospitals a year to get the 
reporting and classification of involuntary psychiatric admissions appropriately sorted out. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 4

TABLE 1

THE RESULT OF THE PROPOSED METHODOLOGY USING FISCAL YEAR 2008 DATA

PROPOSED METHODOLOGY

APR DRG
CODE APR DRG CODE DESCRIPTION

SEVERITY
CODE

SEVERITY
CODE

DESCRIPTION

CURRENT METHODOLOGY

VOLUNTARY INVOLUNTARY

NUMBER OF
CASES WEIGHT

NUMBER
OF CASES WEIGHT

NUMBER
OF CASES WEIGHT

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 1 MINOR 5 0.813206 5 0.784871 0 1.183597

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 2 MODERATE 15 1.605565 11 1.505366 3 2.992698

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 3 MAJOR 25 2.106301 24 2.014759 1 4.625233

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 4 EXTREME 5 4.820762 5 4.634828 0 7.762397

750 SCHIZOPHRENIA 1 MINOR 410 0.716853 329 0.672154 81 0.840040

750 SCHIZOPHRENIA 2 MODERATE 4,335 0.791580 3,465 0.742221 869 0.951957

750 SCHIZOPHRENIA 3 MAJOR 1,542 1.107002 1,369 1.037975 172 1.061991

750 SCHIZOPHRENIA 4 EXTREME 42 2.026614 38 1.900245 5 2.589680

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 1 MINOR 759 0.512799 660 0.520075 99 0.465448

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 2 MODERATE 5,153 0.633611 4,733 0.636456 420 0.604140

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 3 MAJOR 2,651 0.722994 2,507 0.719985 144 0.781481

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 4 EXTREME 235 2.438443 227 2.410616 10 2.140429

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 1 MINOR 3 0.373534 3 0.380969 0 0.330348

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 2 MODERATE 25 0.451217 23 0.461914 2 0.398218

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 3 MAJOR 13 0.825895 12 0.801678 1 0.657538

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 4 EXTREME 0 1.060124 0 1.060343 0 1.060343

753 BIPOLAR DISORDERS 1 MINOR 951 0.577103 852 0.572930 99 0.611104

753 BIPOLAR DISORDERS 2 MODERATE 6,414 0.690722 5,770 0.682645 643 0.764884

753 BIPOLAR DISORDERS 3 MAJOR 3,019 0.748928 2,830 0.732922 188 1.011251

753 BIPOLAR DISORDERS 4 EXTREME 150 2.051952 138 2.110140 12 1.801261

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 1 MINOR 655 0.360970 609 0.363576 46 0.326802

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 2 MODERATE 1,520 0.463727 1,448 0.465185 72 0.434916

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 3 MAJOR 719 0.545077 687 0.543380 31 0.596662

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 4 EXTREME 16 1.297251 15 1.334889 1 1.598742

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 1 MINOR 349 0.374401 304 0.375652 45 0.366513

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 2 MODERATE 286 0.530061 268 0.546495 17 0.485327

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 3 MAJOR 84 0.697414 81 0.707607 3 0.932995

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 4 EXTREME 4 1.486327 4 1.490870 0 1.259607

756 ACUTE ANXIETY & DELIRIUM STATES 1 MINOR 527 0.392423 520 0.393816 7 0.295212

756 ACUTE ANXIETY & DELIRIUM STATES 2 MODERATE 305 0.547301 301 0.544360 4 0.460474

756 ACUTE ANXIETY & DELIRIUM STATES 3 MAJOR 130 0.703482 128 0.708124 2 0.672505

756 ACUTE ANXIETY & DELIRIUM STATES 4 EXTREME 23 2.220947 23 2.223362 0 2.558766

757 ORGANIC MENTAL HEALTH DISTURBANCES 1 MINOR 50 0.612449 47 0.618174 3 0.959167

757 ORGANIC MENTAL HEALTH DISTURBANCES 2 MODERATE 360 0.714480 346 0.695551 14 1.148308

757 ORGANIC MENTAL HEALTH DISTURBANCES 3 MAJOR 299 0.888748 291 0.883953 9 1.342550

757 ORGANIC MENTAL HEALTH DISTURBANCES 4 EXTREME 35 1.265898 35 1.266029 0 2.556070

758 CHILDHOOD BEHAVIORAL DISORDERS 1 MINOR 61 0.622029 53 0.584697 8 0.496362

758 CHILDHOOD BEHAVIORAL DISORDERS 2 MODERATE 195 0.706898 167 0.740106 29 0.542824

758 CHILDHOOD BEHAVIORAL DISORDERS 3 MAJOR 48 0.744204 43 0.746083 5 0.642550

758 CHILDHOOD BEHAVIORAL DISORDERS 4 EXTREME 0 1.116945 0 1.117175 0 1.117175

759 EATING DISORDERS 1 MINOR 6 1.372535 6 1.337036 0 1.008904

759 EATING DISORDERS 2 MODERATE 30 1.645161 30 1.572814 0 1.159625

759 EATING DISORDERS 3 MAJOR 49 3.003952 48 2.747953 2 3.588422

759 EATING DISORDERS 4 EXTREME 9 4.057660 8 3.843079 1 7.440395

760 OTHER MENTAL HEALTH DISORDERS 1 MINOR 37 0.612398 32 0.640241 5 0.329739

760 OTHER MENTAL HEALTH DISORDERS 2 MODERATE 118 0.733727 110 0.763967 8 0.446375

760 OTHER MENTAL HEALTH DISORDERS 3 MAJOR 58 1.063477 55 1.100234 3 0.787266

760 OTHER MENTAL HEALTH DISORDERS 4 EXTREME 3 3.394409 3 3.467889 0 4.274732
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TABLE 2
STATISTICAL SUMMARY OF THE REGRESSION RESULTS

Proposed Methodology (All Cases)
R-Square 0.5384
 Adjusted R-Square 0.5384

Variable:
Parameter
Estimate

Standard
Error t Value

P-Value
(Pr > |t|)

Casemix Weight 11559 12.37215 934.25 <0.0001

Proposed Methodology (Psychiatric Cases)
R-Square 0.1339
 Adjusted R-Square 0.1339

Variable:
Parameter
Estimate

Standard
Error t Value

P-Value
(Pr > |t|)

Casemix Weight 11962 170.76743 70.05 <0.0001

Current Methodology (All Cases)
R-Square 0.5383
 Adjusted R-Square 0.5383

Variable:
Parameter
Estimate

Standard
Error t Value

P-Value
(Pr > |t|)

Casemix Weight 11561 12.37590 934.14 <0.0001

Current Methodology (Psychiatric Cases)
R-Square 0.1280
 Adjusted R-Square 0.1279

Variable:
Parameter
Estimate

Standard
Error t Value

P-Value
(Pr > |t|)

Casemix Weight 11594 169.92468 68.23 <0.0001
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TABLE 3
Number of Cases, Average Length of Stay, Average Charge and Weight by Voluntary and Involuntary Psychiatric Admission, and APR

DRG and Severity for Fiscal Year 2008
VOLUNTARY INVOLUNTARY

APR DRG
CODE

APR DRG CODE DESCRIPTION SEVERITY
CODE

SEVERITY
CODE

DESCRIPTION NUMBER
OF CASES

AVERAGE
LENGTH
OF STAY

AVERAGE
CHARGE WEIGHT

NUMBER
OF CASES

AVERAGE
LENGTH
OF STAY

AVERAG
E

CHARGE WEIGHT

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 1 MINOR 5 3 11,729 0.784871 0 0 0 1.183597

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 2 MODERATE 11 20 37,129 1.505366 3 26 35,978 2.992698

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 3 MAJOR 24 13 23,575 2.014759 1 32 65,581 4.625233

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 4 EXTREME 5 16 38,164 4.634828 0 0 0 7.762397

750 SCHIZOPHRENIA 1 MINOR 329 6 7,435 0.672154 81 9 9,649 0.840040

750 SCHIZOPHRENIA 2 MODERATE 3,465 7 8,899 0.742221 869 10 11,213 0.951957

750 SCHIZOPHRENIA 3 MAJOR 1,369 7 9,008 1.037975 172 11 13,514 1.061991

750 SCHIZOPHRENIA 4 EXTREME 38 18 23,388 1.900245 5 34 46,635 2.589680

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 1 MINOR 660 4 5,310 0.520075 99 4 4,727 0.465448

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 2 MODERATE 4,733 5 6,867 0.636456 420 5 6,352 0.604140

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 3 MAJOR 2,507 6 8,134 0.719985 144 7 9,383 0.781481

751 MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSE 4 EXTREME 227 20 29,662 2.410616 10 23 36,471 2.140429

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 1 MINOR 3 4 5,577 0.380969 0 0 0 0.330348

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 2 MODERATE 23 3 4,699 0.461914 2 3 3,152 0.398218

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 3 MAJOR 12 5 6,691 0.801678 1 3 18,624 0.657538

752 DISORDERS OF PERSONALITY & IMPULSE CONTROL 4 EXTREME 0 0 0 1.060343 0 0 0 1.060343

753 BIPOLAR DISORDERS 1 MINOR 852 4 5,877 0.572930 99 5 6,396 0.611104

753 BIPOLAR DISORDERS 2 MODERATE 5,770 5 7,295 0.682645 643 7 8,523 0.764884

753 BIPOLAR DISORDERS 3 MAJOR 2,830 6 7,940 0.732922 188 9 11,991 1.011251

753 BIPOLAR DISORDERS 4 EXTREME 138 18 25,389 2.110140 12 14 17,512 1.801261

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 1 MINOR 609 3 3,721 0.363576 46 2 3,285 0.326802

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 2 MODERATE 1,448 4 4,996 0.465185 72 3 4,747 0.434916

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 3 MAJOR 687 4 6,192 0.543380 31 5 7,263 0.596662

754 DEPRESSION EXCEPT MAJOR DEPRESSIVE DISORDER 4 EXTREME 15 8 12,077 1.334889 1 4 10,545 1.598742

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 1 MINOR 304 3 3,668 0.375652 45 3 3,363 0.366513

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 2 MODERATE 268 4 6,628 0.546495 17 3 3,205 0.485327

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 3 MAJOR 81 6 8,592 0.707607 3 5 5,203 0.932995

755 ADJUSTMENT DISORDERS & NEUROSES EXCEPT DEPRESSIVE DIAGN 4 EXTREME 4 9 12,390 1.490870 0 0 0 1.259607
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TABLE 3 (Continued)
Number of Cases, Average Length of Stay, Average Charge and Weight by Voluntary and Involuntary Psychiatric Admission, and APR

DRG and Severity for Fiscal Year 2008
VOLUNTARY INVOLUNTARY

APR DRG
CODE

APR DRG CODE DESCRIPTION SEVERITY
CODE

SEVERITY
CODE

DESCRIPTION NUMBER
OF CASES

AVERAGE
LENGTH
OF STAY

AVERAGE
CHARGE WEIGHT

NUMBER
OF CASES

AVERAGE
LENGTH
OF STAY

AVERAG
E

CHARGE WEIGHT

740 MENTAL ILLNESS DIAGNOSIS W O.R. PROCEDURE 1 MINOR 5 3 11,729 0.784871 0 0 0 1.183597

756 ACUTE ANXIETY & DELIRIUM STATES 1 MINOR 520 2 4,255 0.393816 7 2 3,373 0.295212

756 ACUTE ANXIETY & DELIRIUM STATES 2 MODERATE 301 3 5,982 0.544360 4 6 8,447 0.460474

756 ACUTE ANXIETY & DELIRIUM STATES 3 MAJOR 128 4 7,529 0.708124 2 3 3,903 0.672505

756 ACUTE ANXIETY & DELIRIUM STATES 4 EXTREME 23 10 22,420 2.223362 0 0 0 2.558766

757 ORGANIC MENTAL HEALTH DISTURBANCES 1 MINOR 47 4 6,198 0.618174 3 5 5,358 0.959167

757 ORGANIC MENTAL HEALTH DISTURBANCES 2 MODERATE 346 5 7,408 0.695551 14 15 14,623 1.148308

757 ORGANIC MENTAL HEALTH DISTURBANCES 3 MAJOR 291 7 9,714 0.883953 9 9 11,537 1.342550

757 ORGANIC MENTAL HEALTH DISTURBANCES 4 EXTREME 35 8 13,235 1.266029 0 0 0 2.556070

758 CHILDHOOD BEHAVIORAL DISORDERS 1 MINOR 53 5 7,275 0.584697 8 8 10,090 0.496362

758 CHILDHOOD BEHAVIORAL DISORDERS 2 MODERATE 167 6 9,421 0.740106 29 4 5,711 0.542824

758 CHILDHOOD BEHAVIORAL DISORDERS 3 MAJOR 43 8 10,063 0.746083 5 4 9,740 0.642550

758 CHILDHOOD BEHAVIORAL DISORDERS 4 EXTREME 0 21 38,028 1.117175 0 0 0 1.117175

759 EATING DISORDERS 1 MINOR 6 10 16,126 1.337036 0 0 0 1.008904

759 EATING DISORDERS 2 MODERATE 30 27 37,998 1.572814 2 70 110,210 1.159625

759 EATING DISORDERS 3 MAJOR 48 19 26,304 2.747953 1 27 30,228 3.588422

759 EATING DISORDERS 4 EXTREME 8 5 7,886 3.843079 5 3 3,992 7.440395

760 OTHER MENTAL HEALTH DISORDERS 1 MINOR 32 5 7,475 0.640241 8 4 4,397 0.329739

760 OTHER MENTAL HEALTH DISORDERS 2 MODERATE 110 9 13,904 0.763967 3 3 5,398 0.446375

760 OTHER MENTAL HEALTH DISORDERS 3 MAJOR 55 26 45,705 1.100234 0 0 0 0.787266

760 OTHER MENTAL HEALTH DISORDERS 4 EXTREME 3 0 0 3.467889 0 0 0 4.274732



Table 4
Distribution of Voluntary and Involuntary Psychiatric Admissions by Hospital

for Fiscal Year 2008

VOLUNTARY INVOLUNTARY

HOSPID HOSPITAL NAME
NUMBER
OF CASES

PERCENT
OF CASES

NUMBER
OF CASES

PERCENT
OF CASES

TOTAL
NUMBER
OF CASES

210001 Washington County Hospital                   687 80.92% 162 19.08% 849
210002 Univ. of Maryland Medical System             1,251 80.71% 299 19.29% 1,550
210003 Prince Georges Hospital                      701 82.28% 151 17.72% 852
210004 Holy Cross Hospital of Silver Spring         56 100.00% 0 0.00% 56
210005 Frederick Memorial Hospital                  976 97.80% 22 2.20% 998
210006 Harford Memorial Hospital                    1,288 100.00% 0 0.00% 1,288
210007 St. Josephs Hospital                         840 100.00% 0 0.00% 840
210008 Mercy Medical Center, Inc.                   43 100.00% 0 0.00% 43
210009 Johns Hopkins Hospital                       2,548 95.32% 125 4.68% 2,673
210010 Dorchester General Hospital                  647 100.00% 0 0.00% 647
210011 St. Agnes Hospital                           62 100.00% 0 0.00% 62
210012 Sinai Hospital                               1,079 80.70% 258 19.30% 1,337
210013 Bon Secours Hospital                         957 84.09% 181 15.91% 1,138
210015 Franklin Square Hospital                     1,270 94.35% 76 5.65% 1,346
210016 Washington Adventist Hospital                1,502 80.80% 357 19.20% 1,859
210017 Garrett County Memorial Hospital             27 100.00% 0 0.00% 27
210018 Montgomery General Hospital                  1,160 100.00% 0 0.00% 1,160
210019 Peninsula Regional Medical Center            520 81.50% 118 18.50% 638
210022 Suburban Hospital Association,Inc            1,010 100.00% 0 0.00% 1,010
210023 Anne Arundel General Hospital                50 100.00% 0 0.00% 50
210024 Union Memorial Hospital                      1,467 92.15% 125 7.85% 1,592
210025 The Memorial Hospital                        18 94.74% 1 5.26% 19
210027 Sacred Heart Hospital                        922 86.09% 149 13.91% 1,071
210028 St. Marys Hospital                           415 98.81% 5 1.19% 420
210029 Johns Hopkins Bayview Med. Center            976 100.00% 0 0.00% 976
210030 Chester River Hospital Center                18 100.00% 0 0.00% 18
210032 Union Hospital of Cecil County               464 100.00% 0 0.00% 464
210033 Carroll County General Hospital              1,437 97.82% 32 2.18% 1,469
210034 Harbor Hospital Center                       75 100.00% 0 0.00% 75
210035 Civista Medical Center                       23 100.00% 0 0.00% 23
210037 Memorial Hospital at Easton                  37 100.00% 0 0.00% 37
210038 Maryland General Hospital                    1,327 94.25% 81 5.75% 1,408
210039 Calvert Memorial Hospital                    543 87.44% 78 12.56% 621
210040 Northwest Hospital Center, Inc.              519 61.35% 327 38.65% 846
210043 Baltimore Washington Medical Center          926 94.11% 58 5.89% 984
210044 Greater Baltimore Medical Center             91 100.00% 0 0.00% 91
210045 McCready Foundation, Inc.                    6 100.00% 0 0.00% 6
210048 Howard County General Hospital               841 100.00% 0 0.00% 841
210049 Upper Chesepeake Medical Center              117 100.00% 0 0.00% 117
210051 Doctors Community Hospital                   35 100.00% 0 0.00% 35
210054 Southern Maryland Hospital                   894 66.17% 457 33.83% 1,351
210055 Laurel Regional Hospital                     641 99.84% 1 0.16% 642
210056 Good Samaritan Hospital                      99 100.00% 0 0.00% 99
210057 Shady Grove Adventist Hospital               67 98.53% 1 1.47% 68
210060 Fort Washington Medical Center               10 100.00% 0 0.00% 10
210061 Atlantic General Hospital                    9 100.00% 0 0.00% 9
210080 Sinai Oncology                               8 100.00% 0 0.00% 8
210904 Johns Hopkins Oncology Center                2 100.00% 0 0.00% 2
218994 University (UMCC)                            2 100.00% 0 0.00% 2

State wide Total 28,663 90.34% 3,064 9.66% 31,727
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Recommendation for FY 2010 Casemix Adjustments 
 
 
Background 
 
The FY2010 rate update approved by the Commission consists of two components: a base update 
and an allowance for case mix growth.  The Commission was presented with two very different 
proposals:  
 

• A staff proposal calling for a 0.49% base update with a 1.0% limit for case mix growth; 
and, 

• A hospital industry proposal calling for a 2.72% base update with a 0.75% limit for case 
mix growth. 

The Commission’s final decision reflected a compromise between the two proposals: a base 
update of 1.49% with a 0.5% limit for case mix growth.  In keeping with the policy for adjusting 
case mix growth in FY09, it would be assumed that case mix would be adjusted proportionately 
if actual measured casemix growth exceeded 0.5%.  A proportional case mix adjustment means 
that if, for example, overall system case mix grows by 1.0%, and there were no hospitals with 
negative case mix growth, then all hospitals would have their allowed case mix growth adjusted 
by  multiplying the hospital measured case mix growth by one half to provide an overall increase 
of 0.5%.  (0.5% allowed/1.0% measured).  Thus, in that situation: 
 

• Hospital measured case mix growth of 0.6%  will result in allowed case mix growth of 
0.3% (0.6% x .5); and, 

• Hospital measured case mix growth of 6.0% will result in allowed case mix growth of 
3.0% (6.0% x .5). 

 
Problem 
 
The base update for FY10 rate year is low when compared to previous updates.  The policy of 
proportionally adjusting every hospital’s case mix growth may have the unintended consequence 
of severely limiting resources for hospitals that experience real additional costs due to significant 
case mix growth.  The allowance for case mix in hospital charge targets is intended to allow 
hospitals to receive the resources necessary to account for the additional costs associated with 
treating higher need patients.   
 
The rate setting system expects that hospitals will manage their available resources effectively 
and, where possible and necessary, capture available cost savings.  In a more typical year, when 
the base update is relatively generous, a restricted level of case mix growth may be problematic, 
but hospitals have room to adjust for the costs of case mix growth within the larger context of 
general revenue growth.   
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In the current environment, when the base update is quite low, hospitals experiencing significant 
growth in case mix and its attendant costs will face an especially daunting management 
challenge.  Consider the following two hypothetical hospitals: 
 

• Hospital A had measured case mix growth of 0.6% which resulted in allowed case mix 
growth of 0.3%.  This hospital will likely react with a combination of the following: 
improve efficiency, find cost savings, and/or reduce operating margin to cover the 0.3% 
percent difference between actual case mix and the amount built into rates.  This is a 
management challenge, but an achievable one. 
 

• Hospital B had measured case mix growth of 6.0% which resulted in allowed case mix 
growth of 3.0%.  This hospital will have the same combination of tools at its disposal as 
Hospital A (improved efficiency, cost savings, lower margins, etc) but must make up a 
much larger 3.0% difference.  Obviously, the management challenge facing Hospital B is 
far more daunting. 

Note, that while these hospital examples are hypothetical, this range or difference in measured 
case mix across hospitals is quite common in any given year. 
 
It is the goal of the rate setting process to provide hospitals with charge targets that, assuming 
efficient operation, can be met by hospitals.  The strict imposition of a proportional adjustment 
for case mix is contrary to that goal.  Staff believes the following recommendation will result in a 
more equitable distribution of scarce resources among hospitals. 
 
As noted above, the Commission approved update included a compromise suggested by the 
hospital industry.  This update called for a relatively more base update and a relatively low 
allowance for case mix growth.  The approved rate update provided all hospitals a base update of 
1.49% and statewide case mix growth of 0.5%.  Staff recommends that this amount of case mix 
growth be accounted for when apportioning the 0.5% of case mix growth allowed for the FY 
2010 rates.  The purpose of this recommendation is to allow hospitals with significant growth in 
case mix to receive additional resources to allow them to cover the cost associated with treating 
higher need patients. 
 
 
Public Comments on the Draft Recommendation 
 
During the Draft Recommendation comment period that ended June 24, 2009, staff received only 
one comment letter.  The letter is attached to the appendix section of this document.  The lone 
letter from the Maryland Hospital Association was supportive of the recommendation. 
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Recommendation 
 
Staff recommends the following steps in calculating case mix growth: 
  

• Step 1.  For each hospital, the first 0.6% of case mix growth will be treated as equal to 0.  
The 0.6% reflects the 0.5% in case mix included in the base rate, adjusted to reflect the 
variable cost (85%) associated with increased volume. 
 

• Step 2.  Calculate the overall case mix growth based on the adjustment in Step 1.  This 
may be sufficient to achieve the desired case mix growth.  If not, proceed to steps 3 and 
4.  
 

• Step 3.  Calculate a proportional adjustment factor to achieve the 0.5% case mix growth 
target. 

 
• Step 4.  Calculate a hospital’s allowed case mix based on its individual experience. 

(((Hospital Measured Case Mix) – (0.6% case mix in base)) multiplied by a case mix 
adjustment factor). 
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1

Ndukau Udom

From: gkuberski [gkuberski@cmhlink.org]
Sent: Wednesday, June 24, 2009 5:13 PM
To: Ndukau Udom
Subject: Public Comment Draft Recc. to Modify Case Mix Methodology/ Invol. Psych Admits

To Whom It May Concern, as an advocate for the Mentally Ill and a Director for Behavior Health 
services, I would like to comment on the draft recommendations to Modify the Case Mix Methodology 
for Involuntary Psychiatric Admissions. My concerns are as follows: 
  

1. More than half the DRG-Severity groups (25 of 48 groups) have a lower CMI for involuntary 
patients than for voluntary patients. 

  
2. The term ‘involuntary” is not clearly defined. Not all patients admitted on an involuntary basis 

go to hearing, or may go to hearing and be released. More often, others may go to hearing, be 
retained, require med panel and remain on the inpatient unit for 20-30 days. It would be 
important for all to have the same understanding of what criteria constitutes an involuntary 
patient. 

3. Continued reduction of funding for inpatient psych care (during a time of or a causal factor for 
declining psych beds and overcrowding of ERs). Psychiatric DRG total case mix (DRG 740-
760) has gone from 3.56% of all health care funding in FY03 to 3.03% in the draft proposal; a 
reduction of 15% over 7 years. In the same 7 year period CMIs for non-psychiatric DRGs 
increased 0.22%.  

  
I appreciate your time and allowing for my input.  
  
Thank you,  
  
Georganne Kuberski RN, MSN 
  
  
  
Georganne Kuberski RN, MSN 
Director, Behavior Health Services 
Calvert Memorial Hospital 
Prince Frederick, MD. 20678 
410-535-8137 
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Ndukau Udom

From: Steve Daviss MD (DrD@gmail) [drdaviss@gmail.com]
Sent: Wednesday, June 24, 2009 4:21 PM
To: ndukan@hscrc.state.md.us
Subject: Public comment submission for Changes to Case Mix for Involuntary Psychiatric Admissions

Importance: High

The following are my public comments on the "Draft Recommendation to Modify the Case Mix 
Methodology for Involuntary Psychiatric Admissions." 
 
I am a Past‐President for the Maryland Psychiatric Society and currently am Chair of the 
Department of Psychiatry at Baltimore Washington Medical Center.  I have been involved in 
some of the discussions leading up to the current proposal, but of course, the devil is in 
the details. 
 
On the plus side, I think these changes may make those few hospitals who do not take 
involuntary patients think twice about that decision, thus marginally improving access to 
additional psychiatric beds for this population. 
 
On the negative side, please see my numbered comments below for further explanation.  My main 
points are the following: 
1) half of the DRG‐Severity groups pay LESS for involuntary cases; 
2) altering your definition of "involuntary" by including only those who made it to hearing 
or postponement may improve explanatory power; 
3) the current proposal will result in a net loss of over a million dollars (net reduction in 
CMI=133.4) for total psych revenue compared to sticking to what currently exists; and 
4) the total portion of the health care pie accounted for by inpatient psychiatry is dropping 
out of proportion to volume changes or the rest of medicine. 
 
 
FURTHER EXPLANATION: 
 
1. INCONSISTENT CMI. 
More than half of the DRG‐Severity groups have a LOWER CMI for involuntary patients than for 
voluntary patients.  Of the 48 groups, 
25 of them have lower involuntary CMI weights.  Wasn't the whole point to recognize the 
longer LOS typical of involuntary cases? 
 
2. DEFINITION OF "INVOLUNTARY". 
The original data set upon which the analysis is based likely contains inconsistent data due 
to the lack of a consistent definition for "involuntary".  This could include those who come 
in as involuntary and switch to voluntary the next day; those who come in voluntary and 
convert to involuntary later; those who never go to hearing and are released after 3 days; 
and those who go to hearing, and later a medication review panel, and are then are released 
after 3 months. 
 
Example: My hospital's overall LOS for this period is 5.6 days:   
voluntary=5.1 days (n=772); involuntary=9.2 days (n=111). 
If you just look at the LOS for pts who made it to a hearing date, their average LOS was 16.3 
days (n=34). 
And if you look at those who went to a Med Panel hearing, their LOS was 24.4 days (n=8). 
If you remove the 34 involuntary cases who went to Hearing (or had their hearing postponed by 
the judge), then the average LOS for the balance of the involuntary cases is 6.1 days, not so 
much different than 5.1 for the voluntary cases. 
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If HSCRC adjusts the definition for "involuntary" to mean those taken to hearing or 
postponed, I suspect the explanatory power will be much higher.  Since "going to hearing" is 
psychiatry's equivalent of a maximally high severity procedure, I suggest that you request 3M 
to revise the logic and make anyone who fits this new definition of Involuntary a Level 4 
severity.  Alternatively, if this involuntary status data is reported separately to the 
state, then you could automatically assign these to a Severity level of 4.  This probably 
represents 3‐4% of all psychiatric admissions. 
 
3. NET REDUCTION OF REVENUE FOR FY2010. 
The current proposal will result in a net loss of over a million dollars for total psych 
revenue compared to sticking to what you have now.  The calculations for the entire state 
(based on the table the HSCRC provided) show the new rates to provide a total increase for 
Involuntary pts of 10.6% in total CMI (old=2240.9, new=2479.2) while the corresponding drop 
in voluntary total CMI is 1.84% (old=20550.8, new=20173.6).  Adding both the voluntary and 
involuntary cases together shows that the total revenue for all pts for this list of DRGs is 
22,652.8 under the new system, vs 22,786.2 under the old system. This net reduction of 133.44 
corresponds to an almost $1.3M reduction in spending for mental health patients in Maryland. 
 
4. NET REDUCTION OF FUNDING FOR INPATIENT PSYCHIATRIC CARE OVER TIME. 
Psychiatric DRG total case mix (DRG 740‐760) has gone from 3.56% of all health care funding 
in FY03 to 3.03% in the proposed scheme ‐‐ a total reduction of 15% over 7 years.  During 
this time, the proportion of Psych DRG cases has dropped only 6.6%, meaning that Psychiatry 
has taken a disproportionate hit over that time.  Total CMI for non‐ psychiatric cases 
remained essentially unchanged during the same time period. 
 
In 2003, the average CMI per admission for this population was 0.7846; in 2007 it was 0.7459 
(a 4.94% reduction from 2003); in FY2009 it was 
0.7182 (an 8.47% reduction from 2003); and the current proposal   
results in an average CMI of 0.7140 (an 8.63% reduction from 2003).    
During this same 7‐year period, the CMIs for non‐psychiatric DRGs went from 1.0102 to 1.0125, 
an *increase* of 0.22%. 
 
 
The net result is that of a progressive defunding of inpatient psychiatric services over this 
period of time, contributing to declines in psychiatric bed availability and overcrowding in 
emergency departments. 
 
While the proposal may carry a small increase in the explanatory capability for the variance 
in expenses, it also carries with it a continuation of the progressive erosion of funding for 
psychiatric services. 
 
 
I am asking that the HSCRC consider restoring the relative proportion of total mental health 
care funding that this population had seven years ago, accounting for population changes.  
Not only is this equitable, it is also in the public interest to improve the availability and 
financial viability of needed inpatient treatment.  I would also ask the Commission to 
consider the other three points above in revising this first draft of how to best create a 
distinction based on voluntary and involuntary admission to enhance the case mix methodology 
for psychiatric cases and more accurately align hospital payment with resource utilization 
under the Charge‐Per‐Case system. 
 
Thank you for your consideration. 
 
Sincerely, 
 
=Steven R. Daviss MD, DFAPA 







 
 
 
 
 
 
 
 
Draft Recommendation on Handling Charity Care in the Uncompensated Care Provision 

has been removed and is under revision. 
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