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466th  MEETING OF THE HEALTH SERVICES COST REVIEW COMMISSION 
EXECUTIVE SESSION 

8:30 a.m. 

April 14, 2010 

1. Comfort Order - Doctor’s Community Hospital 

 
PUBLIC SESSION OF THE 

HEALTH SERVICES COST REVIEW COMMISSION 
 9:00 a.m. 

1. Review of the Executive and Public Minutes of March 3, 2010 

2. Executive Director’s Report 

3. Docket Status - Cases Closed 
 2056N - St. Mary’s Hospital   2060N - Union Hospital of Cecil County 
 2057R - Doctors Community Hospital  2061R - Carroll County General Hospital 
 2059N - Union Hospital of Cecil County  2062A - University of Maryland Medical Center 
4. Docket Status - Cases Open 

2063R - Carroll County General Hospital 2065A - Johns Hopkins Health System 
 2064A - Johns Hopkins Health System  2066A - Johns Hopkins Health System 

5. Update on Payment Work Group Deliberations and Draft Recommendations 

6. Update on One Day Length of Stay Work Group Deliberations and Draft Recommendations 
7. Draft Recommendations for Revisions to the Reasonableness of Charges (ROC) 

Methodology 

8. Draft Recommendations on the Maryland Hospital Preventable Readmissions Initiative 

9. Draft Recommendations for Continued Support of the Maryland Patient Safety Center 

10. Draft Recommendation for FY 2011 Nurse Support II and Competitive Institutional Grants 

11. Legislative Update 

12. Hearing and Meeting Schedule 
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Introduction 

         On March 26, 2010, Carroll Hospital Center (the “Hospital”) submitted a partial rate application 

to the Commission requesting a rate for Lithotripsy (LIT) services to be provided in-house, beginning 

in April 1, 2010. The Hospital currently has a rebundled rate for LIT services.  The Hospital is 

requesting that the LIT rate be set at the statewide median with an effective date of April 1, 2010. 

Staff Evaluation 

        The Hospital submitted its LIT costs and statistical projections for FY 2010 to the Commission 

in order to determine if the Hospital’s LIT rate should be set at the statewide median rate or at a rate 

based on its cost experience, Based on this information, staff determined that the LIT rate based on 

the Hospital’s projected data would be $2,813.46 per RVU, while the statewide median for LIT 

services is $2,754.42 per RVU. 

Recommendation 

After reviewing the Hospital’s application, the staff has the following recommendations: 

1. That COMAR 10.37.10.07 requiring that rate applications be made 60 days prior to the 

opening of the new service be waived; 

2. That the LIT rate of $ 2,754.2  per RVU be approved effective April 1, 2010; 

3. That no change be made to the Hospital’s charge per case standard for LIT services; and 

4. That the LIT rate not be rate realigned until a full year’s experience data have been reported to 

the Commission.  
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I.  INTRODUCTION 

 

 On March 26, 2010, the Johns Hopkins Health System (“System”) filed a renewal 

application on behalf of its member hospitals Johns Hopkins Hospital, Johns Hopkins Bayview 

Medical Center, and Howard County General Hospital (the “Hospitals”) requesting approval 

from the HSCRC to continue participation in a global rate arrangement for cardiovascular 

procedures with the Coventry Health Care of Delaware, Inc. for international patients only. The 

Hospitals request that the Commission approve the arrangement for three additional years 

beginning effective February1, 2010.   

 

II. OVERVIEW OF APPLICATION 

 

 The contract will continue to be held and administered by Johns Hopkins HealthCare, 

LLC ("JHHC"), which is a subsidiary of the System. JHHC will continue to manage all financial 

transactions related to the global price contract including payments to the System hospitals and 

bear all risk relating to regulated services associated with the contract. 

 

III. FEE DEVELOPMENT 

 

 The hospital portion of the global rates was developed by calculating mean historical 

charges for patients receiving the procedures for which global rates are to be paid.  The 

remainder of the global rate is comprised of physician service costs.  Additional per diem 

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

 

IV. IDENTIFICATION AND ASSESSMENT OF RISK 

 

 The Hospitals will continue to submit bills to JHHC for all contracted and covered 

services.  JHHC is responsible for billing the payer, collecting payments; disbursing payments to 

the Hospitals at their full HSCRC approved rates, and reimbursing the physicians. The System 

contends that the arrangement among JHHC, the Hospitals, and the physicians holds the 



Hospitals harmless from any shortfalls in payment from the global price contract.  JHHC 

maintains it has been active in similar types of fixed fee contracts for several years, and that 

JHHC is adequately capitalized to bear the risk of potential losses.     

 

V.   STAFF EVALUATION  

 

 Staff finds that the actual experience under the arrangement for the last year has been 

favorable and staff is satisfied that the Hospitals can continue to achieve favorable performance 

under this arrangement.  

 

VI.   STAFF RECOMMENDATION 

 

 The staff recommends that the Commission approve the Hospitals' application for an 

alternative method of rate determination for cardiovascular services for one year beginning 

February 1, 2010, contingent upon a favorable evaluation of performance. The Hospitals must 

file a renewal application annually for continued participation.  

 Consistent with its policy paper regarding applications for alternative methods of rate 

determination, the staff recommends that this approval be contingent upon the execution of the 

standard Memorandum of Understanding ("MOU") with the Hospitals for the approved contract.  

This document will formalize the understanding between the Commission and the Hospitals, and 

will include provisions for such things as payments of HSCRC-approved rates, treatment of 

losses that may be attributed to the contract, quarterly and annual reporting, and confidentiality of 

data submitted, penalties for noncompliance, project termination and/or alteration, on-going 

monitoring, and other issues specific to the proposed contract.  The MOU will also stipulate that 

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

 

Johns Hopkins Health System (ASystem@) filed an  application with the HSCRC on 

March 26, 2010 on behalf of  Johns Hopkins Hospital and Johns Hopkins Bayview Medical 

Center (the AHospitals@) for an alternative method of rate determination, pursuant to COMAR 

10.37.10.06. The System requests approval from the HSCRC for participation in a global rate 

arrangement for solid organ and bone marrow transplants services with INTERLINK Health 

Services, Inc. The System requested approval for a period of three years beginning April 1, 2010.  

 

II.   O VERVIEW OF APPLICATION 

 

The contract will be held and administered by Johns Hopkins HealthCare, LLC 

("JHHC"), which is a subsidiary of the System.  JHHC will manage all financial transactions 

related to the global price contract including payments to the Hospitals and bear all risk relating 

to regulated services associated with the contract. 

 

III. FEE DEVELOPMENT 

 

The hospital portion of the new global rates was developed by calculating mean historical 

charges for patients receiving the procedures for which global rates are to be paid. The remainder 

of the global rate is comprised of physician service costs. Additional per diem payments were 

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

 

IV. IDENTIFICATION AND ASSESSMENT OF RISK 

 

The Hospitals will submit bills to JHHC for all contracted and covered services.  JHHC 

is responsible for billing the payer, and collecting payments, disbursing payments to the 

Hospitals at their full HSCRC approved rates, and reimbursing the physicians. The System 

contends that the arrangement among JHHC, the Hospitals, and the physicians holds the 

Hospitals harmless from any shortfalls in payment from the global price contract.  JHHC 



maintains it has been active in similar types of fixed fee contracts for several years, and that 

JHHC is adequately capitalized to bear risk of potential losses.     

 

V.   STAFF EVALUATION  

 

After review of the data utilized to calculate the case rates, staff believes that the 

Hospitals can achieve a favorable experience under this arrangement.  

 

VI.   STAFF RECOMMENDATION 

 

The staff recommends that the Commission approve the Hospitals' application for an 

alternative method of rate determination for solid organ and bone marrow transplant services, for 

a one year period commencing April 1, 2010. The Hospitals will need to file a renewal 

application for review to be considered for continued participation. Consistent with its policy 

paper regarding applications for alternative methods of rate determination, the staff recommends 

that this approval be contingent upon the execution of the standard Memorandum of 

Understanding ("MOU") with the Hospitals for the approved contract.  This document would 

formalize the understanding between the Commission and the Hospitals, and would include 

provisions for such things as payments of HSCRC-approved rates, treatment of losses that may 

be attributed to the contract, quarterly and annual reporting, confidentiality of data submitted, 

penalties for noncompliance, project termination and/or alteration, on-going monitoring, and 

other issues specific to the proposed contract. The MOU will also stipulate that operating losses 

under the contract cannot be used to justify future requests for rate increases. 
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I.  INTRODUCTION 

 

Johns Hopkins Health System (ASystem@) filed an  application with the HSCRC on 

March 26, 2010 on behalf of  Johns Hopkins Hospital and Johns Hopkins Bayview Medical 

Center (the AHospitals@) for an alternative method of rate determination, pursuant to COMAR 

10.37.10.06. The System requests approval from the HSCRC for participation in a global rate 

arrangement for bone marrow transplants services with Cigna Health Corporation. The System 

requested approval for a period of three years beginning April 1, 2010.  

 

II.   O VERVIEW OF APPLICATION 

 

The contract will be held and administered by Johns Hopkins HealthCare, LLC 

("JHHC"), which is a subsidiary of the System.  JHHC will manage all financial transactions 

related to the global price contract including payments to the Hospitals and bear all risk relating 

to regulated services associated with the contract. 

 

III. FEE DEVELOPMENT 

 

The hospital portion of the new global rates was developed by calculating mean historical 

charges for patients receiving the procedures for which global rates are to be paid. The remainder 

of the global rate is comprised of physician service costs. Additional per diem payments were 

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

 

IV. IDENTIFICATION AND ASSESSMENT OF RISK 

 

The Hospitals will submit bills to JHHC for all contracted and covered services.  JHHC 

is responsible for billing the payer, and collecting payments, disbursing payments to the 

Hospitals at their full HSCRC approved rates, and reimbursing the physicians. The System 

contends that the arrangement among JHHC, the Hospitals, and the physicians holds the 

Hospitals harmless from any shortfalls in payment from the global price contract.  JHHC 



maintains it has been active in similar types of fixed fee contracts for several years, and that 

JHHC is adequately capitalized to bear risk of potential losses.     

 

V.   STAFF EVALUATION  

 

After review of the data utilized to calculate the case rates, staff believes that the 

Hospitals can achieve a favorable experience under this arrangement.  

 

VI.   STAFF RECOMMENDATION 

 

The staff recommends that the Commission approve the Hospitals' application for an 

alternative method of rate determination bone marrow transplant services, for a one year period 

commencing April 1, 2010. The Hospitals will need to file a renewal application for review to be 

considered for continued participation. Consistent with its policy paper regarding applications for 

alternative methods of rate determination, the staff recommends that this approval be contingent 

upon the execution of the standard Memorandum of Understanding ("MOU") with the Hospitals 

for the approved contract.  This document would formalize the understanding between the 

Commission and the Hospitals, and would include provisions for such things as payments of 

HSCRC-approved rates, treatment of losses that may be attributed to the contract, quarterly and 

annual reporting, confidentiality of data submitted, penalties for noncompliance, project 

termination and/or alteration, on-going monitoring, and other issues specific to the proposed 

contract. The MOU will also stipulate that operating losses under the contract cannot be used to 

justify future requests for rate increases. 

























































































































































































































 
 
 
 
 
 
 
 

Draft Recommendation for Revisions to the Reasonableness of Charges (ROC) 
Methodology 
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4160 Patterson Avenue 
Baltimore, MD 21215 

(410) 764-2605 
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April 14, 2010 
 
 
 

 
This document represents a draft recommendation to be presented to the Commission on April 14, 2010 
for discussion purposes only.  Comments should be sent to Charlotte Thompson, Health Services Cost 
Review Commission, 4160 Patterson Avenue, Baltimore, MD 21215 by April 27, 2010. 
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Background 
 
ICC/ROC Methodology: 
 
The Commission is required to approve reasonable rates for services offered by Maryland hospitals.  The 
‘Reasonableness of Charges’ (ROC) methodology is an analysis that allows for the comparison of charges at 
individual hospitals to those of their peer hospitals after various adjustments to the charge data have been applied.  
Hospitals with adjusted charges that are high compared to their peers are subject to rate decreases through spend-
downs and/or negative scaling of the Update Factor.  Conversely, hospitals with adjusted charges that are low 
compared to their peer hospitals may be allowed rate increases through positive scaling of the Update Factor 
based on their ROC position.  The inter-hospital cost comparison (ICC) used for full rate reviews is based on the 
ROC methodology with additional adjustments for profit and productivity when establishing a peer standard for 
comparison.  The ROC comparison is conducted annually in the spring with ROC position scaling results 
impacting the July rate update for the following rate year.   
 
 
ICC/ROC Workgroup: 
 
Each year, the HSCRC solicits requests from the Maryland hospital industry for modifications to the ICC/ROC 
methodologies.  A summary of the letters submitted on June 1, 2009 is included in Appendix A.   Each fall, the 
ICC/ROC Workgroup, comprised of hospital, payer representatives and Commission staff, meets to discuss the 
ICC/ROC methodologies and the proposed modifications.  This year, the ICC/ROC Workgroup met eleven times 
over a three month period and the following draft recommendations are the result of those deliberations.  A final 
recommendation regarding changes to the ICC/ROC methodology will be presented at the May Commission 
meeting. 
 
 
Issues and Draft Recommendations 
 
Peer Groups 
 
The current peer group methodology uses 5 groups (based on size and location of hospital) for 
comparison including a virtual peer group for the Academic Medical Centers (AMCs).  These peer 
groups were originally developed to adjust for differences in cost structures of hospitals which may not 
have been captured in the ROC adjustments used at that time.  Because the Commission has 
implemented more refined adjustments for case-mix, labor market, and disproportionate share over the 
last several years, staff believes that this level of peer-grouping is no longer necessary.  At the April 
Commission Meeting, staff proposed a move to three peer groups (major teaching, minor teaching, and 
non-teaching) based on the teaching intensity of the hospital as measured by residents per case-mix 
adjusted equivalent inpatient cases.  In an ICC/ROC Workgroup meeting subsequent to the April 
recommendation, there was further discussion regarding the appropriate configuration of the two 
teaching peer groups.  Because agreement was not reached regarding the appropriate division between 
major teaching and minor teaching, staff recommends that the current 5 peer groups be maintained.  The 
payer representatives proposed that the Commission develop a national peer group for determination of 
reasonableness of charges for the Academic Medical Centers. 
 
Recommendation:  Staff recommends continuation of the current peer group methodology for the 
spring 2010 ROC.  Staff also recommends that a group of industry representatives be assembled in May 
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of 2010 in order to begin work to identify a national AMC peer group for use in next year’s ROC (spring 
2011).  
 
 
Comprehensive Charge Target (CCT)    
 
As approved by the Commission last year, the CCT is the starting point for the ROC methodology and is 
established by blending the inpatient charge per case (CPC) target and outpatient charge per visit (CPV) 
target.  Implementation of the CPV was delayed until FY2011 and, therefore, CPV targets were not 
established for FY2010.   
 
Recommendation:  Staff recommends that the CPV used in the 2010 ROC be established as follows: 
Calculate a CPV for each hospital by using FY2009 outpatient data under the expanded CPV 
methodology that had been in place for FY2010.  Inflate the established CPV by each hospital’s 
outpatient rate update for FY2010 and blend the CPV and CPC targets to establish the CCT under the 
blending methodology approved last year. 
 
 
Application of Indirect Medical Education (IME) and Disproportionate Share (DSH) Adjustment 
 
Under the current ROC methodology, the IME and DSH adjustments are applied as a deviation from the 
statewide average.  Therefore, using IME as an example, non-teaching hospitals with no IME costs 
receive an upward adjustment to their CCT for the percent that they differ from the statewide average 
IME amount.  Staff believes that it is technically correct and makes more intuitive sense to apply the 
costs associated with IME and DSH as a direct strip from hospital charges.  Under this change, again 
using IME as an example, non-teaching hospitals would have no ROC adjustment for IME costs.  At the 
end of last year’s ICC/ROC Workgroup discussions, staff proposed this technical correction to the 
application of the IME and DSH adjustments.  However, at that time, Workgroup members stated that it 
was too late in the discussion process to make this change. 
 
Recommendation:  Staff recommends the implementation of a technical correction to the IME and 
DSH adjustments that applies the adjustment as a direct strip instead of a deviation from the average 
statewide costs associated with IME and DSH.  
 
 
Physician Recruitment, Retention, and Coverage 
 
A subset of community hospitals, known as G-9, offered a review of the costs associated with providing 
physician subsidies for physician recruitment, retention and coverage costs at hospitals in non-urban 
areas.  The G-9 hospitals proposed that the Commission consider defining reasonable recruitment, 
retention, and coverage expenditures as elements of regulated hospital cost and adjust for these costs in 
the ROC in a manner similar to the direct medical education adjustment.  Because physician services are 
not regulated by the HSCRC, staff does not agree that physician subsidies associated with recruitment, 
retention, and coverage should be considered elements of cost which are adjusted for in the ROC.  
However, staff agrees that the issue of physician subsidies and the impact on community hospitals needs 
further study.    
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Recommendation:  Staff recommends no proposed adjustment in the ROC methodology associated 
with physician recruitment, retention, and coverage costs.  Staff also recommends that a concerted study 
be initiated to better understand physician payments associated with physician recruitment, retention, 
and coverage at Maryland hospitals.   
 
 
Profit and Productivity Adjustment in the ICC 
 
The cost standard used for full rate reviews in the ICC methodology begins with the hospital’s peer 
group ROC-adjusted CCT and then excludes the peer group’s average profit, and includes a 2% 
productivity adjustment.  The Maryland Hospital Association (MHA) contended that the current ICC 
policy is too restrictive for hospitals to access rate relief.  The MHA proposed that during full rate 
setting the methodology should add back the lower of the target hospital’s profit or 2.75% (the Financial 
Condition Policy’s target for operating margins).  The MHA also proposed that the 2% productivity 
adjustment be phased-in over a multi-year period, or that a national standard be identified and used for 
the productivity adjustment. 
 
Hospital payment levels and costs have increased more rapidly in Maryland compared to the rest of the 
nation over the last 5 years.  In FY05, Maryland was 2.58% below the U.S. in Net Operating Revenue 
per EIPA and moved to 1.90% above the U.S. in FY09 for this measure.  For the same time period, 
Maryland went from 4.28% to 0.38% below the U.S. for Net Patient Revenue per EIPA and 3.65% 
below to 0.71% above the U.S. for Cost per EIPA.  Because of this erosion of Maryland hospital 
payments and costs compared to the U.S., staff believes that it would not be the appropriate time to 
move to a less restrictive standard in the ICC methodology.     
 
Recommendation: Staff recommends no change to the profit and productivity adjustments in the ICC. 
 
 
Capital Adjustment 
 
CareFirst and Kaiser proposed a change to the current capital adjustment in the ROC and a change to 
how capital is handled in rates in terms of the variable cost factor.  With regard to the ROC adjustment, 
the current methodology adjusts for the percentage of costs that are related to capital using 50% of the 
hospital-specific capital costs plus 50% of the statewide capital costs.  CareFirst and Kaiser proposed a 
ten year phase-in to move from the 50/50 standard to 100% statewide costs plus 0.5%.  At the end of the 
ten year phase-in period, there would be no ROC adjustment for capital.   
 
With regard to capital and the variable cost factor (currently at 85%), Care First and Kaiser proposed 
that CON eligible projects be subject to the variable cost factor for three years after first use as follows: 
 

A. 100% variable if hospital takes “pledge” to not file rate application  
B. 100% variable if CON was filed when variable cost factor was 100%, and hospital did not file 

rate application. 
C. 100% variable for hospitals that filed a CON when variable cost factor was 85%, and hospital 

did not file a rate application. 
D. Current cost factor applied for hospitals that filed a rate application generating additional 

dollars in rates for capital.  
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Staff is supportive of the concept of moving to a statewide standard for capital over a ten year period.  
Staff also supports the idea of a less restrictive variable cost factor to fund capital projects in place of 
funding capital through rate increases. 
 
Recommendation:  Staff recommends using a ten year phase-in to move from the current capital cost 
standard of 50% hospital-specific plus 50% statewide to 100% statewide plus 0.5%.  CON eligible 
projects would be allowed 100% of variable costs for three years after first use if hospital pledges to not 
file a rate application or if hospital filed CON previously and did not file rate application and pledges 
not to file in future. 
 
 
Exclusions 
 
Currently, liver transplants, heart and/or lung transplants, pancreas transplants, bone marrow transplants, 
and kidney transplants are excluded from the CPC constraint system because past analyses indicated that 
there was significant variation in charges within the corresponding APR-DRGs for these cases.  Staff 
recently analyzed the charge variation for each of the transplant APR-DRGs using FY09 inpatient data.  
The liver, heart, pancreas, and bone marrow transplant cases continue to experience wide variations in 
charges and length of stay and should continue to be excluded from the CPC system.  However, analyses 
of the kidney transplant cases indicate that there is very little variation in charges, as measured by the 
coefficient of variation, within the kidney transplant APR/SOI cells.  At the April Commission Meeting, 
staff recommended that the kidney transplant cases be included under the CPC constraint system.  In a 
meeting subsequent to the April recommendation, representatives from the Academic Medical Centers 
provided Commission Staff a more detailed review of the differences in costs associated with variations 
in recipient and donor types within the kidney transplant APR/SOI cells.     
 
Recommendation:  Staff recommends that kidney transplant cases continue to be excluded from the 
CPC constraint system in FY2011. 
 
 
Case-mix Lag 
 
Under current Commission policy, case-mix is measured in “real time”, meaning that the calculation of 
case-mix change for the previous rate year and calculation of the base CMI for the new rate order use 
discharge data from the July-June period immediately prior to the new rate year.  For example, the base 
CMIs in the rate orders for the fiscal year that began July 1, 2009 were calculated using discharge data 
from July 1, 2008 thru June 30, 2009.  Discharge data from the previous rate year is not available until, 
at the earliest, 4 months after the beginning of the new fiscal year.  Therefore, the measurement of case-
mix in real time causes unavoidable delays in issuing rate orders which, in turn, impacts hospitals’ 
ability to achieve CPC compliance.  Staff recommends that case-mix change and base CMI be measured 
using a three month lag in the data period.  The data period used to calculate case-mix change for FY10 
will remain the 12-months ending June 30, 2010.   However, the base CMI for the FY11 rate orders will 
be based on discharge data from April 1, 2009 – March 31, 2010 and case-mix change for FY11 will be 
measure using discharge data from April 1, 2010 – March 31, 2011.  There are technical details 
associated with this change that Commission staff plan to discuss at MHA’s Technical Issues 
Workgroup over the next several months.   
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Recommendation:  Staff recommends moving to a 3-month lag in the data period used to measure 
hospital case-mix. 
 
 
Outlier Methodology 
 
Under the current HSCRC high charge outlier methodology, a hospital-specific high charge outlier 
threshold is calculated for each APR/Severity cell.  Charges above the established threshold are paid 
based on unit rates and not subject to the incentives of the HSCRC per case payment system.     
 
The G-9 hospitals proposed a change to the HSCRC outlier methodology to address the following issues 
that they cite as consequences of the current methodology: 
 

- Hospital charges could be structured to increase outlier charge levels 
- Outlier patients are not protected by the financial incentives of the per case payment system 
- Compliance with HSCRC rate orders are complicated by the segregation of outlier charges in 

compliance calculations 
 
The G-9’s proposed outlier methodology establishes a prospective allowance for outlier charges using a 
regression that is shown to predict each hospital’s percentage of outlier costs with substantial accuracy. 
The following independent variables are used from previous year’s data:  the hospitals’ proportion of 
vent cases, the hospitals’ expected outlier proportion, and an AMC dummy variable.  The result of the 
regression for each hospital would equal the hospital’s outlier allowance for the succeeding year.  A 
hospital’s rate year CPC target would be increased by the prospective outlier allowance.  In ROC 
comparisons, each hospital’s target would be adjusted for the amount of the prospective outlier charges. 
 
Although staff believes that certain aspects of the G-9 outlier proposal have merit, more study and 
deliberation is needed regarding this methodology.   
 
Recommendation:  Staff recommends the continuation of the current outlier methodology in FY2011. 
 
 
ROC Scaling and Spend-Downs 
 
At this time, staff recommends that spend-downs not be initiated for the 2010 ROC results.  Staff 
recommends that a significant portion of revenue be scaled for ROC position, and that the structure of 
scaling be continuous.  The Payment Workgroup will ultimately decide the amount of revenue to be 
scaled.  Staff also recommends that the Total Patient Revenue (TPR) hospitals (McCready and Garrett) 
be eligible for positive ROC scaling but would not be negatively scaled. 
   
Recommendation:  Staff recommends that the amount of scaling for 2010 ROC results be significant 
and that the structure of the scaling be continuous.  Staff also recommends that TPR hospitals should be 
eligible for positive scaling but not receive negative scaling based on ROC results.  No spend-downs 
based on 2010 ROC results are recommended.  
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Summary of Draft Recommendations for Changes to the ICC/ROC Methodology 
 
 
Peer Groups:  Staff recommends continuation of the current peer group methodology for the spring 
2010 ROC.  Staff also recommends that a group of industry representatives be assembled in May of 
2010 in order to begin work to identify a national AMC peer group for use in next year’s ROC (spring 
2011).    
 
CPV in Blended CCT:  Staff recommends that the CPV used in the 2010 ROC be established as 
follows: Calculate a CPV for each hospital by using FY2009 outpatient data under the expanded CPV 
methodology that had been in place for FY2010.  Inflate the established CPV by each hospital’s 
outpatient rate update for FY2010 and blend the CPV and CPC targets to establish the CCT under the 
blending methodology approved last year. 
   
Application of IME and DSH Adjustment:  Staff recommends the implementation of a technical 
correction to the IME and DSH adjustments that applies the adjustment as a direct strip instead of a 
deviation from the average statewide costs associated with IME and DSH.  
   
Physician Recruitment, Retention, and Coverage:  Staff recommends that a concerted study be 
initiated to better understand physician payments associated with physician recruitment, retention, and 
coverage at Maryland hospitals.   
 
Capital:  Staff recommends using a ten year phase-in to move from the current capital cost standard of 
50% hospital-specific plus 50% statewide to 100% statewide plus 0.5%.  CON eligible projects would 
be allowed 100% of variable costs for three years after first use if hospital pledges to not file a rate 
application or if hospital filed CON previously and did not file rate application and pledges not to file in 
future. 
 
Exclusions:  Staff recommends that kidney transplant cases continue to be excluded from the CPC 
constraint system in FY2011. 
 
Case-mix Lag:  Staff recommends moving to a 3-month lag in the data period used to measure hospital 
case-mix. 
 
Outlier Methodology:  Staff recommends the continuation of the current outlier methodology in 
FY2011. 
 
Scaling and Spend-downs for 2010 ROC:  Staff recommends that the amount of scaling for 2010 ROC 
results be significant and that the structure of the scaling be continuous.  Staff also recommends that 
TPR hospitals should be eligible for positive scaling but not receive negative scaling based on ROC 
results.  No spend-downs based on 2010 ROC results are recommended.  
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Appendix A 
 

Summary of ICC/ROC Letters 
 
The purpose of this document is to provide a brief overview of the issues addressed in letters submitted 
to the Commission June 1, 2009 regarding methodology issues to be discussed in the ICC/ROC 
Workgroup for the coming rate year.  
 
Peer Groups 
 
St. Joseph Medical Center requests that the current peer groups be replaced with a statewide comparison 
of hospitals. 
 
Atlantic General requests a change from the current peer groups to a statewide group or teaching/non-
teaching groups. 
 
The hospitals in ‘G-9’ request that the current peer groups be considered for revision. 
 
CareFirst and Kaiser Permanente request that there be just two peer groups: 1) a statewide peer group 
excluding the Academic Medical Centers; and 2) a national peer group for Johns Hopkins Hospital and 
the University of Maryland Medical Center.  
 
MedStar Health and St. Agnes Hospital do not want peer groups eliminated but request that the current 
structure be reviewed to determine if the methodology meets the original goal. 
 
Outlier Methodology 
 
The Johns Hopkins Health System, University of MD Medical System, CareFirst and Kaiser request that 
the Commission staff revisit the outlier methodology to determine if the original objectives of this policy 
are being met and incentives are correct.   
 
G-9 hospitals believe that the low charge outliers system is unnecessary, and that the incentives related 
to the payment for high charge outliers exacerbate the problem of complying with the waiver and, 
therefore, they support a review of the outlier policy. 
 
Labor Market Adjustment 
 
The Johns Hopkins Health System, the University of MD Medical System, and MedStar Health request 
a systemic review of the policy as well as suggest that a more detailed review of submitted data be put in 
place to ensure that the data are reasonable. 
 
Disproportionate Share Adjustment 
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MedStar Health and St. Agnes Hospital request that the current DSH adjustment be re-assessed in order 
to confirm the measure’s validity;  to establish the stability over time;  to understand if issues associated 
with urban locations are addressed; and to compare to possible alternatives.  
Direct Medical Education 
 
The Johns Hopkins Health System and the University of Maryland Medical System request that the 
current methodology for calculating the direct strip for DME (based on costs reported in the P4 and P5 
schedules) is re-assessed due to vague P4 & P5 instructions related to ACGME approved residents and 
fellows which results in inconsistent reporting across hospitals. 
 
Indirect Medical Education 
 
CareFirst and Kaiser request that any future adjustments to the IME coefficient be based on the 
Commission’s Update, and that the IME methodology be adjusted to support a greater amount of 
relative training of Primary Care Physicians who will provide care in Maryland. 
 
Physician Coverage 
 
The G-9 hospitals request that the differential accounting and treatment in ICC/ROC of the coverage 
costs at teaching hospitals (use of residents with costs carved out in DME adjustment) versus non-
teaching hospitals (employed or subsidized attending staff costs not carved out) be addressed.   
 
Partial Rate Review for Capital and Full Rate Reviews 
 
CareFirst and Kaiser request that the partial rate process for capital be reviewed, and that the 
Commission consider transitioning to a statewide capital methodology that does not adjust rates for a 
hospital’s position in its capital cycle.   
 
The Johns Hopkins Health System and University of MD Medical System request that the partial rate 
process for capital be maintained; that a reasonable profit standard (2.75%) be included; and that 
productivity strips be eliminated from the partial rate and ICC methodologies.  
 
The G-9 hospitals request that the criteria governing partial and full rate applications be reviewed by the 
Workgroup. 
 
Scaling and Spend-Downs 
 
CareFirst and Kaiser request an increase in the level of scaling next year and that spend-downs are 
resumed no later than July 1, 2010. 
 
The G-9 hospitals request that the Workgroup review various approaches to scaling and spend-downs, 
including a discussion regarding the elimination of spend-downs. 
 
Clinic Volumes 
 



10 
 

CareFirst and Kaiser request that clinic volumes, especially for multi-person behavioral health clinics, 
be reviewed. 
 
 
Non-Comparable Services 
 
CareFirst and Kaiser request that the Workgroup discusses objective methods of identifying and 
evaluating the cost of a particular service when that service differs substantially at a particular hospital 
compared to the peer group.  
  
PPC Methodology 
 
The G-9 hospitals request that the Workgroup consider issues associated with the implementation of the 
PPC methodology. 
 
Case Mix Governor and Volume Adjustment 
 
The G-9 hospitals suggest that the case-mix governor, in combination with the volume adjustment, 
places an undue financial burden on hospitals with both case-mix and volume increases, and that 
consideration should be given to handling case-mix and volume through a single measure of the 
hospitals’ service level. 
 
MedStar Health requests that policy decisions that impact the ROC, such as the case-mix governor, be 
evaluated. 
 
Availability of Data 
 
MedStar Health, Johns Hopkins Health System, and the University of MD Medical System request that 
future reports, such as those pertaining to the ROC and UCC, include the data used by staff to conduct 
its calculations and that a two-week comment period be implemented to allow hospitals the opportunity 
to correct the data in the event that errors are present.  
 
Prospective Payment and System Stability 
 
St. Joseph Medical Center, the Johns Hopkins Health System and the University of MD Medical System 
state that certain policies, such as case-mix restrictions without clear prospective rules for how case-mix 
will be accrued, undermine the prospective nature of the Maryland system.  These hospitals also state 
that constant change in the system, such as revisions to the CPV to include more revenue or the 
proposed implementation of the PPC methodology, undermine the stability of the system. 
 
 
  
 



Hal Cohen, Inc. 
Health Care Consulting 
17 Warren Road, 13B 

Baltimore, Maryland 21208 
(410) 602-1696; Fax (410) 602-1678; e-mail JandHCohen@aol.com 

 
 
April 6, 2010 
      Via e-mail 
Charlotte Thompson 
Associate Director, Research and Methodology 
Health Services Cost Review Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 

Re: 3/3/10 Draft Recommendations on ROC/ICC & 3/31 notice of change 
 

Dear Char: 
 
I am writing this letter on behalf of CareFirst Blue Cross Blue Shield and Kaiser 
Permanente.  My original letter, written before staff’s latest proposed changes, thanked 
you and staff for conducting such an open and transparent process.  It noted that as a 
result of that process, you have heard my positions stated and developed many times.   
 
However, the latest changes compromise that transparency and raise a standard that had 
not been expressed previously and is contrary to the previous staff recommendation.  
Therefore, I address the issue of transparency and the new standard prior to addressing 
the individual issues.  The discussion of issues in this letter will be relatively brief except 
where I have specific thoughts about potential improvements or disagree with the Staff’s 
proposal and follow in the order they appear beginning on page 2 of the original staff 
recommendation. 
 
Transparency:  You and staff had a very open process where various factions presented 
their data and the other factions were able to comment on this data.  I was very disturbed 
to learn that staff changed its position on Kidney transplants “After further meetings with 
the AMC’s regarding kidney transplants…”.  The data that was shared at the open 
meetings clearly supported the staff’s original proposal.  Perhaps the data the AMC’s 
provided to staff could not be rebutted by the other factions, but how can we know?   My 
concern about transparency is more general because I do not know of anything in the 
public record that would lead the Commission staff to make the changes that it did to its 
recommendations.   
 
Agreement:  Staff says it is proposing to not change the peer groups “because agreement 
could not be reached”.  This process was never about reaching “agreement”.  The 
requirement to reach agreement is new and would, essentially, freeze the current method.  
All methodology changes, especially in a revenue-capped system, generate winners and 
losers.  Should losers be able to forestall methodology improvements simply by not 
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agreeing to them?  Of course not!  The idea of the ICC/ROC process is for all sides to 
discuss their ideas and to critique the ideas and data put forward by others and for staff to 
decide which methodologies are best and present those methodologies as 
recommendations to the Commission.  The Commission makes it final decision based on 
the staff recommendation, comment letters such as this and public discussion.  We urge 
the Commission to ask staff to present it with the methodologies staff thinks are best and 
to not require consensus or agreement.   
 
Incentives:  While I do not believe lack of  “agreement” should be a determinative or 
appropriate standard for staff to consider in making its recommendations, incentives are 
very important.  Both payers and the G-9 stressed the improvement in incentives 
associated with recommendations regarding transplants and outliers.  Staff has not 
discussed why those improved incentives should not be adopted at this time.   
 
I now turn to the specific areas of recommendation: 
 

1. Peer Groups: 
First, I appreciate the staff supporting my original recommendation on behalf of CareFirst 
and Kaiser Permanente that a national peer group be developed for the Johns Hopkins 
Hospital and the University of Maryland Medical Center.  I expect to be available to 
serve on the task force to pick the peer hospitals and to develop the methodology for use 
with the national peer group.  I suggest that the Commission engage an independent 
expert to help in this process and support the quick establishment of the group. 
 
Second, I do not expect the above process will be easy and believe it is important to 
change the current peer groups.  My preferred interim peer groups are all non-teaching 
hospitals in one peer group and teaching hospitals split based on the number of interns 
and not on the resident to bed ratio as formerly suggested by staff.  The resident to bed 
ratio is used in the ROC and any split of teaching hospitals should capture something not 
directly measured.  In addition, the difference in the average cost between the “major 
teaching” and other hospitals, as previously proposed by staff, is too high – just as the 
difference between current Peer Groups 1 and 5 is too high (7.05%).  I suggest splitting 
teaching hospitals into two groups, those with more than 55 residents and those with 55 
residents or less (there is a current discontinuity between about 60 and 40 residents).  I do 
not support the staff recommendation that there be no change to the peer groups. 
 
Third, if the Commission adopts the “no peer group change” recommendation, the 
Commission should also declare that it will switch next year to the peer groups CareFirst 
and Kaiser have recommended above.  Otherwise, the AMC’s will have every incentive 
to delay the admittedly difficult process of selecting a national peer group for which data 
are available and a methodology for making the appropriate comparison.  I predict that 
while there may be “agreement” on the set of hospitals, there will not be “agreement” on 
the methodology for the comparison. 
 

2. CCT 
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CareFirst and Kaiser Permanente strongly supports staff’s recommendation.  The more 
revenue brought under a charge constraint, the more affordable health care will be, 
especially when staff seems to not be willing to measure as slippage unconstrained 
outpatient revenue that exceeds the update (or 85% of it after the volume adjustment is 
applied). 
 

3. Application of IME and DSH 
Again, we support staff’s recommendation. 
 
      4.   Physician Recruitment, Retention, and Coverage 
We support the recommendation for no current adjustment and to begin a concerted 
study.  We believe the study should include hospitalists and focus not only on their net 
cost to the hospitals but on the incentives associated with their contracts.  CareFirst and 
Kaiser Permanente believe that hospitalists earn their net cost to the hospitals through 
reducing cost per case.  However, in the profit strip, such funds are reduced.  It might 
make sense for the ICC to reflect the peer group average net hospitalist cost per casemix 
adjusted Equivalent Inpatient Discharge (EIPDis) but only if the hospital does not use the 
hospitalist contract as a way to incentivize more admissions or readmissions (especially 
from the ER). 
 

5.    Profit and Productivity Adjustment in the ICC 
We strongly support the recommendation for no change at this time and note our 
recommendation under number 4.   
 
      6. Capital Adjustment 
Again, we appreciate staff’s support for our recommendations regarding capital.  We 
make four observations:  First, the capital costs and volumes should be set based on the 
third year after the project is put into service and the various standards for reasonableness 
we proposed; second, the 100% variable cost adjustment should apply to new hospitals as 
we proposed; third, hospitals that filed CON applications when the 100% variable cost 
factor was in effect and have experienced volume growth greater than the state average 
should be able to get the lost revenue percentage (above the state average) when the 
project opens as an advanced credit toward volume growth.  These hospitals had every 
reason to count on the 100% variable cost to finance their project.  Fourth, while all the 
above are only available to hospitals that do not file a partial or full rate application for 
capital, hospitals that do file a partial rate application for capital should not have the 
profit strip applied.  Rather, hospitals should get the lower of 50% of the third year CON 
related capital costs (adjusted annually to the hospital specific capital phase-in 
proportion) or the percentage of capital that brings them up to the average on the ROC.  
Any such award would be counted as slippage at the appropriate time. 
 

7. Exclusions 
The data that was discussed at the public meetings clearly support staff’s original 
recommendation to include kidney transplants in the CPC.  We would accept this as a 
compromise from our earlier recommendation that would have had more transplants 
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included.  Without public discussion of any new information, we cannot support staff’s 
abrupt change in recommendation. 
 

8. Case-mix lag 
We support. 
 

9. Outlier methodology 
At the time of the original recommendation, the proposal was to have two more 
ICC/ROC Workgroup meetings to discuss the G-9’s outlier proposal.  During those 
meetings, the AMC’s have argued against the proposal and another meeting is scheduled 
at which they will present an alternative change.  That last meeting has not been held, yet 
staff is now proposing no change.  CareFirst and Kaiser Permanente are not taking a final 
position until the discussion is complete.  However, we believe that outliers are as much a 
quality issue as they are a financing issue.  We also thought that the G-9 made some 
compelling arguments both regarding incentives to control costs beyond the threshold 
and the relative constancy of the outlier percentage.  We think the G-9 proposal tweaked 
to more resemble the Commissions’ UCC methodology or to start by using 100% of the 
average last three years’ outlier payments as a percent of covered charges for each 
hospital’s CPC increase – revenue neutral but just change the incentives – may lead to 
significantly lower costs and, perhaps, higher quality – since the incentives to avoid the 
costs associated with poor quality care will be greatly increased. 
 

10. ROC scaling and spend-downs 
We support the staff recommendation.  Our support for no spend-downs is linked to the 
Commission having significant scaling.  Within the payment workgroup, we have 
recommended scaling one-fifth of the difference between the hospital’s ROC position 
and zero for each of three years.  Compounding, without changes in the ROC position, 
could result in a +/- 50% change in the difference over three years.  (1 - .8(.8)(.8) = 
0.488). 
 

11. Frequency of ICC/ROC review 
While not discussed by staff, following a discussion Barry Rosen and I had with 
Carmella Coyle, I proposed, and Mike Robbins supported, not having this review 
annually, but perhaps every three years.  Based on the original staff recommendation, we 
still believed that a less than annual review is appropriate.  Given the current staff 
recommendation, we expect a review is required next year and the timing of future 
reviews can be a subject for discussion at that time.     
 

12. Definition of high cost hospital 
While not discussed by staff, I recommended that the Commission change its current 
definition of a high cost hospitals as any hospital more than 3% above the average of its 
peer group.  If staff’s recommended peer groups are accepted, that would result in 16 
hospitals being identified as high cost, 14 or which would be non-teaching hospitals.  The 
spread of teaching and non-teaching hospitals argues for the peer groups CareFirst 
identified above – all the non-teaching hospitals in one peer group and the teaching 
hospitals in two peer groups.  Then simple statistical measures applied to each peer group 
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could be used to define high cost.  In the absence of such peer groups, the Commission 
might want to simply define the top two teaching hospitals and the top four non-teaching 
hospitals as high cost.   
 
Thank you for your consideration.   
 
Yours truly, 
 
 
 
Hal Cohen 
Consultant 
 
 
Cc:  Bob Murray 
 John Hamper 
 Debra Collins 
 Laurie Kuiper 
 Jessica Boutin 
 Jack Keane 
 



March 6, 2010 

Ms. Charlotte Thompson, Deputy Director, Research and Methodology 
Health Services Cost Review Commission 
4160 Patterson Avenue 
Baltimore, Maryland 21215 
 

Dear Char, 

This letter represents the G-9’s response to the most recent recommendations made by the staff 
relative to the changes in the ICC/ROC policies.  Although we were not in agreement with all of the 
recommendations presented on March 3rd, we saw them as the result of an open and transparent 
process  based on the facts and argument presented in the ICC/ROC Workgroup deliberations. 
Since the initial draft, however, we have received supplemental staff recommendations to maintain 
kidney transplants as Categorical Cases, to maintain the outlier payment system, and to reinstitute 
the five interhospital comparison groups (ICGs) used in the previous ICC/ROC methodology.   

Prior to these supplemental recommendations we believed that the HSCRC staff understood the 
weaknesses of the current ICC/ROC methodologies, that it based its recommendations on the facts 
and ideas presented in the ICC/ROC Workgroup, and that the recommendations were geared to 
enhancing the incentives and improving the equity of the ICC/ROC methodology, especially as it 
applies to community hospitals.  However, our beliefs were undermined by the supplemental 
recommendations made by the staff.  In our view there is virtually nothing in the record of the 
proceedings of the ICC/ROC Workgroup to support these recommendations especially the 
recommendation to reinstitute the flawed ICG system of the previous ICC/ROC methodology.  
We, therefore, disagree with each of the three recommendations not only because there is virtually 
nothing in the record to support them, but also because the process by which these 
recommendations were reached was neither open nor transparent. 

In the remaining sections of this letter we will comment on the staff’s recommendations in each of 
the nine areas to which the recommendations apply.  We will also discuss the partial rate application 
for capital (PRAC), a feature of the ICC/ROC methodology which was not addressed by the 
ICC/ROC Workgroup but which, in our view, needs to be considered in the context of the payer’s 
proposal relating to capital.    
 
 
CPV in Blended CCT 
Application of IME/DSH Adjustment 
Case Mix Lag 
 
There are several recommendations that the staff is making which are or a technical character, 
including the inclusion of outpatient data in the ICC/ROC methodology (CPV in Blended CCT), 
the timing of the data collection for the case mix adjustment (Case Mix Lag), and the application of 



the IME and DSH Adjustments.  We support these recommendations as they would appear to 
based on a reasonable review of the ICC/ROC Workgroup deliberations.   
 
 
Peer Groups 
 
We believe that the current peer group methodology is outmoded, inequitable, and inconsistent with 
the method used by the HSCRC to calculate IME allowances.  It should be eliminated not only for 
the reasons discussed in the staff’s initial Draft Recommendations but also because the current peer 
group methodology was developed when all but three Maryland hospitals were on a modified 
version of CMS DRGs, when the DRG weights were derived from average DRG charges rather 
than from the HSRV method, when IME and DSH were calculated using very different 
methodologies, and when the ROC applied only to inpatient services.  There is no reason to believe 
that a grouping system developed prior to the various changes to the HSCRC’s rate review system, 
including those listed above and those identified in the staff’s initial Draft Recommendations, would 
be applicable in the current system. 

Furthermore, the prior methodology, which combined teaching and non-teaching hospitals in a 
single ICG, was well understood to be flawed because the teaching hospitals’ IME adjustments were 
overstated, making comparisons inequitable.  For this reason (and several others) the staff’s initial 
Draft Recommendation to reformulate the flawed ICGs of the previous methodology was, we 
believe, correct.   

We would remind the staff that in the previous ICC/ROC review, involving the IME and DSH 
adjustments, we supported the IME methodology and the outsized allowances that it provides to the 
teaching hospitals in the Suburban and Rural 1 ICG on the premise that the current ICG scheme 
would be overhauled so as to eliminate comparisons of selected minor teaching hospitals and non-
teaching hospitals.  At that point the staff appeared to acknowledge that such comparisons were 
inequitable, suggesting that it would propose the elimination of the ICGs in ongoing ICC/ROC 
deliberations.  We believe that the evidence presented in the previous ICC/ROC Workgroup 
proceedings strongly supported this decision, and that the additional evidence presented at the 
current proceedings suggested only one modification to the staff position, namely that the AMCs 
might be removed from the ICG scheme and subject to a national peer group.  No equitable ICG 
scheme can involve the comparison of selected minor teaching hospitals with non-teaching hospitals 
if the outsized IME allowances are in place.  In particular, the maintenance of the current ICG 
scheme is obviously inequitable.   

The staff’s previous suggestion that the ICGs should be eliminated, as well as its previous ICG 
proposals, including the proposal involving three peer groups, would result in “winners and losers”.  
More generally, any reformulation of the ICGs that would correct the inequities of the current 
system will benefit some hospitals at the expense of others when compared with the status quo.  
Therefore, the standard of ICG review suggested by the staff; namely that agreement on the ICG 



scheme be reached by all interested parties, has as its logical implication the maintenance of the 
status quo.  For this reason, this standard of ICG review is inconsistent with every prior suggestion 
and recommendation of the staff relating to the ICGs, and in particular, it is inconsistent with the 
three peer group arrangement that the staff proposed just a few days ago.  Furthermore, this 
standard was not introduced during the ICC/ROC Workgroup deliberations relating to the ICGs 
with the result that the staff's decision making process relative to its ICG recommendation 
dismissed the facts and ideas presented in the ICC/ROC Workgroup in favor of reformulating the 
currently flawed ICG scheme.  In effect, the introduction of this standard of ICG review made the 
ICC/ROC Workgroup deliberations on the subject of ICGs an utter waste of time.   
 
 
Profit and Productivity Adjustment in the ICC 
Capital Adjustment 
ROC Scaling and Spenddowns 
 
The G-9 believes that these three topics, along with the as yet unresolved topic of partial rate 
applications for capital, are inextricably inter-connected and have far reaching consequences for the 
organization of the Maryland hospital industry over the next decade. 

Dr. Cohen, on behalf of CareFirst and Kaiser (the Payers) has proposed that the capital cost 
adjustment be phased out over a 10 year period and that CON eligible projects be subject to variable 
cost factors for the first three years following their implementation that would depend on a variety 
of factors, including whether or not the CON hospital took “the pledge”.  The HSCRC staff 
recommends the adoption of the Payers’ proposal. 

It is of the first importance that the HSCRC understands the implications of this policy: 

• After the 10 year phase in period, hospitals will be required to finance their replacement 
facilities with no rate increases. 
 
This means that for an unaffiliated community hospital the incremental capital costs of a 
CON replacement will be required to be funded from a combination of the hospital’s pre-
CON profits and by increased operating efficiencies.   
 
Currently, the capital costs of new and replacement facilities are approximately 20 percent of 
the hospital’s total costs, roughly 12 percent above the statewide average of 8 percent.  This 
means that the hospital’s pre-CON profits, plus its increases in efficiency must be 12 percent 
or more if the hospital is to have an operating margin. 
 

• A less obvious implication is that a hospital with fully adjusted charges and costs per case 
which are in line with the hospital’s ICG average will be required, by the third or fourth year 
of the 10 year phase in, to finance their replacement facilities with no rate increases.  This 



requirement derives from the current methodology governing Partial Rate Applications for 
Capital which for such hospitals will proscribe rate increases for CON projects.   

The G-9 believes that the HSCRC’s capital financing provisions should account for a hospital’s 
capital cycle, providing rate relief when a hospital undergoes a replacement project or when a new 
hospital is constructed.   

A provision that requires a CON hospital to fund the full incremental capital costs from its pre-
CON profits and operating efficiencies favors “Health Systems” (organizations comprised of several 
hospitals and physician groups) over unaffiliated community hospitals.  The capital base of the 
Health System affords its member hospitals greater access to the capital markets and provides a 
CON hospital with financing sources for short term operating losses by rechanneling Health System 
profits to the hospital with a replacement facility. 

One might argue, incorrectly, that the Health Systems reduce total health care costs.  This argument 
is incorrect because as recently documented in a study by the Massachusetts Attorney General 
(Examination of Healthcare Cost Trends and Cost Drivers), the Health Systems are formed, in large 
measure, to enhance their leverage in payment contracts with private insurers, including contracts 
covering the fees of their member physician groups.  The impact of the differential fees of the 
Health System’s physicians dwarfs the capital cost savings described above and promotes the market 
expansion of the highest cost hospitals by giving them a leg up in the recruitment and retention of 
physicians.  Therefore, we do not believe that the advantage conferred upon Health Systems versus 
unaffiliated community hospitals by the capital proposal is in the public interest. 

Assuming for a moment that the HSCRC accepts the payers’ thesis that the hospitals should be 
required to finance their replacement facilities with no rate increases, the G-9 believes that the 
HSCRC should establish a level playing field in which the community hospitals have an equal 
opportunity to generate capital reserves, realize profits, and face equal efficiency requirements when 
a replacement project is implemented. 

For over a decade many hospitals with relatively low fully adjusted charges per case, the “stuck 
hospitals”, have remained stuck.  The scaling adjustments have provided virtually no relief and the 
non-teaching hospitals, exclusive of the TPR hospitals, have fully adjusted charges per case that vary 
by approximately 20 percent.  Such extraordinary variations in the hospitals’ approved charges per 
case are inconsistent with the unvarying requirement of the payers’ capital proposal that each 
hospital fund its own replacement facility.  Therefore, the payers’ proposal requires – as an element 
of fairness – that aggressive scaling or an alternative  approach to rate relief for the “stuck hospitals” 
be established so that each hospital’s fully adjusted charges per case more closely approximate the 
hospital’s ICG average. 

Hospitals with replacement CON projects, which are not members of Health Systems, have no 
option but to seek rate relief for the incremental costs of their replacement projects especially if they 
are “stuck hospitals”.  We have shown that for a typical hospital --  with fully adjusted charges per 
case and fully adjusted costs per case equal to its ICG average the rate relief granted by the PRAC to 



a hospital with incremental capital costs of 16 percent is 3 percent.  If the typical hospital’s 
incremental capital costs associated with a CON project were 10 percent, the PRAC would provide 
no rate relief! 

To a large extent the inequitable treatment of hospitals under the PRAC results from the “profit 
strip”, an adjustment to the applicant hospital’s rate base, removing the average operating margin of 
the hospital’s ICG, currently 5-6 percent, and the resulting derivation of the hospital’s rates from the 
reduced rate base in which only one half of the hospital’s capital costs above the ICG average are 
recognized as allowable.  Eliminating the profit strip would allow a typical hospital with a 16 percent 
increase in its incremental capital costs to obtain an 8 percent rate increase and the same hospital, 
with a 10 percent increase in capital costs to obtain a 5 percent rate increase.  Surely these increases 
are not unreasonable.  It is our understanding that the payers support the elimination of the profit 
strip in PRACs, a position we very much appreciate.  We believe that the HSCRC  should review the 
payer’s capital proposal in combination with a reformulation of the PRACs so as to avoid 
unforeseen consequences of the capital proposal’s adoption without a reformulation of the PRAC. 

 
Full Rate Applications 

For the reasons outlined above, the G-9 agrees with the central theses of the MHA proposal relating 
to Full Rate Applications, namely that the standards of these reviews are excessively stringent.  
Virtually no stuck hospital can obtain rate relief under the Full Rate Application standards. 

We would add to the MHA’s position by making what is for us the more important argument that 
the standards for Partial Rate Applications for Capital (PRACs) are excessively stringent and 
inequitable. 

 
Physician Recruitment, Retention, and Coverage 

We welcome the staff’s commitment to a study of this topic. 

 
We thank you for the opportunity to comment on the staff’s recommendations.   

 

Sincerely, 

The G-9 

 



Summary of ICC/ROC Proposals 
 
The information below summarizes each of the ICC/ROC methodology refinements that have been 
proposed by Workgroup members as of February 16, 2010.  As concisely as possible, please indicate your 
response to each proposed refinement.  
 
 
Peer Groups 
 
Proposal:  Commission staff proposed two peer groups, teaching and minor/non-teaching, based on the 
teaching intensity of the hospital (residents per case-mix adjusted EIPC). 
 
Workgroup member’s response to proposal: 
Atlantic General Hospital supports the proposed modifications to the peer group structure as 
described above. 
 
Proposal:  The academic medical centers (AMCs) proposed maintaining the current AMC virtual peer 
group citing disparities in technology when compared to other teaching hospitals. 
 
Workgroup member’s response to proposal: 
Atlantic General Hospital does not support such a structure.  The AMC’s did not provide any clear, 
convincing evidence as to why the Maryland system should provide for differential cost variations 
associated with care delivered at the AMC’s than care provided at other Maryland hospitals, when 
that differential cost variation will negatively affect all other Maryland hospitals due to the 
requirement for budget neutrality. 
 
 
**MARCH 31, 2010 UPDATE CHANGES: 
 
Based on our discussions at the ICC ROC Workgroup meeting on 3/24, staff will be revising the draft 
recommendations for changes to the ICC/ROC methodology that were presented at the March 
Commission meeting as follows: 
 
Peer Groups – Because agreement could not be reached regarding the appropriate teaching/non-teaching 
peer group configuration, staff will recommend that the current peer groups be maintained for the spring 
2010 ROC (four peer groups with a virtual peer group for the AMCs).  I have attached preliminary ROC 
results under the current peer groups. 
 
AGH simply cannot support the suddenly changed recommendation from staff in the ROC, since 
the proposal is to apply scaling by peer group, and our peer group is not reasonable. Atlantic 
General Hospital is one of six hospitals comprising Peer Group 3.  Peer Group 3 was initially 
established to measure cost performance of community hospitals with less than $40 million in 
revenue for peer comparison.  Apparently, the assumption in creating a separate peer group 
structure for smaller community hospitals is that smaller hospitals on average operate at a different 
cost than other community hospitals.  With all of the statistical data “strips” that occur to provide 
“apples to apples” comparison of hospitals, the continuation of the misguided assumption that a 
peer grouping of these smaller hospitals needs to exist is obsolete. The number of hospitals in the 
grouping is significantly smaller than the number of hospitals in the other non-teaching community 
hospital peer groups (Peer Group 3 has only 6 members, while Peer Group 1 has 16 members and 
Peer Group 2 has 14 members).  Such inter-group variation in the denominator associated with 
establishing the mean of the peer group results in the level of intra-group variation, which has been 



well demonstrated.  Additionally, two of the members of this Peer Group 3 (McCready Memorial 
Hospital and Garrett County Memorial Hospital) are not subject to the affects of the peer 
structure, thus rendering a “Peer Group” that consists of four members for whom the process has 
impact. 
 
The spring 2009 ROC shows no hospitals in Peer Group 3 within the +/- 3 corridor established by 
the Commission.  Atlantic General Hospital was 3.78% above the group average, yet it was the 
closest hospital to the peer group average. What statistically made this grouping unacceptable 
includes the following findings: the group average was 2.3% below the overall state average, the 
range between the highest cost and lowest cost hospital was 49.3% (35.14% was the highest and       
-14.16% was the lowest), and not one hospital was between 3% and -3% (average cost).  Comparing 
this to Peer Group 1 and Peer Group 2, the ranges were 8.21% and 13.56%, respectively.  
Similarly, the “Preliminary Summary Results, April 2010” demonstrate a wider range of 64.9% 
between the highest and the lowest ranked hospital in Peer Group 3, compared to 11.4% in Peer 
Group 1 and 16.1% in Peer Group 2.  While one of the hospitals in this data set fell into the +/- 3% 
corridor established in 2009 (Fort Washington Medical Center), the continued wide variation from 
the mean within Peer Group 3 continues to support the conclusion of the invalid existence of Peer 
Group 3. 
 
Our objection is to the continuation of the current structure of the peer group system within the 
ROC, not that such a system exists.  We request that the Commission adopt the original staff 
recommendation circulated on February 16, 2010.  Alternatively, as an interim solution until the 
HSCRC staff has studied and submitted its final recommendations on this issue, the following 
modifications are requested:  
 

• do not eliminate or modify in any way Peer Groups 1, 2, 4 or 5;  
• combine Peer Groups 2 and 3, call this combination Peer Group 3.  

 
 
Comprehensive Charge Target 
 
Proposal:  Commission staff proposed to continue to include outpatient charge per visit (CPV) as part of 
the starting target used in the ROC (though implementation of the CPV methodology was delayed until 
FY2011).  Staff proposed calculating CPVs using FY2009 outpatient data under the expanded CPV 
methodology that had been in place for FY2010 and then inflating by each hospital’s outpatient rate 
update for FY2010.  
 
Workgroup member’s response to proposal: 
Atlantic General Hospital supports this methodology. 
 
 
 
Capital 
 
Proposal:  Dr. Cohen’s capital proposal, on behalf of CareFirst and Kaiser, included two separate 
elements related to capital:  
 

1. With a ten year phase-in period, move from the current capital cost standard of 50% hospital 
specific plus 50% statewide to 100% statewide plus 0.5% (at end of 10 year period there would 
be no ROC adjustment for capital costs). 

 



Workgroup member’s response to capital proposal 1: 
While such a change may be beneficial to Atlantic General Hospital, a relatively new hospital that is 
17 years old and will not require major structural upgrades in the foreseeable future, most 
hospitals in Maryland are not in this situation.  With a number of necessary, new facilities coming 
on line in the next few years, such a structure may be detrimental to the ability to finance the costs 
of these facilities in the communities.  The current capital structure associated with the rates is 
established to consider the individual community hospital capital costs, such costs which often 
improve the productivity and safety of patient care.  This current method is a more equitable 
application of capital in rates, so Atlantic General Hospital does not support the capital proposal 1. 
 

2. CON eligible projects would be subject to the variable cost factor for three years after first use as 
follows ( group C slightly changed from original proposal after staff received clarification from 
Dr. Cohen): 

A. 100% variable if hospital takes “pledge” to not file rate application  
B. 100% variable if CON was filed when variable cost factor was 100% and hospital did 

not file rate application. 
C. 100% variable (original proposal = 92.5% variable) for hospitals that filed a CON 

when variable cost factor was 85% and hospital did not file a rate application. 
D. Current cost factor applied for hospitals that filed a rate application that generated 

additional dollars in rates for capital.  
 
Workgroup member’s response to capital proposal 2: 
As stated in the response to capital proposal 1, with a number of major hospital projects currently 
in the pipeline with the existing capital structure as part of the pro forma analysis for the feasibility 
of the projects, changing the capital structure rules would be detrimental to those organizations 
and those communities.  Unless there were a “grandfather” means of implementation of such a 
change, Atlantic General Hospital does not support such a redesign as proposed in capital proposal 
2. 
 
Physician Recruitment, Retention, and Coverage 
 
Proposal:  On behalf of the G-9 hospitals, Dr. Cook proposed that the HSCRC consider defining 
reasonable recruitment, retention, and coverage expenditures as an element of regulated hospital costs and 
adjust for these costs in the ROC in a manner similar to the IME adjustment. 
 
Workgroup member’s response to proposal: 
As Atlantic General Hospital submitted and presented at the January 8, 2010 meeting of this 
committee as an “industry response” to such proposal, the evolving healthcare environment is 
forcing hospitals to assume significant costs associated with “Part B” healthcare services.  Many of 
these costs are not “voluntary” for the hospital, as evidenced by the deliberations by the community 
Boards of Directors who are assigned fiduciary responsibility for ensuring the availability of 
essential services to care for these Maryland communities.    There were numerous comments 
regarding the “slippery slope” of reporting and reimbursement of physician costs.  Adequate data 
mechanisms exist to create boundaries to such costs and reconciliation of costs to prevent arbitrary 
sliding down a slippery slope.  Atlantic General Hospital supports establishment of such an 
adjustment factor in communities in regions of Maryland that have been identified as physician 
shortage areas. 
 
 
 
 



Profit and Productivity Adjustments in ICC 
 
Proposal regarding profit in the standard:  The current ICC methodology excludes regulated peer group 
profits from the peer group standard.  The Maryland Hospital Association (MHA) proposed that, during 
full rate setting, the methodology should add back the lower of the target hospital’s profit or 2.75% (the 
Financial Condition Policy’s operating margin target). 
 
Workgroup member’s response to proposal: 
Atlantic General Hospital supports the MHA proposal with the additional conditions  as stated in 
the G-9 response. 
 
Proposal regarding 2% productivity adjustment in the standard:  MHA proposed to phase-in the 2% 
productivity adjustment over a multi-year period (0.5% per year over four years) or find a national 
standard to use for the productivity adjustment.    
 
Workgroup member’s response to proposal: 
Atlantic General Hospital supports this proposal. 
 
Outliers 
 
Proposal: On behalf of the G-9 hospitals, Dr. Cook proposed an outlier methodology that includes a 
prospectively calculated outlier allowance in each hospital’s CPC and is handled as an adjustment in the 
ICC/ROC methodologies similar to adjustments for uncompensated care. 
 
Workgroup member’s response to proposal: 
Atlantic General Hospital supports this proposal. 
 
**MARCH 31, 2010 UPDATE CHANGES: 
 
Based on our discussions at the ICC ROC Workgroup meeting on 3/24, staff will be revising the draft 
recommendations for changes to the ICC/ROC methodology that were presented at the March 
Commission meeting as follows:  
 
Outliers – Although staff believes that aspects of the G-9 outlier proposal have merit, more study and 
deliberation is needed regarding this methodology.  Staff will recommend to continue the current outlier 
methodology in FY2011. 
 
I reiterate the AGH support of the original G-9 proposal, as it is relatively consistent with the other 
calculations utilized in shaping the rates of individual hospitals (DSH, etc.)   
 
 
 
Additional Comments 
 

I spent considerable time and effort participating in what appeared to be open discussions 
about the continued evolution of the payment system in Maryland.  Then, this abrupt 180 degree 
turn in issues that have a significant impact on community hospitals in the state, those hospitals 
that are not in the existing “Peer Group 5” which provide 87% of the healthcare in the state of 
Maryland.  First, the reassignment of Peer Groups into a two-group structure, a methodology 
which was generally supported by the staff throughout the sessions and was generally supported 



by the payor industry representation, suddenly rescinded.  Then, migration away from the G-9 
recommendation on Outliers, which provided a great deal of logic to the concerns regarding the 
transferring of complex admissions to a higher level of care, and which seemed to have a great 
deal of general support from the staff in attendance at the meetings.   

I have become very disillusioned by the “efforts” put forth to represent a process that 
incorporates input from all members of the Maryland hospital industry that are affected by the 
HSCRC rate process.  The end game continues to demonstrate a system that affects all, but 
serves only a few.  This is not the spirit of the charter of this Commission, nor this process. 

 
Sincerely, 
 
Michael A. Franklin, FACHE 
President/CEO 
Atlantic General Hospital 
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April 6, 2010 

Ms. Charlotte Thompson 
Deputy Director, Research and Methodology 
Health Services Cost Review Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 

Re: Recommendations for Revisions to the 
Reasonableness ofCharges (ROC) Methodology 

Dear Charlotte, 

Prior to commenting on several of the recommended ROC methodology changes, on 
behalf of Greater Baltimore Medical Center (GBMC), I'd like to acknowledge you for 
your hard work during this year's workgroup meetings, especially given the number of 
methodologies the workgroup considered during the process. You equitably allowed all 
interested parties the opportunity to present thoughts and ideas regarding the different 
methodologies being discussed. 

Regarding the individual recommended ROC methodologies changes, GBMC's 
comments will center on the principle issue of scaling. While GBMC has always 
endorsed scaling as a mechanism to compress the variation among hospitals on the ROC 
in more gradual terms when compared to a spenddown, and therefore to hospitals in a 
more manageable approach to integrate operationally, we are strongly opposed to this 
years scaling being possibly the most significant ever utilized. Our position can be best 
illustrated by the following two proposed methodology changes. 

1. Comprehensive Charge Target (CCT) 

GBMC is not opposed to outpatient data being integrated with inpatient data in order to 
formulate a combined, or "comprehensive", target used for purposes of ROC comparison. 
However, we believe that there are still numerous issues with the outpatient data that 
make a policy of significant scaling problematic. Using GBMC as an example, in 
reviewing ROC data to understand changes to the most recently published ROC (i.e. 
spring 2009), it became apparent that significant erosion in the overall ROC position was 
due to inclusion of outpatient data. A more detailed and thorough review of outpatient 
data identified an issue within GBMC's billing and charge modules for infusion therapy 
drugs. While GBMC's patient information has always been captured and billed correctly, 
the associated HCPCS code, which ultimately helps in determining outpatient case-mix 
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and is a key component of the proposed CCT target, was not being included on the 
discharge data tapes due to a programming/logic inconsistency. This is an example of a 
problem that is just beginning to surface due to the new manner in which outpatient data 
is being utilized. We suspect that there may be other similar issues statewide that 
hospitals have yet to discover and address. As a result, we recommend simply that 
hospitals, similar to when APR-DRG's were implemented and a moratorium 
implemented in order to allow the system to reach some general equilibrium, not be 
subjected to scaling for rate year 2011. 

2.	 Application of Direct Indirect Medical Education & Disproportionate Share 
(IMEIDSH) Adjustment 

The HSCRC is proposing that the IME and DSH adjustment be changed from its long
standing statewide average deviation from the mean basis to a direct basis. While the 
proposed change is described as a more technically sound mathematical application to a 
complicated ROC methodology, the results are relatively simple and straight-forward. A 
hospitals ROC position will be directly impacted only by its current relative position on 
the ROC (i.e. hospitals above the peer group average become positioned even further 
above the peer group average, with the converse holding true as well). The overall policy 
result can be that individual hospitals see dramatic erosion, or improvement, of ROC 
position of more than .50% from what is characterized as a minor technical fix. The 
individual changes are then extended to increase further the overall variation between 
hospitals within a peer group. Again, GBMC's position is simply that this proposed 
change cannot be made and then aggressive scaling be layered on top of it during the 
same rate year. 

We sincerely appreciate the opportunity to offer our comments. If you have any 
questions, or would like to discuss these issues in greater detail, please feel free to call 
Michael D. Myers directly at (443) 849-4328. 

Rzctfully,

;;;,V:UL
Eric Melchior
 
Executive Vice President/CFO
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Draft Recommendations on Request for HSCRC Financial Support of 
Maryland Patient Safety Center in FY 2011 

 
Background 
 
  The 2001 General Assembly passed the “Patients’ Safety Act of 2001,” charging 
the Maryland Health Care Commission (MHCC), in consultation with the Department of 
Health and Mental Hygiene (DHMH), with studying the feasibility of developing a 
system for reducing  the number of preventable adverse medical events in Maryland 
including, a system of reporting such incidences.  The MHCC subsequently 
recommended the establishment of a Maryland Patient Safety Center (MPSC or Center) 
as one approach to improving patient safety in Maryland.   
 
 In 2003, the General Assembly endorsed this concept by including a provision in 
legislation to allow the MPSC to have medical review committee status, thereby making 
the proceedings, records, and files of the MPSC confidential and not discoverable or 
admissible as evidence in any civil action.   
 
 The operators of the MPSC were chosen through the State of Maryland’s Request 
for Proposals (RFP) procurement process. At the request of MHCC, the two respondents 
to the RFP to operate the MPSC, the Maryland Hospital Association (MHA) and the 
Delmarva Foundation for Medical Care (Delmarva), agreed to collaborate in their efforts.  
The RFP was subsequently awarded jointly to the two organizations for a three-year 
period (January 2004 through December 2006). The RFP authorizes two one-year 
extensions beyond the first three years of the pilot project.  MHCC extended the contract 
for two years ending December 31, 2009. The Center was subsequently re-designated by 
MHCC as the state’s patient safety center for an additional five years – through 2014. 
 

In 2004, the HSCRC adopted recommendations that made it a partner in the 
initiation of the MPSC by providing seed funding through hospital rates for the first three 
years of the project (FY 2005-2007).  The recommendations provided funding to cover 
50% of the reasonable budgeted costs of the Center for each of those fiscal years.  The 
Commission annually has received a briefing and documentation on the progress of the 
MPSC in meeting its goals as well as an estimate of expected expenditures and revenues 
for the upcoming fiscal year.  Based on these presentations, staff evaluated the 
reasonableness of the budget items presented and made recommendations to the 
Commission.   

 
Over the past 6 years, the rates of eight Maryland hospitals were increased by the 

following amounts, and funds have been transferred on a biannual basis (by October 31 
and March 31 of each year): 

 
• FY 2005 - $  762,500 
• FY 2006 - $  963,100  
• FY 2007 - $1,134,980 
• FY 2008 - $1,134,110 
• FY 2009 - $1,927,927 
• FY 2010 - $1,636,325 
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Last year, as part of its approval for continued financial support of the MPSC, the 
Commission adopted a recommendation requiring for future years that the percentage of 
budgeted costs covered through hospital rates should be reduced by at least 5% per year, 
but in no year shall the funding (on a dollar basis) exceed the amount provided in the 
previous year.  The approved recommendation stated that the percentage decline shall be 
determine annually based on a continued review of MPSC activities which shall take into 
account the existence of demonstrable evidence of improved outcomes, efficiency, and 
cost savings resulting from MPSC’s programs, as well as the viability and success of 
MPSCs strategic fund raising plan.  The Commission expressed its belief in the value of 
the MPSC by continuing to be a minority partner with the Center, and intending to 
continue to provide a base level of support (potentially 25% of budgeted costs). 
 
Maryland Patient Safety Center Request to Extend HSCRC Funding  
 
 On March 23, 2010, the HSCRC received the attached request for continued 
financial support of the MPSC through rates in FY 2011 (Attachment 1).   The MPSC is 
requesting to continue the 45% HSCRC match into FY 2011. The result would be a 
reduction in total support from $1,651,275 in FY 2010 to $1,544,594 in FY 2011.  
 
Maryland Patient Safety Center Purpose, Accomplishments, and Outcomes  
 
 The purpose of the MPSC is to make Maryland’s healthcare the safest state in the 
nation focusing on the improvement of systems of care, reduction of the occurrences of 
adverse events, and improvement in the culture of patient safety at Maryland health care 
facilities.  The MPSC’s new strategic plan directs concentration on the following 6 areas: 
 

• Measurement of vision success and program impact; 
• Patient and family voices at all levels; 
• Institutions create and spread excellence; 
• Institutions safety culture hardwired; 
• Continuity of care initiatives; and 
• Demonstrate the value of safety.  
 

 
 Below is a general description of the various initiatives put in place by the MPSC 
to accomplish the aforementioned goals as well as estimated outcomes and expected 
savings of each initiative. 
 
 1.   Adverse Event Information System and Data Analysis 
 
 The Center has developed software that it has provided to hospitals free of charge 
to be used as a fully operational adverse event data collection tool.  However, hospitals 
may report adverse events and near misses by using their existing software. Data 
collected through the project may be used to benchmark events against other facilities as 
well as to explore trends and patterns relating to the types of events occurring at 
hospitals.  This knowledge will assist MPSC and Maryland hospitals to develop 
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standardized best practices in an effort to prevent or reduce the number of adverse events 
occurring in the future.  
  

2.   Patient Safety Education Programming  
 

 The MPSC has conducted a series of educational programs designed to train 
leaders and practitioners in the health care industry and share strategies to improve 
patient safety and quality.  These programs have focused on the following areas: 
 

• Patient safety tools training including root cause analysis; 
• Management development; 
• Condition H (Help) Workshops which assist hospitals with initiating 

and sustaining rapid response teams; 
• Process improvement including LEAN workshops and Six Sigma 

certification; 
• TeamSTEPPS Train the trainer programs; 
• Sharing information on MedSAFE, hospital information technology, 

and patient falls; and 
• Leadership issues. 

 
 These programs, particularly the LEAN and Six Sigma programs are designed to 
improve efficiency and reduce costs at hospitals and nursing homes.  One facility has 
reported savings of up to $20,000 related to pharmacy inventory reductions and 
annualized saving of up to $2.2 million due to reduced cases of missing or reordered 
medications. 
 

3. MEDSAFE Medication Safety Initiative 
 

The MEDSAFE program was initiated by the Maryland Hospital Association has 
been in existence since 1999. After being moved to the MPSC, the Initiative continues to 
promote the implementation of safe medication practice at Maryland hospitals.  The 
Safe Medication Practices’ Medication Safety Self-Assessment tool is used to survey 
hospitals and develop customized reports.  The survey solicits responses from 
individuals at hospitals across various hospital departments on more than 200 questions 
relating to the level of compliance with evidence-based practices aimed at reducing 
medication errors.   

 
 Outcomes:  Between 2005 and 2009, Maryland hospitals showed an increase of 
9.2% in overall median score for medication safety on the annual MEDSAFE survey, 
most notably in communication related to medications (23% improvement) and staff 
competency/education (23% improvement). 
 

4. Patient Safety Collaborative Program 
 
 The MPSC has initiated a series of Collaboratives focused on the implementation 
and development of safe practices and culture change in high hazard settings.  The 
Center’s collaborative workshops bring together Maryland providers and national experts 
to focus on safety culture and specific process improvements, with the goal of 
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implementing measurable and sustained improvement. The following Collaborative 
programs have been implemented by the Center: 
 
  ICU Safety and Culture Collaborative 
 
 The ICU Collaborative, which ran from 2005 to 2007, included teams from thirty-
eight of Maryland hospitals’ intensive care units.  The program was aimed at eliminating 
preventable death and illness associated with healthcare-associated blood stream 
infections (BSI) and pneumonia in patients on ventilators. 
 
 Outcomes:  Since this was the first Collaborative implemented by the MPSC, 
data is available to estimate the benefits of the project: 
 

• ICUs at 5 hospitals met the challenge of zero ventilator-associated pneumonia 
episodes during its data collection period; 

• Overall, ventilator-associated pneumonia was reduced by 20% in participating 
ICUs; 

• An estimated 755 ventilator-associated pneumonia infections were prevented – 
based on statistical modeling; it is estimated that about 75 lives have been saved, 
reducing hospital costs by about $35 million; 

• Ten hospitals achieved zero catheter-associated BSI episodes during the data 
collection period; 

• Catheter-associated BSI have been reduced by 36%; 
• An estimated 358 BSI infections have been avoided – based on statistical 

modeling, it is estimated that about 62 lives have been saved thereby reducing 
hospital costs by about $5 million;  

• In total, an estimated 1,113 ventilator associated pneumonia or catheter-related 
blood stream infections have been prevented, saving approximately 140 lives, and 
resulting in about $40 million in cost savings at hospitals each year.   

 
  Emergency Department Collaborative  
 
 The Emergency Department Collaborative began in 2006 and continued through 
2007.  This Collaborative was conducted with the intent of improving emergency room 
flow and getting time-sensitive treatments to patients quickly.  Twenty-nine  multi-
disciplinary teams representing over half of the hospitals in the State worked towards 
achieving a broad spectrum of ambitious goals geared towards ensuring that the sickest 
ED patients get the care they need quickly, and that all patients are cared for in a timely 
manner with the smallest possible exposure to preventable healthcare associated harm. As 
a starting point, the collaborative teams implemented a series of change strategies that 
have been recommended in the scientific literature or reported as successful by other 
hospitals. 
 
 A Handoff and Transition Network has grown out of the discussions of the ED 
Collaborative.   
 
 Outcomes:  Based on a sample of 748,237 patients seen during a one-year period 
at 15 participating hospitals, median length of stay was  reduced by 30 minutes saving 
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about 374,000 hours.  The median number of visits per treatment space has increased by 
90 visits.  In addition, ambulance diversions were reduced at many participating hospitals 
- 24% hospitals reduced yellow alert times, and 48% reduced red alert time.  It is 
estimated that 189 additional pneumonia patients were given an antibiotic during the 
appropriate time frame.  This was estimated to save $130,000 in hospital costs, or, on 
average, $688 per patient. 
 
  Perinatal Collaborative 
  

The Perinatal Collaborative began in September 2006 and included participation 
from 28 labor and delivery units at Maryland hospitals.  The mission of the Collaborative 
is to create perinatal units that deliver care safely and reliably with zero preventable 
adverse outcomes. The goal is to reduce infant harm through the implementation and 
integration of systems improvements and team behaviors into maternal-fetal care using 
various proven methods.  
 
 Outcomes:   

• Zero neonatal or maternal deaths at participate facilities in Year 2 of the 
Collaborative; 

• Admission to the NICU (for >2500 grams, >37 weeks gestational age for more 
than 24 hours) declined by 23% from the 2006 base period despite an increasing 
number of births over the data period; therefore, 78 more mothers when home 
with their babies resulting in an estimated reduction in the cost of care by 
$185,000;   

• Maternal returns to the OR declined by 10%; and 
• Elective inductions prior to 39 weeks have been reduced by 17% and Cesarean 

Sections by 23%.  
  

5. New Projects 
 
  Patient Falls 

 
 Data collected by MPSC over the past two years indicate that patient falls are the 
second most frequently occurring, event after medication errors; however, patient falls 
rank first in terms of severity.  The MPSC intends to reduce the number of patient 
injuries resulting from falls by developing standardized protocols using best practices and 
testing them over time. 
 
 Currently 28 hospitals, 42 long term care facilities, and 13 home health agencies 
are participating in the falls prevention program.  Data from existing participants for the 6 
months of the program show a declining trend in the rate of falls with injury among the 
pilot group. 
 
 Expected Outcomes:  According to the Centers for Disease Control and 
Prevention (CDC), reducing the rate of falls in Maryland by 5% could save $1.5 million 
annually. 
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Maryland Hand Hygiene Collaborative 
 
 Hand Hygiene is a critical factor in preventing the costly spread of potentially 
devastating infections.  The Maryland Hospital Hand Hygiene Collaborative started in 
November 2009 and currently 96% of hospitals have registered for the program.  The 
goal is to reduce infections, improve care, and reduce waste which can lead to savings 
throughout the healthcare system.  The program intends to achieve a hand hygiene 
compliance rate of at least 90% or all units/participants.  The Collaborative is expected to 
continue until February 2011.  The Department of Health and Mental Hygiene through a 
American Recovery and Reinvestment Act of 2009 (ARRA) request has provided 
$100,000 to support this program. 
 
 Expected Outcomes: CDC estimates that hand hygiene adherence rates 
nationally are at about 40%.  To achieve 90% compliance will reduce the number of 
hospital acquired infections at Maryland hospitals and save costs through improved 
outcomes, and reduced length of stay and acuity.  Participants will be providing data to 
determine achievement of goals and potential cost savings. 
 
Recognition  

• In September of 2005, the Maryland Patient Safety Center was honored with the 
2005 John M. Eisenberg Patient Safety and Quality Award for national/regional 
innovation in patient safety.   

• In 2009, the Center was re-designated by MHCC as the state’s patient safety 
center – continuing its relationship with the State.  In addition, the Center is now 
listed as a federal Patient Safety Organization (PSO).   

• In a recent survey, hospital leaders identified MPSC as the most effective and 
important healthcare initiative underway in the State. 

• The Governor’s Health Quality and Cost Council selected the MPSC to lead the 
state’s hand hygiene campaign. 

Funding Raising Initiative 

 In FY 2010, MPSC implemented a strategic funding initiative to attempt to 
diversify it sources of support over time.  MPSC and its partners secured program-
specific funding in the following amounts: 

• $100,000 from DHMH (through American Recovery and Reinvestment Act 
funding) for the Hand Hygiene Collaborative; 

• $250,000 from DHMH for continued support of the Maryland Perinatal Learning 
Network; and 

• $215,000 from CareFirst in continued support of the Neonatal Collaborative. 

In March 2010, the Board of MPSC approved a contract for assistance in managing a 
comprehensive fundraising campaign. 
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Findings 
 

The All-Payer System has provided funding support for the Maryland Patient 
Safety Center during its initial six years with the expectation that there would be both 
short-term and long-term reductions in hospital costs – particularly as a result of reduced 
mortality rates, lengths of stays, patient acuity, and malpractice insurance costs.  The 
activities of the MPSC have now begun to result in discernable positive outcomes for 
patients, which have been demonstrated to achieve costs savings at Maryland hospitals.  
A goal of the MPSC should be to ensure that such outcomes and related cost savings are 
sustained after the collaborative networks and educational programs have concluded.  
 

HSCRC staff believes there to be potential for further reductions in hospital costs 
through continued education and collaborative networking.  Further, there is value in 
allowing the MPSC to continue its work as one component of a broad patient safety 
initiative to improve quality of care by reducing adverse health events at Maryland 
hospitals and nursing homes.  In order to do so, the Center requires continued financial 
support and is requesting that the All-Payer system continue to fund a portion of its 
budgeted expenditures for FY 2011 and into the future.  
 
 Staff believes that this endeavor continues to be consistent with the goals of the 
HSCRC under its quality initiatives.  Commission staff is confident that the MPSC will 
continue to bring Maryland closer to achieving the health care quality goals expressed by 
both the MHCC and the HSCRC by reducing medical errors and improving clinical and 
administrative efficiency.  The research and better practices that result from the operation 
of the MPSC will likely assist the Commission, as it continues to consider criteria, 
measures, and benchmarks for the HSCRC Quality-based Reimbursement Initiative.  
These initiatives together provide a unique opportunity to improve both health care 
outcomes and, at the same time, reduce costs in the health care system. 
 

While staff is encouraged that MPSC has begun a strategic fund raising plan to 
ensure financial sustainability into the future, it is disheartened by the lack of progress in 
accessing other private and public funding prior to FY 2011.  Last year the Commission 
recognized that fund raising would be challenging in FY 2010, but believes that a 
strategic funding plan should have put into place much sooner.  Year after year, in its 
recommendations the Commission clearly stated that the MPSC should aggressively seek 
other funding resources to support the Center into the future.   
 
Staff Recommendations 

 
 Therefore, after reviewing the accomplishments and financing of the MPSC, 
staff believes that the All-Payer System should continue to be a partner in the 
funding of the MPSC in FY 2011 and into the future.  Specifically, staff makes the 
following recommendations: 
 

1. In FY 2011, funding should be provided through hospital rates to cover 
45% of budget costs of the Center (There is no expected carry over from 
FY 2010).  However, 5% of the 45% shall be contingent on the 
submission of a fundraising plan and, to the satisfaction of staff, evidence 
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that the plan will begin to bear a reasonable amount of revenue for the 
MPSC in FY 2011 and FY 2012.   Therefore, staff recommends providing 
funding through the All-Payer System in the amount of $1, 544,594.  Of 
that amount, $171,622 shall be held in abeyance until the MPSC 
demonstrates that a viable fundraising plan is in place. 

 
2. For future years, the percentage of budgeted costs covered through 

hospital rates should be reduced by at least 5% per year, but in no year 
shall the funding (on a dollar basis) exceed the amount provided in the 
previous year.  The percentage decline shall be determine annually based 
on a continued review of MPSC activities which shall take into account 
the existence of demonstrable evidence of improved outcomes, efficiency, 
and cost savings resulting from MPSC’s programs, as well as the viability 
and success of MPSCs strategic fund raising plan. 

 
3. Since staff believes that there is value in the HSCRC continuing to be a 

minority partner with the MPSC, it is the intent that funding decline over 
time but to maintain a reasonable base level of support (potentially 25% 
of budgeted costs).  The pace at which such a floor should be reached 
shall be determined based on annual reviews of MPSC activities, taking 
into account the existence of demonstrable evidence of improved 
outcomes, efficiency, and cost savings resulting from MPSC’s programs, 
as well as the viability and success of MPSCs strategic fund raising plan. 

  
4. The MPSC should update the Commission periodically on health care 

outcomes and expected savings resulting from the programs sponsored by 
the Center.  As collaborative networks and educational programs expire, 
the MPSC should track the sustainability of any positive outcomes 
achieved as a result of its work and determine whether other outcomes 
emerge over time. 

 
5. The MPSC should aggressively pursue other sources of revenue, 

including from other provider groups that benefit from the programs of 
the Center, to help support the Center into the future. 

 
6. In order for the MPSC to budget for FY 2011, staff recommends that the 

60-day comment rule be waived so that these recommendations may be 
considered for final approval during the May Commission meeting. 
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Executive Summary 
 
As the Maryland Patient Safety Center (MPSC) enters its 
sixth year of innovative programming, issues at all levels 
underscore the need for comprehensive, effective efforts to 
improve patient safety. Each of us has been touched by 
somebody who has experienced a medical error. In fact, 
medical errors result in 98,000 in-hospital deaths each year, 
more than deaths in the US from car accidents, breast cancer 
or AIDS.  By some estimates, 1 in 4 adults over 50 
experiences a major medical error.  The cost implications 
are staggering – up to $29 billion a year.   
 
Maryland is well positioned as a recognized leader in 
patient safety to address and improve these measures. 
Hospitals, long term care providers, and home health 
agencies in the Mid-Atlantic region continue to join 
MPSC’s programs and initiatives aimed at improving care 
for all. With such focused commitment, MPSC and its 
partners are poised to expand our efforts to make medical 
errors a thing of the past.  
 
Some of the key highlights from this past year include: 
� Bringing innovation statewide through our Hand 

Hygiene and SAFE from FALLS programs 
� Engaging patients and families in safety by expanding 

access to Condition Help teams 
� Learning from experts through the record-breaking 

attendance at the MPSC Annual Conference, and talks 
from leaders such as Paul O’Neill  

� Steady improvement on medication practices as 
evidenced by MPSC’s annual survey and conference on 
improving medication safety 

� Communicating to improve safety through our  Patient 
Safety Officers Forum, quarterly newsletter, and 
enhanced Website 

 
MPSC, providers, and the state have developed a strong foundation on which to grow and further 
ensure patient safety in our communities. With this Fiscal Year 2011 Program Plan & Budget, 
MPSC requests a continued commitment to and investment in patient safety on the part of the 
Health Services Cost Review Commission (HSCRC).  
 

MPSC offers the most 

diverse, comprehensive 

programming of any 

patient safety center 

in the nation 

 

“The Maryland Patient Safety 

Center is transforming 

healthcare organizations 

across the state.” 
 

-Tina Gionet, RN, MS 

Patient Safety Officer 

Sinai Hospital 

 

 
Regarding the Maryland Hospital 

Hand Hygiene Collaborative: 
 

“When community hospitals 

and public agencies work 

collaboratively, great things 

can happen.” 
 

-Secretary John M Colmers 

Maryland Department of Health 

and Mental Hygiene 

 

 
Regarding the MPSC Perinatal & 

Neonatal Collaboratives: 
 

“Really, the State of Maryland 

has done something that few, 

if any, other states have done 

– this is worth 

acknowledging.” 
 

- Ann Burke, MD 

Holy Cross Hospital 
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MPSC’s strategic fundraising initiative, entitled the 
Keeping Patients Safe Campaign, aims to develop 
diversified sources of support to further expand MPSC’s 
reach and success. In FY2010, MPSC and partners were 
successful in securing program-specific funding in the 
following amounts: 

• $100,000 in support of the Maryland Hospital 
Hand Hygiene Collaborative from the Maryland 
Department of Health & Human Services (DHMH) through an American Recovery and 
Reinvestment Act of 2009 (ARRA) stimulus request. 

• $250,000 from DHMH for continued support of the Maryland Perinatal Learning 
Network. 

• $215,000 from CareFirst BlueCross BlueShield in continued support of the Maryland 
Neonatal Collaborative as it transitions into a Learning Network. 

 
MPSC, participating facilities, and partners are proud to report our notable results and progress, 
highlights of which are summarized in the table below. 
 

MPSC - Key Recent Results 

Participation 

100% of Maryland hospitals participate in MPSC events and programs, and an increasing number 

of long term care, home health, and other participants join MPSC’s initiatives. More than 1400 

providers and leaders participated in MPSC’s 6th Annual Conference on March 19, 2010.  

Saving Lives & Improving Quality in Labor & Delivery 

Program data from the Perinatal Learning Network continue to show improved quality of care for 

mothers and babies in Year Two, including: 

• Zero neonatal or maternal deaths in Year Two. 

• 22% decrease in maternal ICU admissions, and returns to the OR/L&D declined by 10%. 

• NICU admissions declined by 23% from the 2006 baseline despite increasing birth rates in 

Level 3 NICUs. This means 78 more moms went home with their babies in the past year than 

in the baseline period.  

• 17% reduction in elective inductions and 23% reduction in scheduled Cesarean Sections prior 

to 39 weeks, a trend associated with reduced risks. 

Cost Savings 

• MPSC’s Lean and Six Sigma training has focused on cost savings and efficiencies. One facility 

reports savings of up to $20,000 related to pharmacy inventory reduction and annualized 

savings of up to $2.2 million due to reduced cases of missing and reordered medications. 

• Reductions in NICU admissions and reduced length of stay among MPSC’s Perinatal Learning 

Network participants resulted in an estimated $185,000 in cost savings in Year 1 (2008-2009), 

with similar, additional savings anticipated for Year 2 (2009 -2010) based on continued 

reductions in NICU admissions.  

 

 

“These programs are great 

evidence that teamwork to 

solve problems and save 

patient lives really works.” 
 

- Conference Attendee 

MPSC Annual Conference 

April 2009 
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Cost Savings continued 
 

• MPSC is monitoring cost savings from the SAFE from FALLS program. In addition to avoiding 

injury and suffering, falls result in costly complications for the patients. Examining hospitals 

alone, MPSC’s targeted annual 5% reduction in the rate of falls could save an estimated $1.5 

million annually upon full rollout of the program. With six months of data, acute care facilities 

participating in the statewide SAFE from FALLS rollout are reporting lower rates of falls with 

injury than rates reported among the pilot group. MPSC will continue to monitor the data over 

time to establish a trend and cost savings and as we recruit additional facilities. 

Improved Processes 

MPSC has facilitated Lean events in two hospitals. In addition to the cost savings noted above, 

they have resulted in significant process and patient safety improvement in the two participating 

facilities, including: 

• 33% reduction in turnaround time for medication orders  

• 31% reduction in the time to admit a patient from the ED to an inpatient unit  

Maryland hospital mortality improvement in national studies 

Maryland has demonstrated landmark improvement in hospital mortality from 2005 to 2008, key 

years in which MPSC initiated its efforts.  

• Maryland has among the most improved in mortality rates in the nation (16.5% improvement 

from 2005-2007)i and 15.7% improvement in critical care mortality from 2006-2008ii. 

• Maryland ranks second for states with the highest percentage of hospitals that have achieved 

distinction in clinical excellence, with 48% of hospitals in that categoryiii.  

Awards & Distinctions 

• In 2009, MPSC staff and partners were highlighted at the National Patient Safety Foundation 

Annual Conference, the March of Dimes Annual Conference, and the Institute for Healthcare 

Improvement Annual Conference.  

• MPSC was selected by the Governor’s Health Quality & Cost Council to lead its cornerstone 

activity on reducing healthcare associated infections through a hand washing campaign.  

• MPSC was honored with the 2005 John M. Eisenberg Patient Safety and Quality Award.  

• Hospital leaders endorse the Center, and, in a recent survey, identified MPSC as the most 

effective and important healthcare initiative underway in the state.  

 
The enclosed plan includes strategic programming that works across care settings, measures 
improvement, and retains support for successful programs. A budget follows at the end of the 
document. Additional information related to specific programs is available upon request.  
 
Thank you for your willingness to review MPSC’s progress to date and plans for the future. We 
look forward to a continued partnership in these efforts with the HSCRC.  
 
 
 
 

Inga Adams-Pizarro 
Director, Operations & Development 
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Maryland Patient Safety Center Overview 
 
This report provides an overview of the Maryland Patient 
Safety Center’s (MPSC) achievements, describes specific 
programs and approaches, and summarizes the strategic 
next steps that are creating a sustainable infrastructure for 
patient safety improvement in Maryland. 
 
MPSC embarks on a landmark year in programming and 
reach for fiscal year 2011 (FY2011, July 2010 – June 
2011). Stakeholders across the state and region are 
reaching out to MPSC for leadership and guidance on 
patient safety and quality issues. MPSC’s innovative 
approaches are in alignment with our mission and 
Strategic Plan, which calls for a focus on: 

� Measurement of Success & Program Impact 
� Patient & Family Voices at All Levels 
� Institutions Create & Spread Excellence 
� Institutions’ Safety Culture Hardwired 
� Continuity of Care Initiatives 
� Demonstrate the Value of Safety 

 
These focus areas provide an evolutionary view of how safety is grown in the healthcare system 
over time. Change happens on the ground, institution by institution. Initial pockets of excellence 
create a beachhead from which an institution’s committed leadership can spread safety 
throughout the institution, then across to other organizations. The MPSC is creating and 
supporting that peer learning system in which institutions can learn and work together to make 
safety a standard operating procedure. 
 
Multiple high-profile programs have been launched in the past year, including the SAFE from 
FALLS Program and the Maryland Hospital Hand Hygiene Collaborative, initiated in partnership 
with the Governor’s Health Quality & Cost Council. All have demonstrated strong support of 
and need for the cooperative and regionally-oriented programs that MPSC uniquely offers.  
 
MPSC and its partners seek continued support of its core operations and programs. This includes 
amplified efforts to formally enroll healthcare providers across the continuum of care in MPSC 
programs and targeted measurement tracking. We believe that the six strategic areas provide the 
cornerstone for continued engagement in and success of MPSC programs.  
 
The following provides some highlights from MPSC’s activities and programs that describe 
participation, improvements, projected cost savings, and local and national recognition. 

MPSC Mission:  

Making Maryland’s Healthcare 

the Safest in the Nation 

♦ Innovative programs with high 

uptake among healthcare providers 

♦ Convener of local and national 

leaders to improve the quality of 

healthcare 

♦ Data-driven study of adverse events 

to set priorities and enable safety  

♦ Education programs provide a 

foundation of skills and knowledge 

♦ Clinical change in priority areas 

♦ Focus on cross-setting improvement 
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Background 

In 2008 the Center completed a strategic reorganization, becoming an incorporated organization 
with the Maryland Hospital Association and the Delmarva Foundation continuing to act as 
primary members of the Center. A voluntary Board of Directors participates in setting a strategic 
agenda for MPSC and provides fiduciary oversight of the Center’s direction and budget.  
 
Several achievements underpin the Center’s ability to support Maryland’s relentless quest to 
provide effective, safe and efficient care for our citizens: 
• The Maryland Governor’s Health Quality & Cost Council recognized MPSC’s role as a 

leader in improving patient safety via involvement on the Council and its initiatives 
• The Maryland Health Care Commission re-designated the Center for an additional five years, 

through 2014 
• The Internal Revenue Service granted the Maryland Patient Safety Center status as a tax-

exempt 501(c)(3) organization 
• MPSC became listed as a Federal Patient Safety Organization 
• MPSC receives local and national recognition for its model and programs 
 
Participation & Support 

MPSC’s outreach to long term care associations, national 
campaigns and organizations, consumer organizations, and 
others, in addition to partnership with hospitals and 
Delmarva, creates a robust base of support for Center and 
state initiatives. In fact, 100% of Maryland hospitals 
participate in MPSC events and programs, and an increasing 
number of long term care, home health, and other care 
settings are enrolling. 
 
Current Programs: 
• Perinatal Learning Network: Twenty-nine hospitals, 

including 28 (85%) of the 33 hospitals in Maryland 
offering obstetrical services, are involved, up from 27 last year.  

• Neonatal Collaborative: Includes 28 hospitals teams from across the region. 
• SAFE from FALLS Initiative: Among MPSC’s first large-scale programs to include long-

term care (LTC) and home health participants, this program includes 28 hospitals, 42 LTC 
facilities and 13 home health agencies, and plans to expand in the coming year.  

• Hand Hygiene: This newly launched program involves 95% of Maryland hospitals.  
 
Sample Past Programs: 
• ED Collaborative: Teams from 61% (28 out of 46) of Emergency Departments in Maryland 

representing nearly 65% (1,076 out of 1,682 ) of the state’s emergency department 
treatment spaces. 

“You know you are not 

alone in your challenges. 

We all appreciate the 

opportunity to learn and 

share with each other.”  
 

-Karen Twigg, BSN, RN, CMCN 

Director of Risk Management & 

Quality Improvement 

Chester River Hospital Center 
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• ICU Collaborative: Teams from 83% (38 out of 46) of Maryland hospitals representing 
nearly 90% (799 out of 893) of the state’s intensive care unit beds.  

 
In addition to enrollment in formal programs, more than 12,000 hospital and long-term care 
providers have been trained in safety practices and/or involved in targeted improvement 
programs. MPSC also engages facility Patient Safety Officers in bimonthly focused meetings to 
discuss and address patient safety topics of broad interest.  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Improvement 

In concert with the MPSC Board’s Measurement Committee, MPSC is in the process of 
designing a comprehensive reporting strategy outlining achievements by program and including 
patient safety data available in the public domain. This measurement package is planned to be 
completed in the current fiscal year ending June 2010, and MPSC will be pleased to provide that 
report to the Commission when it is complete. 
 
Maryland has shown landmark improvement in hospital mortality 
from 2005 to 2007, key years in which MPSC initiated its efforts. 
In a recent national survey of hospital mortality, Maryland had the 
second lowest risk-adjusted mortality rate. It is among the most 
improved in mortality rates in the nation (16.5% improvement 
from 2005-2007)iv and saw 15.7% improvement in critical care 
mortality from 2006-2008v. 
 
MPSC programs continue to show remarkable results. Highlights from current and past programs 
include: 
• Improved outcomes and processes, including reductions in ventilator associated pneumonia 

and catheter-related blood stream infections during the Intensive Care Unit Collaborative, 
resulting in an estimated 1,113 infections prevented, 140 lives saved, and $40,775,070 
avoided hospital costs.  

Communication to Improve Patient Safety:  

Maryland Patient Safety Officers Bimonthly Forum 

“Patient safety is  

achievable!” 
 

- Conference Attendee 

MPSC Annual Conference 

April 2009 
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• Program data from the Perinatal Learning Network show 
improved quality of care for mothers and babies: 

• Zero neonatal or maternal deaths in Year Two. 
• 22% decrease in maternal admissions to the ICU. 
• NICU admissions (for >2500 grams, >37 weeks 

gestational age for more than 24 hrs) declined by 23% 
from the 2006 baseline despite increasing birth rates. 
This means 78 more moms went home with their 
babies in the past year than in the baseline period.  

• Returns to the OR/L&D declined by 10%. 
• Hospitals are implementing policies to reduce elective 

inductions prior to 39 weeks gestational age, resulting in 
a 17% reduction in elective inductions and 23% 
reduction in scheduled Cesarean Sections prior to 39 
weeks, a trend associated with reduced complications. 

• Pilot facilities report a decreasing trend of falls with injury 
among long term care (LTC) facilities through the MPSC 
SAFE from FALLS program. We are monitoring this trend, 
and intend to study the potentially considerable cost savings 
associated with reductions in falls with injury.  

• From 2005 to 2009, Maryland hospitals showed an increase 
of 9.2% in the overall median score for medication safety on 
the annual MEDSAFE survey, most notably in communication related to medications 
(+23%) and staff competency/education (+23%). The results were published in the October 
2009 edition of Quality & Safety in Healthcare, a peer-reviewed journal.  

• Emergency Department Collaborative data reveal that during the course of the program 189 
additional pneumonia patients were given antibiotic on-time, resulting in an estimated 
$130,032 in hospital costs avoided.  

 
MPSC has observed a strong willingness among participants to report data for 
improvement. For example, Neonatal Collaborative participants gathered baseline measures, 
with follow-up measurement underway. Hand Hygiene Collaborative participants are reporting 
their first months of hand hygiene observation data, with 75% of reporting data for January 2010.  
 
Projected Savings 

• Reductions in NICU admissions and reduced length of stay among MPSC’s Perinatal 
Learning Network participants resulted in an estimated $185,000 in cost savings in Year 1 
(2008-2009), with similar, additional savings anticipated for Year 2 (2009 -2010) based on 
continued reductions in NICU admissions.   

• MPSC’s Lean and Six Sigma training has focused on cost savings and efficiencies related to 
medication safety and emergency department processes. One facility reports savings of up to 
$20,000 related to pharmacy inventory reduction, 33% reduction in turnaround time for 

MPSC’s Impact: 
 

♦ More moms going home 

with their babies due to  

fewer admissions to the 

NICU 

♦ Decrease in elective 

induction and C-sections 

before 39 weeks 

♦ Decreasing trend of injury 

related to falls among LTC 

pilot participants 

♦ Improved medication 

safety scores on the 

annual MEDSAFE survey 

♦ 33% reduced turnaround 

time for medication 

orders in one facility. 

♦ 31% improvement in ED 

time to inpatient 

admission in one facility. 
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medication orders, and annualized savings of up to $2.2 million due to reduced cases of 
missing and reordered medications. Analysis from a second site that targeted emergency 
department (ED) efficiencies is underway, but has already shown to decrease the time to 
admit a patient from the ED to an inpatient unit from 360 minutes to 250 minutes (-31%). 

• MPSC is monitoring cost savings from the SAFE from FALLS program. In addition to 
avoiding injury and suffering, falls result in costly complications for the patients. Examining 
hospitals alone, MPSC’s targeted annual 5% reduction in the rate of falls could save an 
estimated $1.5 million annually upon full rollout of the program. With six months of data, 
acute care facilities participating in the statewide SAFE from FALLS rollout are reporting 
lower rates of falls with injury than rates reported among the pilot group. MPSC will 
continue to monitor the data over time to establish a trend and cost savings and as we recruit 
additional facilities. 

 
Recognition 

MPSC, its partners, and programs have garnered significant recognition and leadership 
opportunities in the past year. These include but are not limited to the following examples: 
• Maryland’s Perinatal Learning Network was highlighted at the Institute for Healthcare 

Improvement’s Annual Conference in December 2009. 
• Maryland hospital leaders endorse the Center, and, in a recent survey, identified MPSC as the 

most effective and important healthcare initiative underway in the state.  
• MPSC is the recognized national leader in State and regional patient safety efforts. MPSC 

continues to offer the most comprehensive set of innovative programs and success of any 
state patient safety center in the country.  

• The Maryland Health Care Commission re-designated MPSC as the state’s patient safety 
center for an additional five years, through 2014. 

• MPSC was listed as a federal Patient Safety Organization 
(PSO), and was selected by the Agency for Research and 
Quality to be highlighted as a model PSO at the National 
Patient Safety Foundation Conference in May 2009.  

• The Maryland Patient Safety Center was honored with 
the 2005 John M. Eisenberg Patient Safety and Quality 
Award for national/regional innovation in patient safety. 
The award recognizes the achievement of individuals and 
organizations that have made an important contribution 
to patient safety and health care quality in research or 
system innovation. 

• MPSC representatives serve on regional panels and 
initiatives, linking MPSC’s with groups including the 
Governor’s Health Care Quality & Cost Council, the 
Delmarva Patient Safety Community of Practice, the 
MHCC Hospital Performance Evaluation Guide 
Advisory Committee, and the MHCC Committee on 
Healthcare-Associated Infections. 

MPSC’s Executive Director launches the 

Maryland Hospital Hand Hygiene 

Collaborative with Lt. Governor Brown, 

Secretary Colmers, the Maryland Hospital 

Association, and partners with over 200 

participants in attendance.  

Photo courtesy of 

the Governor’s 
Press Office 
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Publications & Communication 

Raising awareness about MPSC’s programs and patient safety issues continues to be a focus. In 
the past year, the Center: 

• Launched the Keeping Patients Safe newsletter; 
• Issued a series of reports and studies, including two published in healthcare journals; 
• Distributed communication packets to healthcare providers; 
• Offered a refreshed Website; and 
• Has been highlighted in the local and national media.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 

Quality & Safety in Health  

Care, October 2009 

Patient Safety & Quality Healthcare 

May/June 2009 

MPSC Keeping Patients Safe Newsletter 

January 2010 

Sample MPSC Issue Briefs on topics including 

leadership, safety culture, and medication safety 
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FY2011 Program Details 
MPSC and its partners, including the Delmarva Foundation and 
the Maryland Hospital Association, design and carry out a 
series of innovative and influential programs that are helping 
meet the mission of making Maryland’s healthcare the safest in 
the nation. MPSC will continue to add opportunities for long-
term care and home health agency participation in MSPC 
programs.  
 
The following are the essential programs planned to be sustained in FY2011.  
 

MPSC Programming – FY2011 

Collaboratives & Learning Networks 

• SAFE from FALLS  

• Perinatal Learning Network 

• Neonatal Learning Network 

• Maryland Hospital Hand Hygiene Collaborative 

• TeamSTEPPS™ Learning Network 

Educational Programs 

• Process Improvement Programs 

• Professional Development Programs 

• Patient Safety Tools Training 

• MPSC 7
th

 Annual Conference 

Research Programs 

• Adverse Event Reporting Tool 

• MEDSAFE Survey & Annual Conference 

• State of the State Measurement Plan  

Other Special Projects 

• MPSC Patient Safety Officers Forum 

• MPSC Annual Leadership Breakfast 

• Get on the Bandwagon for Patient Safety Initiative 

Core Administration 

• Core Staffing & Board of Directors Support 

• Program Oversight & Design 

• Keeping Patients Safe Fundraising Campaign 

 
This document also includes a summary of the Boards on Board and Condition H programs that 
are concluding in FY2010.  

“You cannot talk patient 

safety unless you talk 

continuum of care.” 
 

-Jon Shematek, MD 

CMO, CareFirst BlueCross 

BlueShield, MPSC Board Member 
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SAFE from FALLS  

MPSC launched the statewide SAFE from FALLS program in 2009, 
opening the program to hospitals, nursing homes, and home health 
organizations. The launch was based on a pilot study initiated in 
October 2008. MPSC’s SAFE from FALLS initiative aims to reduce 
the prevalence of, and the severity of injury resulting from, falls in all 
settings, while contributing significantly to the regional and national 
knowledge base on this critical topic. To date, this program includes 
28 hospitals, 42 LTC facilities and 13 home health agencies. FY2011 
program plans are to: 

• Expand participation to more organizations; 
• Offer regular calls and webinars; 
• Evaluate falls in outpatient areas as a focus study; 
• Provide detailed reports and analysis to participants;  
• Distribute a quarterly Falls newsletter; and 
• Offer one face to face meeting. 

 
Injuries from falls can lead to significant morbidity and mortality. 
Data submitted to the MPSC Adverse Event Reporting system 
reveals that falls are among the predominant patient safety issues 
for patients and facilities. In addition, the Maryland Office of 
Health Care Quality has found that patient falls make up the 
greatest proportion of reported adverse events that result in serious 
injury or death in hospitals. The Centers for Disease Control and 
Prevention (CDC) reports that nearly one-third of U.S. adults ages 
65 and older fall each year (CDC, 2008).  
 
Data from current year participants are being assessed, but to date 
there has been a declining trend in the rate of falls with injury 
among the pilot group (sample of pilot data from the long term 
care group appear below). This could have significant cost 
implications. A recent Business Case Analysis found that a 
5% reduction in falls with injury alone would lead to a 
$285,517 saving per month statewide. If we use the 
estimate of 1.5 falls per patient year, the savings would be 
$1.5 million per year statewide.  
 
With six months of data, acute care facilities participating 
in the statewide SAFE from FALLS rollout are reporting 
lower rates of falls with injury than rates reported among 
the pilot group. MPSC will continue to monitor the data 
over time to establish a trend and cost savings and as we 
track and recruit additional facilities.  
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Perinatal Learning Network Poster at 

the IHI Annual Forum, December 2009 

Perinatal Learning Network  

Collaboratives, one of our most powerful interventions, usually are 12-18 months in duration. 
Permanently improving complex systems takes much longer. In addition, participants in all 
MPSC Collaboratives have become close colleagues and have requested that we continue to 
support their efforts. Therefore MPSC extended the work of the Perinatal Collaborative by 
supporting a learning network phase. Funding has been generously extended by the Center for 
Maternal and Child Health, Department of Health & Mental Hygiene (DHMH) through June 
2011 in the amount of $250,000 to ensure support for ongoing participation, data collection, and 
implementation support from Delmarva.  
 
Participants now represent 28 hospitals in Maryland and 
two in the District of Columbia, including Level I, Level II 
and Level III hospitals.  
 
The aim of the Perinatal Learning Network is to reduce 
maternal and infant harm through the implementation and 
integration of systems improvements and team behaviors 
into maternal-fetal care. Harm will continue to be 
measured using the Adverse Outcomes Index (AOI). 
Maryland was the first state in the country applying the 
AOI to improvement activities. The baseline period for 
measurement was calendar year 2006. The follow-up period was 
October 2007 through September 2009. Baseline and post-intervention data have been collected 
using the AOI and the Hospital Patient Safety Culture Survey.  
 
In year two of the Learning Network, there were no maternal or neonatal deaths reported in 
Level II or Level III facilities.  
 
Notable improvements for Level I & II 
hospitals include:  
• 100% decrease in neonatal deaths 
• 54% decrease in uterine rupture 
• 19% decrease in returns to L& D 
 

For Level III hospitals, notable improvements 
include:  
• 22% decrease in admissions to the ICU 
• 23% decrease in admissions to the NICU 

for babies >2500 g with >24 hour stay 

The Learning Network set a new focus in FY2010 on reducing elective deliveries before 39 
weeks without medical indication, a practice associated with reduced risks and complications. In 
less than one year, participating facilities have reported a 17% reduction in elective inductions 
and 23% reduction in scheduled Cesarean Sections prior to 39 weeks gestational age. This ability 
to implement these changes is likely linked in part to improvement in patient safety culture, 
wherein over 70% of the hospitals improved staff perception of teamwork and communication 
and more than 60% improved the overall perception of safety.  For FY2011, plans are to execute 
two team reunions, offer regular team conference calls, provide data reports and analysis to 
participants, and conduct a culture survey.  
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Neonatal Learning Network 

The successful MPSC Perinatal Collaborative unleashed a heightened recognition and new 
urgency from the neonatal community for a similar initiative aimed at addressing preventable 
harm among infants receiving care in Level II (special care) and level III (neonatal intensive 
care) nurseries. A generous grant from CareFirst® BlueCross® BlueShield® in the amount of 
$635,000.00 was awarded to MPSC to launch and support the Neonatal Collaborative through 
June 2010. A second grant request totaling $215,000 will support the continuation of the 
program in a learning network format in FY2011, implemented with Delmarva.  
 
The program is energized by the strong leadership of local and national experts, and includes the 
participation of 28 nurseries in Maryland, the District of Columbia, and Northern Virginia. 
Combined, these facilities represent 75% of area hospitals providing specialty and intensive care 
to neonates in our region. The work of the Collaborative touches more than 32,000 infants born 
each year and affords participants the opportunity to significantly impact health outcomes, length 
of stay and inpatient costs.  
 
The Learning Network will continue the aims of the Collaborative, which are to: 
• Reduce healthcare-associated infection by 50% through the implementation of evidence-

based prevention care practices 
• Decrease neonatal morality by 10%, chronic lung disease by 10%, and length of stay by 10% 

through standardized resuscitation and stabilization of the neonate in the first hour of life 
(Golden Hour) 

• Improve teamwork and communication through the implementation of team behaviors, 
including the family, into neonatal care as measured by the Agency for Healthcare Research 
and Quality (AHRQ) Hospital Patient Safety Survey. Fifty percent (50%) of participating 
neonatal units will improve their perception of safety at one year. 

 
The MPSC Neonatal Collaborative has an elaborate set of measures currently being tracked to 
evaluate success for both process and outcomes. As of five months after the initiation of the 
Collaborative, approximately 50% of the teams are routinely reporting. We expect to see 
consistent reporting by more than 80% of the teams by June 2010. 
 
For FY2011, the program plans are to: 

• Execute two team reunions; 
• Offer regular team conference calls; 
• Provide data reports and analysis to participants; and 
• Conduct a patient safety culture survey for each participating facility. 
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Maryland Hospital Hand Hygiene Collaborative 

Hand hygiene is a critical factor in preventing the spread of 
potentially devastating infections. The spread of viruses and 
bacteria, such as H1N1, MRSA, and other community and 
healthcare-associated infections (HAI) can be mitigated by 
intense, targeted, and community-oriented initiatives. The 
recent focus on the H1N1 presents a ripe opportunity to 
address hand hygiene as a critical public health and disaster 
preparedness issue.   
 
The Maryland Hospital Hand Hygiene Collaborative was 
launched at a kick-off meeting on November 3, 2009 with 
broad participation from the healthcare community. Key 
aspects of the program include: 
 

• Aim to have full participation by all Maryland hospitals. 
To date 96% have registered.  

• Potential to dramatically improve care, reduce waste, 
increase awareness among providers, and lead to 
savings to the healthcare system. 

• Mandate for this program is derived from the Maryland 
Governor’s Health Quality & Cost Council and the 
Maryland Health Care Commission’s Healthcare-
Associated Infections Advisory Council.  

• Kick-off meeting included high-profile speakers, among 
them, the Maryland Lieutenant Governor and Secretary 
of Health, drawing participants and building wide 
spread public awareness.  

• Ongoing oversight and planning by a robust project 
team and the Governor’s Health Quality & Cost 
Council.  

 
MPSC is working in partnership with the 
Maryland Hospital Association, the Delmarva 
Foundation for Medical Care, DHMH, the 
Maryland Heath Care Commission (MHCC), 
and the Johns Hopkins Center for Innovation in 
Quality Care to carry out the Hand Hygiene 
initiative. Progress is reported back to the 
MHCC and the Governor’s 
Council.  
 
 

About the Maryland 

Hospital Hand Hygiene 

Collaborative 

 

“This hand hygiene 

collaborative will protect staff 

and patients from 

infection…We know that no 

other single behavior or 

activity can save lives and 

prevent healthcare-

associated infections better 

than comprehensive hand 

washing by healthcare 

providers.” 
 

-Anthony Brown 

Lieutenant Governor 

Maryland 

 

“I think it is a relatively low-

cost, high-yield method of 

preventing the spread of 

illness within healthcare and 

within communities as well.” 
 

-Jeff Sternlicht, MD 

Chair, Emergency Medicine 

Greater Baltimore Medical 

Center 

Secretary Colmers, MPSC Executive Director 

Minogue, and Lt. Governor Brown at the Hand 

Hygiene Press Conference, November 2009 

Photo courtesy of 
the Governor’s 

Press Office 
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The overall aim is for all Hand Hygiene Collaborative participants to achieve a hand hygiene 
compliance rate of at least 90% for all units/participants. This measure will be assessed using 
trained unknown observers and will be reinforced by auditing the hand hygiene program in each 
participating facility on a quarterly basis. This statewide effort will share best practices in the 
collection of standardized hand hygiene data and implementation of strategies aimed at 
improving hand hygiene compliance, with an ultimate goal of reducing the number of HAIs in 
Maryland. Facilities track and report the following key metrics: 

• Hand Hygiene Compliance rate (monthly): 
o Observation of hand hygiene upon exiting the patient treatment area 
o Collection of at least 30 observations per unit per month 
o Applying the standard observation protocol 

• Process Measures focusing on internal facility steps and activities (quarterly): 
 
The Johns Hopkins Center for Innovation in Quality Healthcare has developed and provided the 
database for online or mobile device data submission of hand hygiene compliance data. The 
Center also provides the monthly reports that hospitals can use to track their progress, depicted in 
the screen shots below using sample data.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In addition, facilities will be able to submit quarterly updates on processes they have put in place 
via an online site offered by the Center for Performance Sciences. Collaborative activities will 
extend through February 2011, tentatively, and at that point the program will transition to a 
Learning Network approach to provide ongoing data collection activities and support.  
 
Support for a portion of the Hand Hygiene budget has been committed by the Maryland DHMH 
through an American Recovery and Reinvestment Act of 2009 (ARRA) stimulus request. 
DHMH has committed $100,000 toward the hand hygiene program via this funding vehicle. 
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TeamSTEPPS™ Learning Network 

Improving teamwork, especially in clinical teams, may be the single most important culture 
change that is needed to make a significant improvement in patient safety. MPSC has adopted 
TeamSTEPPS™ training, made available by AHRQ, as its recommended methodology for 
improving clinical teamwork and communication. There is substantial evidence that poor 
cooperation and communication is a primary cause of error in healthcare. After several disastrous 
crashes, the military and commercial airlines adopted a “crew resource management” concept to 
develop effective teams where communication is open and frequent. It has contributed to the 
airline industry having significant improvements 
in its safety record. TeamSTEPPS™ applies that 
concept to healthcare.  
 
MPSC’s program, launched in 2008, takes users 
step-by-step through implementation, detailing the 
roadmap for creating change and shifting the 
organization toward a sustained culture of safety. 
There is great local interest in these innovative 
tools. The map at right depicts the spread and 
uptake of TeamSTEPPS™ concepts since MPSC 
initiated the program. MPSC will continue to offer 
its train the trainer program and support through a 
modified learning network during FY2011.  
 

Education Programs 

Education is one of the primary strategies the MPSC uses to encourage the adoption of safer 
practices in Maryland hospitals and nursing homes. The Maryland Healthcare Education Institute 
(MHEI), an affiliate of the MHA, carries out a comprehensive series of educational offerings on 
behalf of the Center. The MPSC’s educational activities have been designed to achieve the 
following goals: 
• Create awareness of the need for improved patient safety and of the cultural changes required 

for significant improvements. 
• Ensure that healthcare leaders have the competencies essential for safety improvement. 
• Disseminate patient safety solutions and best practices. 
• Create a safety-oriented culture in organizations by focusing leadership on key issues and 

concepts 
• Serve as a catalyst and convener for best practices and solutions in patient safety. 
 
These programs have very high uptake among providers. Participation in the programs has 
included acute care hospitals (65%), healthcare systems (10%), specialty hospitals (8%), long-
term-care facilities (7%), and other providers (9%). In fact the past two years have seen record 
breaking registrations for the MPSC Annual Conference, including more than 1400 registrants 
for 2010. FY2011 programs fall into several categories outlined as follows.  
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Process Improvement ProgramsProcess Improvement ProgramsProcess Improvement ProgramsProcess Improvement Programs    

The aim of the Process Improvement Programming is to give 
participants in-depth competencies in how to improve specific 
systems and processes so that processes can be made both 
more efficient and safer. There is no question that hospitals 
and all healthcare organizations are under significant pressure 
to provide safer care, improve clinical quality, and cut costs 
through more efficient operations. MPSC believes that this set 
of programs are especially suited to assist in meeting this 
objective. In fact, one facility reports savings of up to $20,000 
related to pharmacy inventory reduction, 33% reduction in 
turnaround time for medication orders, and annualized savings 
of up to $2.2 million due to reduced cases of missing and 
reordered medications. Analysis from a second site that 
targeted emergency department efficiencies is currently 
underway.  
 
MPSC will continue to offer a combination of Lean and 
Six Sigma methodologies, which provides a 
comprehensive set of strategies to address these issues. 
Lean’s origin is in Japanese performance improvement 
techniques, especially the Toyota Production System. Six 
Sigma is an evolution of the Continuous Quality 
Improvement (CQI) tools and strategies, with a greater 
degree of statistical use. The key is to drive out waste and 
improve safety through Lean use, and continually refine 
performance through state of the art Six Sigma methods.  
 
Professional Development ProgramsProfessional Development ProgramsProfessional Development ProgramsProfessional Development Programs    

There are many topics in patient safety that need to be addressed in more depth, targeting the 
skills, information, and tools that professionals can apply immediately to their work. The 
Professional Development Series, which includes six course offerings, is designed to meet that 
need. Courses are designed for patient safety officers, other patient safety professionals, and 
department heads. The programs are structured as workshops with a limited audience so that 
significant interaction and practice can occur.  
 
The programs provide tools to address important topics in patient safety, such as: 
• Specific tools to address potential conflicts between accountability and just cultures. 
• Reinforce skills for leaders to use in engaging patients and families. 
• Advancing innovation & sustaining improvement. 
 
These high-intensity programs are among the most popular that MPSC offers. MPSC has begun 
to apply a fee for the three and five day programs offered in this series to offset the program cost.  

A team assesses opportunities to 

eliminate waste at an  

MPSC Lean Kaizen event 

What participants say 

about MPSC  

educational sessions 

 

“I know I will be able to 

contribute a great deal to my 

organization as a result of the 

skills I have obtained from this 

very worthwhile endeavor.” 
 

-Participant 

MPSC Process Improvement 

Program 
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Patient Safety Tools TrainingPatient Safety Tools TrainingPatient Safety Tools TrainingPatient Safety Tools Training    

Health care facilities spend considerable time improving 
processes and yet untoward events still happen. Why? Because 
often process changes are not directed at the latent conditions 
that cause people to make mistakes. In this series of eight one-
day workshops, healthcare managers and professionals learn 
how to determine if the fundamental system deficiencies that 
precipitated an untoward event have been found, how to develop 
sustainable corrective actions to prevent similar incidents in the 
future, and how to build systems so that errors are prevented 
proactively. The programs offer specific tools and skills 
development that directly support other programs and initiatives 
of MPSC.  
 
The aim of these popular courses is to enable widespread 
adoption of the basic tools of patient safety. The programs are 
each offered multiple times to reach a broad healthcare audience, 
ensuring that: 

• Root Cause Analysis (RCA) is understood by a 
significant number of healthcare managers and 
professionals.  

• Maryland Office of Health Care Quality (OHCQ) 
requirements for RCA are understood. 

• Failure Mode & Effects Analysis (FMEA) is understood 
and applied as a methodology for proactively building 
safe systems. 

    

Annual ConferenceAnnual ConferenceAnnual ConferenceAnnual Conference    

The Annual Maryland Patient Safety Conference is MPSC’s 
signature event of the year. It provides awareness, specific 
education, and best practice solutions to a broad-based 
audience that goes well beyond MPSC’s usual participants. 
The conference is designed to move the patient safety 
agenda forward in the region. 
 
The March 19, 2010 Conference was our sixth and included 
more than 1400 registrants, 21 sessions, and a spectacular set 
of speakers and moderators. It continued the theme of teamwork with a specific focus on patients 
and families as part of the healthcare team. The keynote speech by Susan Sheridan, Co-Founder 
of Consumers Advancing Patient Safety, was a moving talk about her experience with two 
devastating medical errors in her immediate family and the steps she has taken to end medical 
errors. In addition, approximately 700 people stayed for the Wrap Up, many of whom submitted 

What participants say 

about the MPSC  

Annual Conference  
 

 

“The material was presented 

well and was extremely 

pertinent to healthcare and 

safety, of both our staff and 

our patients.” 
 

- Conference Attendee 

MPSC Annual Conference 
 

 

 

“Terrific and motivational.” 
 

- Conference Attendee 

MPSC Annual Conference 
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to us the specific actions they were going to take as a result of the conference. One person from 
Carroll County Hospital said at the Wrap Up, “I wish I could have had all of my nurses here 
today because it was so exciting.” We will follow-up on their responses in the coming months. 
 
Remarkably, each year MPSC receives more and more submissions to the Directory of 
Solutions, which each conference participant receives. There was more than a twofold increase 
in submissions from 2008 (56) to 2010 (126). This represents strong interest in the Solutions 
approach, shows a willingness to share, and, most importantly, demonstrates a focused and 
growing commitment to patient safety efforts among providers in the region. 
 
Patient Safety Solutions Submitted to the  

Maryland Patient Safety Center Annual Conference, by year 

0

100

200

300

400

2005 2006 2007 2008 2009 2010

Facilities

Solutions per Year

Total Solutions

 
 
Research Programs 

The research arm of the MPSC adds a synthesizing 
function by evaluating new knowledge from the field and 
complementing it with findings from MPSC’s various 
activities. In particular, research activities have focused on 
the MEDSAFE program and analysis of data from the 
Adverse Event Reporting System, described previously. 
 
Adverse Event Reporting Adverse Event Reporting Adverse Event Reporting Adverse Event Reporting ToolToolToolTool    

MPSC’s Adverse Event Reporting (AER) Tool was 
designed to gather data on patient safety incidents, 
particularly near miss events that offer great opportunity 
for learning. The data are used to explore patterns and 
trends related to patient safety events and near misses that 
occur in healthcare facilities. The software is owned by 
the Center for Performance Sciences, an affiliate of MHA, 
which provides the flexibility to tailor and refine the 
program to meet the needs of the users and to react to 
trends in the healthcare community.  

AER Informational Brochure 
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AER is a mechanism by which participants can report data to MPSC. The system assists health 
care entities to determine their own organizational strategic priorities for patient safety, focus 
organizational efforts toward improving processes, and promote safer patient care practices.  
 
The plans for FY2011 include:  
• Revision and updates to the tool consistent with 

national standards being developed by AHRQ and the 
Patient Safety Organization (PSO) network 

• Incorporates an Expert Panel and, as appropriate, a 
User Group to provide oversight and input on the 
system 

• Involves support from clinical and statistical experts to 
participate in analysis and report writing 

 
Three additional facilities adopted use of the tool in the last 
six months, and additional facilities are expressing interest 
in accessing this critical resource.  
 
As a federally-listed PSOs, MPSC offers the most 
comprehensive set of programs supporting adverse event 
reporting of any similar organization in the country. The 
AERS is a complementary system to the mandatory 
reporting of adverse events resulting in death or serious 
disability to the Maryland Department of Health and 
Mental Hygiene as it captures voluntary reporting of 
information on adverse events and near misses. MPSC’s 
approach as a PSO was highlighted in the publication 
Patient Safety & Quality Healthcare and at the National 
Patient Safety Foundation conference.  
 
MEDSAFE MEDSAFE MEDSAFE MEDSAFE     

The MEDSAFE initiative is celebrating its 10th year of data collection to study medication 
safety. The survey has been administered since 1999 with the voluntary participation of all 
Maryland acute care hospitals. The program was transferred to MPSC, and continues to promote 
and study the implementation of safe medication practices in facilities. It both assesses better 
practices of medication use and is an educational initiative for sharing these practices among 
hospitals. MEDSAFE continues to be a very valuable service of the Center.  
 
The survey has identified significant improvement in medication safety, as shown in the graphic 
on the following page, as well as gaps between actual and optimal performance. From 2005 to 
2009, Maryland hospitals showed an increase of 9.2% in the overall median score for medication 
safety on the annual MEDSAFE survey, most notably in communication related to medications 
(+23%) and staff competency/education (+23%). A scientific paper about MEDSAFE was 

Patient Safety & Quality Healthcare 

May/June 2009 
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published in Fall 2009 the peer reviewed journal Quality & Safety in Health Care. The results 
are depicted in the figure below.  
 
The program implementation team and the Maryland Healthcare Education Institute use the data 
to design an annual conference aimed at sharing best practices and emerging innovations in this 
area, attended by an average of 200 practitioners annually. Another conference is planned for 
September 2010 and the annual survey will occur in Spring 2011.  
 

 
MPSC Median Medication Safety 

Scores by Year: 2005 - 2009 
  

• The aggregate median score increased 

substantially from 2005 to 2007 and has 
remained steady through 2009. 

• The aggregate median score in 2005 was 
76% of the ISMP maximum possible 

score, and 83% in 2009 (an increase of 
9.2% in the overall median score). 
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State State State State of the State Measurement Planof the State Measurement Planof the State Measurement Planof the State Measurement Plan    

Among the strategic goals of MPSC is the systematic depiction of the state of safety in Maryland 
and advancing the cause of measurement. MPSC believes that this effort is critical to 
demonstrating the state of healthcare in Maryland and the impact of the Center. Toward this 
goal, a committee of MPSC Board members, customers, and representatives of Delmarva and 
MHA was formed to draw the blueprint for action to measure the status of patient safety in 
Maryland over time. MHA’s Center for Performance Sciences provides support to this effort. 
 
The measurement workgroup defines measurement approaches at three levels. The first is 
measuring the impact of programs sponsored by MPSC such as the Perinatal Collaborative, the 
Falls program, or the educational offerings such as the annual meeting. The second level 
addresses measures to provide comparative safety data within Maryland.  Finally the workgroup 
is addressing ways of assessing progress against the vision of “Making Maryland healthcare the 
safest in the nation.” 
 
A measurement report template is planned to be completed in the current fiscal year ending June 
2010, and MPSC will be pleased to provide that report to HSCRC staff when it is complete. 
MPSC recognizes that over time there will be opportunities to enhance and further develop the 
measurement report approach. For this reason, in FY2011, MPSC will enhance and continue to 
prepare the report based on the template developed in FY2010.  
 
Other Special Projects 

MPSC engages in a series of other activities, hosts meetings, and partners with organizations to 
make resources and information available to the Maryland healthcare community. Among these 
activities are the following:  
 
Condition HCondition HCondition HCondition H    

More than 75 healthcare providers representing 22 hospitals 
attended the Condition H Regional Workshop, sponsored by 
MPSC in September 2009. Condition H (Help) is an 
extension of rapid response teams (RRTs). Initially, 
healthcare providers could activate an RRT, which would 
summon a special team (generally consisting of ICU 
personnel and others) to assess and treat patients outside the 
intensive care unit (ICU) who show signs of deterioration 
and/or may be at risk for cardiac arrest or death.  
 
With the inspiration of Sorrell King, whose 18-month old 
daughter died as a result of a medical error, patients and 
families are now being empowered to call RRTs through 
Condition H programs at a number of hospitals around the 
country.  
 

 

“I know in my heart - 100% - 

that if I had been able to call a 

rapid response team, she 

would be alive today.  

No doubt.” 
 

- Sorrel King 

Regarding her daughter, Josie King 

Co-Founder 

Josie King Foundation 

MPSC Board Member 
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Over a year ago, MPSC began its work on 
Condition H through a pilot project of early 
adopter hospitals funded by CareFirst® Blue-
Cross® BlueShield® and organized by the 
Delmarva Foundation. Drawing on the 
lessons learned from the MPSC pilot project, 
as well as the work done by the University of 
Pittsburgh Medical Center, other providers, and 
experts in RRTs, the MPSC September workshop 
offered a wealth of knowledge and information 
about implementing Condition H in individual 
facilities.  
 
A comprehensive toolkit and video about 
Condition H are in development and will be 
available to MPSC members in the Spring 2010. 
 
Get on the Bandwagon for Patient SafetyGet on the Bandwagon for Patient SafetyGet on the Bandwagon for Patient SafetyGet on the Bandwagon for Patient Safety    

Evidence shows that standardization is a 
remarkably effective tool for improving the 
likelihood of full and accurate communication. With this in mind, the Maryland Hospital 
Association and MPSC are launching the Get on the Bandwagon for Patient Safety program to 
standardize the color of patient wristbands in healthcare settings throughout Maryland. 
 
To alert caregivers to certain patient risks many facilities use color-coded patient wristbands. 
However, if hospitals and other healthcare providers use different colors for these alerts, 
caregivers working in more than one facility may have difficulty always responding in the 
appropriate manner. Standardizing the colors of the wristbands used in healthcare settings is the 
sensible approach to improving patient safety, and over 30 states are using these color-coded 
wristbands or plan to implement such a program, including all of the states surrounding 
Maryland. A national advisory from the American Hospital Association has underscored the 
importance of standardized wristband colors. 
 
The Maryland Get on the Bandwagon for 
Patient Safety program is unique in that it 
is moving beyond the hospital and is 
engaging long-term care facilities and 
patients and families in this effort. The 
voluntary program offers standardized 
colors for patient wristbands in Maryland. 
 
 
 

 

“Implementing Condition H is a real 

culture change in hospitals.”  
 

- Kathy Duncan, RN 

Institute for healthcare Improvement 

Faculty, Condition H Collaborative 

Maryland Hospitals Involving Patients 

and Families in Care Teams through 

MPSC’s Condition H Initiative 
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Details about this initiative, including a toolkit of information for implementation, have been 
sent to hospitals and other healthcare providers. The toolkit and other information are available 
to providers on the MPSC website.  
 
MPSC Patient Safety Officers ForumMPSC Patient Safety Officers ForumMPSC Patient Safety Officers ForumMPSC Patient Safety Officers Forum    

Created by MPSC Executive Director William Minogue, MD, FACP, and Vivian Miller, Patient 
Safety Specialist, Maryland Hospital Association, the Forum brings together hospital and nursing 
home patient safety officers (PSOs) and many others engaged in improving patient safety and the 
quality of healthcare in their institutions. 
 
The PSO Forum, hosted every other month, offers updates, education, and information about 
what is happening in patient safety in the region, across the country, and around the world. “The 
Forum has been invaluable to introducing new initiatives from across the country,” said Tina 
Gionet, RN, MS, Patient Safety Officer from Sinai Hospital of Baltimore. “When we can share 
stories about successful initiatives being conducted at other sites it really helps our staff engage 
in meaningful discussions regarding patient safety issues.” 
 
Annual Leadership BreAnnual Leadership BreAnnual Leadership BreAnnual Leadership Breakfastakfastakfastakfast    

Paul O’Neill, former Treasury Secretary and 
Alcoa Chief Executive Officer, shared key 
leadership principles for safety during an October 
19, 2009 leadership breakfast held by MPSC and 
MHEI. Speaking to a room of approximately 60 
healthcare leaders, including CEOs, medical 
leaders, and hospital board members, O’Neill 
focused on three main principles that lay the 
foundation for improving employee wellness and 
satisfaction, enhancing safety and quality for 
patients, and strengthening profit and value to 
companies. MPSC distributed a summary of the 
talk as an “issue brief” for healthcare leaders.  
 
Boards on BoardBoards on BoardBoards on BoardBoards on Board    

A recent day-long, by-invitation-only roundtable sponsored by MPSC and MHEI addressed how 
to get Boards more engaged in patient safety. Participants included Presidents/CEOs and Board 
members from nine Maryland hospitals and health systems. James L. Reinertsen, MD, Senior 
Fellow at the Institute for Healthcare Improvement (IHI) and President of The Reinertsen Group, 
framed, guided, and facilitated the discussion.  
 
MPSC/MHEI developed a “working paper” to synthesize the day’s discussions. It also contains 
10 practical, “actionable” strategies for engaging hospital Boards in patient safety and seven 
questions healthcare Board members shouldn’t hesitate to ask their executive team.  

Paul O’Neill Addresses Healthcare Leaders at 

the MPSC Annual Leadership Breakfast 
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MPSC Core Administration 

MPSC’s core operations include shaping and implementing innovative programming, 
management of a major fundraising campaign, amplified efforts to formally enroll healthcare 
providers across the continuum of care in MPSC programs, and targeted measurement tracking. 
We believe that the six strategic focus areas provide the cornerstone for engagement in and 
success of MPSC’s ongoing programs.  
 
MPSC’s Core Administration staff include a new incoming Executive Director, a Director of 
Operations and Development, and an Executive Assistant who manage and implement a number 
of key responsibilities intended to ensure oversight of the numerous programs and initiatives of 
the center. This includes management of relationships with internal and external stakeholders, 
supporting governance activities, fund development, communication activities, and others.  
 
MPSC hopes to bring on an additional staff member in the second quarter of the fiscal year to fill 
a program manager/coordinator role. This will depend in part on early success with the 
fundraising program, described below.  
 
MPSC’s founding Executive Director, Dr. William Minogue, will retire on March 31, 2010. The 
press release announcing Dr. Minogue’s retirement is in Attachment B. After a careful national 
search, the MPSC Board of Directors selected C. Patrick Chaulk, MD, MPH to join the Center as 
its new Executive Director & President. As Senior Associate for Health at the Annie E. Casey 
Foundation in Baltimore since 1994, Dr. Chaulk managed the foundation’s grant portfolio in 
health and public health.  He has a clinical background in pediatrics, providing primary care to 
children and adolescents in East Baltimore for eight years and has provided clinical services to 
clients of Baltimore City public health clinics. The press release announcing Dr. Chaulk’s 
position is in Attachment C. Dr. Chaulk will join MPSC on April 1, 2010.  
 
In addition to requiring that all programs implement and report on key metrics, MPSC will 
continue to support the Measurement Committee of the board, as well as an external evaluator, 
which is assisting in designing a system for demonstrating the State of the State in patient safety 
as well as a dashboard for monitoring MPSC’s success.  
 
MPSC’s Core Administration staff manage and implement a number of key activities in support 
of the Center. These include: 

� Oversight of the numerous programs and initiatives of the center, including holding 
bimonthly meetings of the Center’s Operations Committee 

� Management of relationships with internal and external stakeholders 
� Convening the Board of Directors and Board Committees 
� Oversight of fund development, finances, and human resources 
� Implementation of communication activities 
� Contribute to external committees and programs 
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MPSC will engage a select number of consultants to enhance and strengthen these efforts. 
Consultants will be engaged in the areas of: 

� Ongoing development of the MPSC measurement strategy 
� Communications consultant to support the newsletter, press releases, website, and other 

communication initiatives (continuation of support from previous years) 
� A major fundraising campaign, guided by an external firm, to provide guidance on 

MPSC’s fund development plan and help the Center meet a $10 million goal 
 
In addition to the planned staff adjustments, the Center’s core administration budget reflects a 
new approach to management of the Patient Safety Officer’s Forum and the Delmarva Core 
Administration activities. Both of these proposals and budgets reflect activities and 
responsibilities that functionally rest within MPSC core staff. The budgets for each have been 
added to the MPSC Core Administration budget, rather than as separate budgets as it has been 
handled in the past, so that the MPSC staff may assess the programs and work jointly with our 
partners to develop a guided implementation approach, including deliverables. Therefore, while 
the Core Administration budget is larger than previous year, it includes staffing commensurate 
with Center needs, a realignment of oversight of certain programs to Core Administration, and 
the addition of support for the fundraising initiative.  
 
Fundraising Plan – Keeping Patients Safe Campaign 

MPSC is committed to financial sustainability for the Center. This sustainability will result in 
part from the quality and impact of the work conducted by the Center, and also from a strategic 
initiative to raise supporting dollars for the Center from a diversified set of sources. 
 
In FY2010, MPSC and partners were successful in securing program-specific funding in the 
following amounts: 
• $100,000 in support of the Maryland Hospital Hand Hygiene Collaborative from the 

Maryland Department of Health & Human Services (DHMH) through an American 
Recovery and Reinvestment Act of 2009 (ARRA) stimulus request. 

• $250,000 from DHMH for continued support of the Maryland Perinatal Learning Network. 
• $215,000 from CareFirst BlueCross BlueShield in continued support of the Maryland 

Neonatal Collaborative as it transitions into a Learning Network. 
 
MPSC began implementing a Strategic Fundraising Plan in FY2010. In December 2009, as a 
result of discussions with the Board of Directors and the Board Executive/Finance Committee, 
MPSC opted to suspend the activity underway in order to define a new, broader approach. It was 
clear that MPSC’s programmatic and strategic growth would benefit from a fundraising approach 
that would be larger and more dynamic, but that to achieve MPSC’s targets the Center would 
require additional support and expertise. To that end, MPSC initiated a search for a fundraising 
firm that could provide a team-based approach to initiate and backstop the campaign. Much of 
the work completed in early FY2010 will be transitioned to this new purpose. This campaign and 
approach was approved and endorsed by the MPSC Board of Directors at its March 8, 2010 
meeting.  
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The new Campaign goal is $10 Million. It is based on the organization’s vision, 
mission, objectives, strategic plan, and funding requirements. MPSC will retain 
the campaign name, entitled the Keeping Patients Safe Campaign. The Keeping 
Patients Safe Campaign creates an identifiable umbrella for MPSC’s funding 
efforts and programs.  
 
MPSC will convene a Campaign Executive Committee and related subcommittees. Volunteers 
on the committees will lend support over time to secure the financial commitments that will 
make the fundraising campaign successful. MPSC staff and Board members will be active 
participants and will provide oversight of the campaign progress. 
 
Budget 
 
MPSC’s FY2011 budget is based on the proposals requested and received from MPSC’s 
program partners, and reflected in the program descriptions provided in this document. The 
proposals were carefully reviewed and supported by the MPSC’s Program Review Committee, a 
committee of the MPSC Board of Directors. The budget and program summary were approved 
by MPSC’s Board of Directors.  
 
The FY2011 revenue budget totals $3,432,568, which includes the following revenue streams: 
• Revenue based on anticipated restricted and unrestricted sources 
• Revenue from new charges for select educational programs 
• A requested 45% match of expenses from HSCRC. HSCRC matches a portion of the MPSC 

Expense budget. Last year, HSCRC approved a 45% match, and requested a 
percentage/absolute dollar reduction in subsequent years. Though we propose a consistent 
percentage of 45%, this represents a drop in absolute dollars of $106,681.  

 
The FY2011 expense budget totals $3,432,430, which includes the following: 
• Continued support for key MPSC programs and activities as described in this document 
• Enhanced Core Administration budget to account for the new Executive Director and .75 

FTE Program Coordinator, a fundraising firm, and realigned budget management for two 
proposals submitted but not requested (CPS Patient Safety Officers Forum Proposal and the 
Delmarva Administration Support Proposal - to be evaluated by the incoming Executive 
Director).  

 
This proposed budget includes contingency income totaling $188,300. MPSC will embark on an 
enhanced and more robust fundraising campaign starting in Spring 2010, which is intended to 
generate funds beyond the shortfall amount. However, MPSC will not depend in advance on that 
funding source to cover the shortfall. Instead, MPSC is putting a short set of expenses on hold 
pending additional funds. That way we are clear for MPSC, partners, and the Board which 
activities are approved and fully funded and which are impacted by the shortfall. These actions 
also acknowledge that MPSC faces a limited funding cycle, allows MPSC to maintain core 
programs and operations, and sets a clear plan to meet partner commitments. 
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Further monies raised as part of the fundraising goal are not incorporated into the MPSC FY2011 
budget.  
 
The MPSC Board of Directors approved the following FY2011 budget, pending acceptance by 
the HSCRC. A budget narrative included in Attachment D provides detail by line item. 
 
 

Maryland Patient Safety Center 

Proposed FY 11 Budget 

  

  FY 10 FY 11 

  Budget Budget 

REVENUE   

 Cash Contributions from MHA/Delmarva                      400,000                      400,000  

 Cash Contributions from Hospitals                      230,000                      250,000  

 HSCRC Funding                   1,651,275                   1,544,594  

 Restricted Grants (Carefirst, DHMH, ARRA Stimulus)                      848,250                      514,674  

 Fundraising Campaign                      458,475   

 Contingency Income                      188,300 

 Other Funding-Mixed Sources                        75,000                      535,000  

 Interest Income                          6,500   

 Total Revenue                3,669,500                 3,432,568  

    

EXPENSES   

 Administration                      637,800                      986,820  

 Public Website                         58,000                        15,591  

 Patient Safety Education Programming                      571,800                      747,775  

 Adverse Event Reporting System                      374,100                      388,505  

 MEDSAFE Medication Safety Initiative                        67,500                        73,076  

 Team STEPPS Training/Learning Network                        86,120  

 Measurement                      111,050                        59,915  

 Restricted Patient Safety Collaboratives                   1,736,800                      514,674  

 Unrestricted Patient Safety Collaboratives                      267,365  

 Safe From Falls                      292,589  

 Total Expenses                3,669,500                 3,432,430  

    

 Net Income                             138  
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Attachments 
 
Attachment A:  Summary of Strategic Agenda aims from the MPSC Strategic Plan 
 

 

Strategic Agenda #1. Measure MPSC success on vision 

 

Goal: The intent of Strategic Agenda #1 is to create state-wide accountability for safety within 

and across institutions, to track Maryland safety performance compared to other states, to 
demonstrate MPSC’s impact through initiatives and programs, and to communicate that 
information through annual reports and meetings. 
 

Strategic Agenda #2. Position Patient & Family Voices to Influence Safety 

 

Goal: The intent of Strategic Agenda #2 is to engage patients and families in creating a safer 
healthcare system in Maryland. As consumers of healthcare, patients and families form the 

basis of the demand for quality healthcare services. MPSC’s Patient and Family Voices strategy 
is designed to place patients and families as a compelling and effective driver of safety at the 
state and local institutional level. 
 

Strategic Agenda #3. Demonstrate economic impact & value of safety 

 

Goal: The intent of Strategy #3 is to demonstrate the value and economic impact of safety for 
patients and healthcare providers, as well as the value added by MPSC programs. MPSC 

recognizes that when an injury is avoided and quality is high, there are benefits, savings and 
efficiencies to the healthcare system and to patients. Strategy #3 also translates the call from 

legislators, regulars, and payers into a business case for the MPSC. 
 

Strategic Agenda #4. Enable partner institutions to create & spread excellence 

 

Goal: The intent of Strategic Agenda #4 is to identify safety excellence within institutions and 

to spread excellence across institutions and providers. MPSC is a recognized and valued 
convener in the Maryland healthcare community. As such, MPSC is able to bring individuals 
and organizations together to focus on common and critical issues that impact patient safety. 
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Strategic Agenda #5. Support institutions in developing cultures of safety that spread and 

maintain safety excellence 

 

Goal: Strategy #5 will assist staff, Executives and Boards of healthcare institutions identify 

methods and approaches for creating cultures of safety. Leaders are integral to setting the tone 
for safety within their organizations and for moving from a culture of blame to one of safety. 
MPSC recognizes the need to partner with leaders to support them to create a “burning 

platform” for safety. To accomplish this, MPSC will work directly with Boards and executives of 
healthcare organizations. 
 

Strategic Agenda #6. Enable institutions to establish continuity of safe care across 

institutions 

 

Goal: The intent of Strategy #6 is to have institutions working together to make patient 

transitions safe. MPSC will enhance programming for long term and home care providers. 
Representatives from across the continuum of care have been engaged as members of the 
Board of Directors, program advisory groups, and other meetings and opportunities offered by 

MPSC. MPSC will continue to build on this foundation to bring focus to the quality and safety 
hazards that occur as patients interact with multiple providers. 

 
 



MPSC FY2011 Program Plan & Budget 

 

28  

Attachment B: MPSC Announces Executive Director Retirement 
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Attachment C: MPSC Announces New Executive Director 
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Attachment D: Budget Narrative, MPSC FY2011 Budget 

 
Maryland Patient Safety Center 
Overview of FY 2011 Budget 
 
The following summary provides an overview of the components included in MPSC’s overall 
line item budget.  
 
Revenue: 
In FY 2011, Delmarva and MHA will each be contributing $200,000 to support the activities of 
MPSC.  In addition, the MPSC will ask Maryland hospitals to contribute an aggregate $250,000.   
The MPSC is asking the HSCRC to continue its support of coordinated patient safety efforts in 
Maryland by contributing $1,544,594 to support 45% of the overall MPSC FY 2011 budget. 
Although the percentage of funding requested is the same as FY 2010, this request represents a 
decrease of $106,681 from FY 2010.  
 
During the course of FY 2010, MPSC has struggled to find stable, long-term funding sources.  
As a result, MPSC has decided to implement a professional fund-raising campaign that is 
expected to generate $10M in funding, which will strengthen MPSC’s ability to provide a 
consistent programmatic agenda. 
 
The MPSC and its partners have sought and obtained additional funding to maintain and expand 
the scope of the MPSC as follows: 

� The Maryland Department of Health and Mental Hygiene (DHMH) will continue to 
partially fund the Perinatal Collaborative by providing revenue of $250,000. 

� American Recovery and Reinvestment Act stimulus funding of $50,000 will partially 
support the Hand Hygiene initiative in this Fiscal Year.  

� CareFirst continued support for the Neonatal collaborative in the amount of $214,674.  
 
Other sources of revenue include member fees from out-of-state facilities and income from 
vendors and sponsors at the Annual Conference. In addition, MPSC has implemented a policy 
that will charge participants for high-intensity process improvement educational sessions and 
small fee for attendance at the Annual Conference. In total, this revenue is anticipated to be 
$460,000.  
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Expense: 
In FY 2011, the MPSC is anticipating total expenses of $3,432,430 to carry out the MPSC’s 
agenda.  Following is a detailed description for each budget line item. 
 
Administration ($986,820) 
 
The core activities of MPSC Core Administration in FY2011 remain largely consistent with 
FY2010. In a few cases, funds were moved from other budget lines to the Core Administration 
budget because oversight of the budget is provided by Core Administration. In addition, funds 
were added for new salary costs and the hiring of a major fundraising firm. In FY2011, MPSC 
will focus on the following critical areas: 
 

� Fund development 
� Patient Safety Organization strategy & outreach 
� Ensure quality programs and evaluation for sustainability 
� Assess the cost benefit impact of key programs 
� Publication of results in major journals and other dissemination activities 
� Maintaining strategic relationships, planning for and promoting success and engaging in 

business development activities 
� Strengthen relationships and partnerships in the local and national healthcare community 
� Work with the Board Nominating Committee to assess Board membership needs, then 

identify and reach out to potential new Board members 
� Convene the Patient Safety Officer’s Forum, a bimonthly meeting of Patient Safety 

Officers 
� Grow the MPSC customer base. Examples include individual hospitals, and, home health, 

long-term care facilities, assisted living facilities, community pharmacy chains, physician 
offices and ambulatory surgical centers. 

� Identify new business opportunities (grants, solicitations, etc.) 
� Identify awards and press opportunities for MPSC as well as for strategic partners 
� Travel strategically to conferences and meetings as speakers and networkers 
� Participate on advisory boards such as the Maryland Healthcare Commission’s 

Healthcare Associated Infections Advisory Committee and Hospital Performance 
Evaluation Guide Advisory Committee 

 
MPSC will engage a select number of external consultants to enhance and strengthen these 
efforts. Consultants will be engaged in the areas of: 
 

� Ongoing development of the MPSC measurement strategy 
� Communications consultant to support the newsletter, press releases, website, and other 

communication initiatives (continuation of support from previous years) 
� A major fundraising firm to provide guidance on MPSC’s fund development plan and 

help the Center meet a $10 million goal 
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In addition to the planned staff adjustments, the Center’s core administration budget reflects a 
new approach to management of the Patient Safety Officer’s Forum and the Delmarva Core 
Administration activities. Both of these proposals and budgets reflect activities and 
responsibilities that functionally rest within MPSC core staff. The budgets for each have been 
added to the MPSC Core Administration budget, rather than as separate budgets as it has been 
handled in the past, so that the MPSC staff may assess the programs and work jointly with our 
partners to develop a guided implementation approach, including deliverables. Therefore, while 
the Core Administration budget is larger than previous year, it includes staffing commensurate 
with Center needs, a realignment of oversight of certain programs to Core Administration, and 
the addition of support for the fundraising initiative.  
 
Public Website ($15,591) 
 
MPSC’s public website is a key communications tool for MPSC. In addition, it will play a 
critical role in the MPSC fundraising initiative and contributes to MPSC’s strategic agenda to 
spread excellence. It also ensures an electronic avenue for design and distribution of MPSC 
information, tools, and resources. 
 
Patient Safety Education Programming ($747,775) 
 
Education programs will continue to focus on five major areas. 1) Patient safety tools training, 
including root cause analysis, and failure mode and effects analysis; 2) Management 
development, including department leader training, accountability matters, and creating safety 
partnerships with patients; 3) Process improvement, including LEAN workshops, Six Sigma 
Green Belt certification, and Six Sigma Black Belt certification; 4) Train the trainer, using the 
TeamSTEPPS framework; and, 5) Leadership issues. In addition, the MPSC will sponsor the 
annual patient safety conference. 
 
MPSC and MHEI staff are working together on potential pricing approaches for educational 
programs. However, since many are so core to MPSC’s mission, MPSC may charge a very 
minimal fee that would not discourage participation. 
 
Adverse Event Information System and Data Analysis ($388,505) 
 
This reflects ongoing project management support and oversight of the Adverse Event Reporting 
System. It reflects revision of the tool according to national standards being developed by AHRQ 
through the Patient Safety Organization network. It also incorporates the involvement of an 
Expert Panel and clinical and statistical experts to provide input on the system. 
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MEDSAFE Medication Safety Initiative ($73,076) 

This is a continuation of the 11th year of the survey and the 10th year of the MEDSAFE 
conference. This supports MPSC’s Measurement Strategy within the MPSC Strategic Plan. It 
also includes ongoing participation from the Institute for Safe Medication Practices, a nationally 
and internationally-recognized expert in this area. 

TeamSTEPPS Training/Learning Network ($86,120) 
 
From conversations with national and local experts, it is clear that many facilities have struggled 
with implementing TeamSTEPPS, whereas some have been very successful, including many in 
the Maryland Area. We believe that Maryland’s success is in part because of how well 
TeamSTEPPS harmonizes with other MPSC programs. 
 
MPSC believe that there is a strong need to support TeamSTEPPS in the region.  
 
Measurement ($59,915) 
 
This supports the Measurement agenda of MPSC’s Strategic Plan. MPSC recognizes that this 
effort is critical to demonstrating the state of safety in Maryland and the impact of the Center, 
including reporting back to the Legislature and other stakeholders. Report metrics and templates 
will be developed in the current FY2010. The work specified in this proposal will be to sustain 
and improve on that effort in FY2011. 

Patient Safety Collaborative Program ($782,039) 

The Patient Safety Collaborative Programs focus on the implementation of evidence based 
practices and culture change in high hazard settings such as labor and delivery, Neonatal ICU’s 
and a statewide Hand Hygiene initiative. 

Perinatal Learning Network ($397,834):  

This reflects support and expansion of a keystone program of the Maryland Patient Safety Center 
launched in 2007.  It also supports the Maryland Department of Health and Mental Hygiene’s 
plan for reducing infant mortality in the state of Maryland. 

Neonatal Collaborative ($212,674):  
 
This reflects transition to a Learning Network phase of the Neonatal Collaborative, launched in 
2008, applying a model similar to that of the Perinatal Learning Network. It also ensures ongoing 
data collection of the key infection, clinical, and culture metrics. 
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Hand Hygiene Collaborative ($169,531):   
 
Participating organizations benefit by having access to: 
 
• Standardized measures, tools, and data analysis; 
• A data management system supplying organizational, provider, and unit level specific reports; 
• A Web-based training program for unknown hand hygiene observers;  
• Organizational and unit level audits to evaluate current hand hygiene efforts; 
• Campaign branding materials; and 
• A network of experts and best practices. 
 
Primary implementation is being led by the MPSC, in partnership with Maryland Hospital 
Association and the Delmarva Foundation for Medical Care. The Johns Hopkins Center for 
Innovation in Quality Patient Care is providing data collection methods and analysis. The 
Maryland Health Care Commission’s Hand Hygiene and Infection Prevention Subcommittee 
serves as the expert panel for this initiative. A Steering Committee provides program oversight.  
 
Safe From Falls ($292,589) 
 
Falls continue to be identified as among the most frequent and highest-harm errors to occur in 
healthcare settings. There is great interest among the healthcare community to address patient 
falls. This represents the continuation and expansion of the SAFE from FALLS program to all 
hospitals and long-term care organizations in Maryland. It also builds on the program launched 
in FY201 and the pilot initiated in FY 2009. 
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Endnotes 
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iii
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INTRODUCTION 
 
This paper presents the Evaluation Committee and HSCRC staff recommendations for 
the FY 2011 Nurse Support Program II (NSP II) Competitive Institutional Grants. 
 
BACKGROUND 
 
At the May 4 2005 HSCRC public meeting, the Commission unanimously approved 
funding of 0.1% of regulated patient revenue annually over the next ten years for use in 
expanding the pool of bedside nurses in the State by increasing the number of nurse 
graduates.  The catalyst for this program was the finding that in fiscal year 2004, nearly 
1,900 eligible nursing students were denied admission to Maryland nursing schools due 
to insufficient nursing faculty.  In accordance with the Board of Nursing (BON) 
guidelines, nursing faculty are required to possess a Master’s degree in nursing.  The 
primary goal of NSP II is to increase the number of bedside nurses in Maryland hospitals 
by expanding the capacity of Maryland nursing schools and, thereby, increasing the 
number of nurse graduates. 
 
Following the approval of NSP II, the HSCRC assembled an advisory group of 
academicians, business leaders, and nurse executives. The advisory panel held a series of 
meetings with the Maryland Association of Nurse Executives and the deans and directors 
of the State’s nursing schools.  In response to the issues expressed by these two groups, 
the advisory panel crafted two distinct but complementary programs to address the multi-
faceted issues surrounding the nursing faculty shortage:  1) Competitive Institutional 
Grants, and 2) Statewide Initiatives.  The HSCRC also contracted with the Maryland 
Higher Education Commission (MHEC) to administer the NSP II grants because of its 
expertise in the administration of grants and scholarships.   
 
In 2006, the Governor introduced legislation to create a nonlapsing fund, the Nurse 
Support Assistance Fund, so that funds collected through hospital rates under NSP II can 
be carried forward to cover awards in future years and could not be diverted to the State’s 
general fund at the end of the fiscal year. The legislation also provided that a portion of 
the Competitive Institutional Grants and Statewide Initiatives be used to attract and retain 
minorities to nursing and nurse faculty careers.  
 
The Competitive Institutional Grants are designed to increase the structural capacity of 
Maryland nursing schools through shared resources, innovative educational designs, and 
streamlining the process to produce additional nurse faculty.   
 
The types of initiatives that qualify for Competitive Intuitional Grants are as follows: 
 

1. Initiatives to expand Maryland’s nursing capacity through shared resources by 
developing the synergies between provider and educational institutions. 

 
2. Initiatives to increase Maryland’s nursing faculty by streamlining the attainment 

for Master of Science in Nursing (MSN) degrees to increase nursing faculty. 



 3 

 
3. Initiatives to improve nursing student retention by providing tutorial support to 

decrease attrition and increase National Council Licensure Examination (NCLEX) 
pass rates. 

 
4. Initiatives to expand the pipeline for nursing faculty by providing incentives for 

nurses with either an Associate Degree in Nursing (ADN) or a Bachelor of 
Science in Nursing (BSN) to pursue an MSN, thereby increasing the pool of 
qualified nursing faculty. 

 
5. Initiatives to increase capacity statewide by providing support for innovative 

programs that have a statewide impact on the capacity to train nurses or nursing 
faculty. 

 
The Competitive Institutional Grant process requires an Evaluation Committee to review, 
deliberate, and recommend programs for final approval by the HSCRC. The proposals 
based on the criteria set forth in the request for Applications (RFA), the comparative 
expected outcomes of each initiative, the geographic distribution across the State, and the 
priority attached to attracting and retaining minorities in nursing and nursing faculty 
careers.  The Statewide Initiatives are evaluated less formally and are awarded based on 
the qualifications and credentials of each applicant. 
 
 
First and Second Rounds of NSP II Competitive Grants 
 
During the first year, twenty-six proposals for the Competitive Institutional Grants were 
received. HSCRC staff, following an Evaluation Committee process, recommended seven 
programs, including 21 educational institutions and hospitals, for funding, which was 
approved by the Commission.  MHEC staff conducted onsite visits to the organizations 
funded during the first year (FY 2007) of NSP II Competitive Institutional Grants and 
program directors summarized findings in an annual report1

 
. 

For the FY 2008 NSP II Competitive Grants, twenty-three proposals were received.  The 
Evaluation Committee comprised of nursing administrators and educators recommended 
by the industry, a former Commissioner, and MHEC and HSCRC staff, reviewed all of 
the proposals and unanimously agreed to recommend nine of the twenty-three proposals 
that were submitted for FY2008.  These nine proposals included consortia representing 
25 colleges and universities, health systems and hospitals. The programs addressed the 
multiple aspects of the nursing shortage by accelerating the number of ADN graduates, 
encouraging the pipeline of ADN to BSN students, and creating pathways to nursing 
faculty positions through accelerated MSN and doctoral programs.  
 
 
                                                 
1 . Report is available on the HSCRC website (www.hscrc.state.md.us) under HSCRC 
Initiatives Nurse Support Programs 
 

http://www.hscrc.state.md.us/�
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Third Round and Fourth Round of NSP II Competitive Grants 
 
Four proposals were received for the FY 2009 NSP II Competitive Grant program. The 
Evaluation Committee recommended three of the four proposals.  These three projects 
will bring a nursing program to a previously underserved county, will convert a doctoral 
nursing program to a hybrid distance learning format, and will bring graduate students 
into a certificate program in teaching nursing. 
 
MHEC and the HSCRC staff took several steps to address the issues that may have 
contributed to the small number of proposals received last year for the NSP II 
Competitive Grant program.  The deans and directors of the colleges and universities 
were surveyed to determine whether there were specific barriers, and many of their 
concerns were addressed.  Additional technical assistance was provided last year to assist 
with proposal development.  In addition, a survey was administered to solicit input on 
ways the program could be made more responsive and effective.  Changes were made to 
the program as a result of this input, which led to many more proposal submissions for 
the fourth round. 
 
For FY 2010, twenty-eight proposals were received.  The review panel for this round 
consisted of eight reviewers, six of whom were returning evaluators.  The Commission 
approved twenty-one of the twenty-eight proposals, which will result in an additional 
$20M in NSPII expenditures over five years.  These projects incorporate initiatives to 
increase capacity, improve retention, and add new technology for simulation and 
instruction. Two of the approved proposals will provide statewide training in simulation 
for faculty and laboratory staff. 
 
 
Fifth Round of NSP II Competitive Grants 
 
Proposals for the fifth round of competitive funding for NSPII were due to the Maryland 
Higher Education Commission on March 1, 2010.  Twelve proposals were received by 
that date.  The proposals were mailed to the eight reviewers, all of whom were returning 
evaluators.  This committee came together on March 26, 2010, and unanimously agreed 
to recommend eleven of the twelve proposals (attachment I).  The proposals vary in their 
goals, with several that continue ongoing projects, several that support online education, 
two that lend support to new nursing programs, and two that will have Statewide 
ramifications in new faculty education and student retention.  Twenty-four institutions in 
Maryland will be involved in the proposed three to five year grants. 
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RECOMMENDATIONS: 
 

1. Commission Staff recommends the eleven Competitive Institutional Grants listed 
in Attachment I be approved by the Commission for FY 2011 in the funding 
amounts stated. 

 
2. Staff recommends that the 60- day comment rule be waived so that this 

recommendation may be considered for final approval during the May 
Commission meeting. 

 
 



Attachment I

NSP II INSTITUTION TITLE PROJECT DIRECTOR AFFILIATES AMOUNT DURATION

NSP II-11-101 Allegany College Creating an On-Line LPN to RN Program Dennise Exstrom none 846,140$                5 years

NSP II-11-102 Anne Arundel Comm. College New RN Delivery Model at AACC Beth Anne Batturs
AAMC, BWMC, Doctors Comm. 
Hospital, Mercy Medical Center 861,369$                5 years

NSP II-11-103 Comm. College of Baltimore Co Maximizing Nursing Retention & Success Dr. Estelle Young
Franklin Square, Towson 
University 1,186,118$             4 years

NSP II-11-104 Frostburg State University
Improving Recruitment & Retention in Online RN to BSN 
Programs Heather Gable none 273,967$                3 years

NSP II-11-105 Johns Hopkins University Creating an On-Line Nurse Educator Certificate Option
Drs. Anne Belcher & Pamela 
Jeffries none 275,321$                3 years

NSP II-11-106 Johns Hopkins University
Increasing Bedside Nursing Capacity & Expertise: New 
Nurse Residency & Clinical Nurse Specialist Education

Elizabeth Jordan & Julie Stanik-
Hutt

Bayview Med Ctr, Howard Co 
Hospital, Suburban Hospital, 
Johns Hopkins 1,227,470$             5 years

NSP II-11-107 Montgomery College NSP II Nursing Enrichment Program (NEP) Barbara Nubile none 403,182$                3 years

NSP II-11-108 Morgan State University
Building Capacity and Diversity in Nursing Education: 
Launching a Doctoral Program in Nursing at an HBCU Dr. Kathleen Galbraith none 749,087$                3 years

NSP II-11-109 Sojourner Douglass College S-DC Model for Increasing Capacity & Student Success Dr. Maija Anderson none 2,145,349$             5 years

NSP II-11-110 University of MD Baltimore
Meeting the Challenge: Statewide Initiatives for Nursing 
Faculty

Drs. Louise Jenkins & Carol 
O'Neil none 108,000$                1 year

NSP II-11-112 Washington Adventist University Who Will Teach? Dr. Gina Brown
Dimensions Health System, 
Doctors Comm. Hospital 998,196$                5 years

TOTAL 9,074,199$             

NSPII FY11 PROPOSALS RECOMMENDED
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HEALTH SERVICES COST REVIEW COMMISSION 
4160 PATTERSON AVENUE · BALTIMORE, MARYLAND 21215 

Phone: 410-764-2605 Fax: 410-358-6217 
Toll Free: 1-888-287-3229 

 www.hscrc.state.md.us 

STATE OF MARYLAND 
DEPARTMENT OF HEALTH AND MENTAL HYGIENE 

 

Toll Free 1-877-4MD-DHMH · TTY for the Disabled Maryland Relay Service 1-800-735-2258 

TO:  Commissioners 
 
FROM: Legal Department 
 
DATE: April 7, 2010 
 
SUBJECT: Hearing and Meeting Schedule 
 
 
 
Public Session 
 
 
May 5, 2010  Time to be determined, 4160 Patterson Avenue, HSCRC Conference 

Room 
 
June 9, 2010  Time to be determined, 4160 Patterson Avenue, HSCRC Conference 

Room 
 
Please note, Commissioner packets will be available in Commission offices at 8:00 a.m. 
 
The agenda for the Executive and Public Sessions will be available for your review on the 
Commission’s Web Site, on the Monday before the Commission Meeting.  To review the 
agenda, visit the Commission’s web site at http://www.hscrc.state.md.us 
 
 

http://www.hscrc.state.md.us/�
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