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AGREEMENT 

BETWEEN 

THE HEALTH SERVICES COST REVIEW COMMISSION 

AND 

JOHNS HOPKINS HEALTH SYSTEM 

REGARDING GLOBAL BUDGET REVENUE AND NON-GLOBAL BUDGET REVENUE 

 
 

This Agreement, made this 14th of July, 2014, between (the MARYLAND HEALTH SERVICES 

COST REVIEW COMMISSION (the “Commission,” or “HSCRC”) and Johns Hopkins Health System  

(“Hospital System,” or “JHHS”) on behalf of the following subsidiary entities: The Johns Hopkins 

Hospital, The Johns Hopkins Bayview Medical Center, Howard County General Hospital, and Suburban 

Hospital (individually a “Hospital” and collectively, the “Hospitals” each of which is, through this 

Agreement, adopting the Global Budget Revenue (“GBR”) model. 

 

 

I. Overview 
 

The Global Budget Revenue (“GBR”) model is a revenue constraint and quality improvement 

system designed by the Maryland Health Services Cost Review Commission to provide hospitals with 

strong financial incentives to manage their resources efficiently and effectively in order to slow the rate of 

increase in health care costs and improve health care delivery processes and outcomes. The GBR model is 

consistent with the Johns Hopkins Health System’s mission to provide the highest value of care possible 

to its patients and the communities it serves.  

 

This Agreement is intended to promote the achievement of the goals of the Maryland All-Payer 

Model Agreement between the State of Maryland and the Center for Medicare & Medicaid Innovation 

(CMMI).  The Hospital System, on behalf of the Hospitals, and HSCRC agree to modify this Agreement, 

if necessary, to ensure that it is consistent with the main provisions, objectives and requirements of the 

application that was filed with CMMI in October 2013, and meets the requirements of the final contract 

between CMMI and the State of Maryland. 

 

The GBR model assures hospitals that adopt it that they will receive an agreed-on amount of 

revenue each year—i.e., the hospital’s “Approved Regulated GBR Revenue” (Approved Regulated GBR 

Revenue) under the GBR system-- regardless of the number of Maryland residents they treat and the 

amount of services they deliver provided that they meet their obligations to serve the health care needs of 

their communities in an efficient, high quality manner on an ongoing basis.  The GBR model removes the 

financial incentives that have encouraged hospitals to increase their volume of services and discouraged 

them from reducing their levels of “Potentially Avoidable Utilization” (PAU) and marginal services. It 

provides hospitals with much-needed flexibility to use their agreed-on global budgets to effectively 

address the “Three Part Aim” objectives of better care for individuals, higher levels of overall population 

health, and improved health care affordability.    
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In accepting this Agreement, each JHHS Hospital agrees to operate within the GBR’s financial 

constraints and to comply with the various patient-centered and population-focused  performance 

standards that have been or will be established by the HSCRC,  including all of the existing components 

of the Maryland Hospital Acquired Conditions (MHAC) program, the Quality Based Reimbursement 

(QBR) program, the readmissions reduction program, and a number of other existing and future quality 

improvement programs.  The Hospital System, on behalf of the Hospitals, agrees to cooperate with 

HSCRC in the collection and reporting of data needed to assess and monitor the performance of the GBR 

model and in the refinement of the GBR model and the related performance standards in the future.   The 

HSCRC will delineate the performance standards and program refinements in policies that it will issue on 

a timely basis, and the Hospitals agree that they will comply with these policies.    

 

The HSCRC will carefully monitor each Hospital’s activities under this Agreement, including any 

service discontinuations, shifts of services from each Hospital to other related or non-related hospitals or 

non-hospital providers, changes in each Hospital’s market share, and other relevant factors that are 

pertinent to the effective operation of the GBR model in accordance with the Three Part Aim and the final 

contract that has been established by CMMI and the State of Maryland. The HSCRC will adjust each 

Hospital’s Approved Regulated Revenue as needed to ensure that each Hospital receives the revenue it 

reasonably needs to meet its obligations under this Agreement.   

 

The Hospital System, on behalf of the Hospitals, agrees to comply with the policies of the HSCRC 

with respect to any services it provides that are regulated by the HSCRC that are not covered under the 

GBR model. The services that are not covered by the GBR model (i.e., the Non-GBR services) and the 

associated Non-GBR revenue are specified in Appendix B. 

 

II. Term of Agreement  
 

This Agreement will become effective on July 1, 2013 and will continue through June 30, 2014.  

On July 1, 2014, and each year thereafter, the Agreement will renew for a one year period unless it is 

canceled by the HSCRC or by the Hospital System on behalf of the Hospitals in accordance with Section 

XII.  

 

III. Revenue Governed by Agreement 
 

This Agreement will apply to all of the inpatient and outpatient revenues of each Hospital in the 

Hospital System that are regulated by the HSCRC including those associated with services that are 

covered by the GBR model (i.e., the “GBR Revenue”) and those that are not covered by the GBR model 

(i.e., the “Non-GBR Revenue). The services and revenues that are not covered by the GBR model are 

delineated in Appendix B.  Any services and revenues that are excluded from the GBR model, as 

specified in Appendix B, will be subject to the applicable HSCRC rate setting policies regarding unit 

rates, quality, efficiency, readmissions, variable cost factors (VCFs), volume/case mix governors and 
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other policies that the HSCRC establishes for hospitals (or categories of revenue) that are not covered by 

the GBR model.  

 

This Agreement will establish the Total Approved Regulated Revenue (TARR) for each Hospital, 

which shall mean the approved revenue for services covered by the GBR model, and the terms and 

provisions governing it, and the approved revenue associated with services that are not covered by the 

GBR model, for each Rate Year. The Total Approved Regulated Revenue and the associated Unit Rates 

for each Hospital will be set forth in the Hospital’s Order Nisi for the particular Rate Year. Any revenues 

excluded from the GBR limits are specified in Appendix B and will be identified in the Order Nisi.  

 

IV. Specification of the Approved Regulated Revenue of the Hospital 
 

A. Overview 

 

The Approved Regulated GBR Revenue of each Hospital for the July 1, 2013 through June 30, 

2014 period is specified in Appendix A. As shown in Appendix A, the Approved Regulated GBR 

Revenue includes several components: the Permanent Base Revenue, which may include permanent 

positive or negative adjustments, which is trended forward to establish the Approved Regulated GBR 

Revenue for RY 2014 through a series of Annual or Periodic adjustments for inflation, volume, and other 

items including various assessments and settlements.   Appendix A also identifies the approved revenue 

for services that are not covered by the GBR model (i.e., the Approved Regulated Non-GBR Revenue) 

and the Order Nisi for each Hospital for the particular Rate Year. Appendix B provides additional details 

regarding the Non-GBR revenues and services which are being approved pursuant to the applicable 

HSCRC rate setting policies. Appendix A and Appendix B will be updated as needed by the HSCRC on a 

periodic basis.  

 

The Approved Regulated GBR Revenue of each Hospital may include permanent or temporary 

rate adjustments designed to provide each Hospital with funds it needs to establish programs and 

capabilities that are essential to the effective implementation of the GBR model. These adjustments will 

be provided only to the extent that each Hospital demonstrates that it cannot reasonably afford to establish 

such activities without the additional resources. The amount, duration, and purpose of any such 

adjustments will be clearly specified in Appendix A (and/or in accompanying documents) for the time 

period extending from the Effective Date of this Agreement through June 30, 2014. In addition, for any 

Rate Year beginning on or after July 1, 2014, each Hospital will provide the HSCRC with a prospective 

written description of the particular performance improvements it will seek to achieve through its use of 

the additional funds (if any) that are provided by these rate adjustments. Each Hospital will also provide 

the HSCRC with credible, retrospective documentation of the performance improvements that it actually 

achieves by its use of the additional funds. 

 



- 6 - 

 

 

 

B. Detailed Description of the of the Basic Components of each Hospital’s Approved 

Regulated GBR Revenue 

 

The HSCRC intends to develop the Approved Regulated GBR Revenue of each Hospital for any 

Rate Year subsequent to RY 2014 in the following way:  

 

1. Initially, the HSCRC staff will determine the Base Approved Regulated GBR Revenue of 

each Hospital by adjusting the Hospital’s approved revenue for the specified historical base 

period to reflect settlements and adjustments. These adjustments may include additional 

funding to support programs and capabilities to be established by the Hospital that are 

necessary to permit it to operate efficiently and effectively in the public interest within the 

revenue constraints required  by the GBR model. 

 

2. The HSCRC staff will adjust the Base Approved Regulated GBR Revenue of each 

Hospital to establish the Approved Regulated GBR Revenue for the Rate Year(s) by 

applying a series of rate adjustments including the following: 

 

 a. The revenue will be adjusted to the Rate Year by multiplying it by 1 plus the 

annual Update Factor percentage(s) approved by the HSCRC for the Rate Year for 

hospitals operating under the GBR model.  A portion of the revenues associated with 

Potentially Avoidable Utilization (PAU) may or may not be updated based on the policies 

then applicable; 

 

b. The revenue will be adjusted to reflect any performance-based purchasing rewards, 

penalties, scaling adjustments, and hospital improvement targets contained in Appendix C 

that are applicable at the time to GBR hospitals. The HSCRC expects to develop additional 

value-based policies that will apply to GBR hospitals in the future. These policies will be 

incorporated into the annual update factor adjustment process;  

 

c. The revenue will also be adjusted to reflect changes in the mix of each Hospital’s 

payers or changes in approved differential amounts and uncompensated care levels; 

 

d. The revenue will be adjusted to reflect the reversal of any previous one-time 

adjustments that were in effect during the year; 

 

e. The revenue will be adjusted to reflect any adjustments pursuant to programs such 

as the readmissions reduction program’s prescribed savings adjustment;1   

 

f. The revenue will be adjusted to reflect any targeted revenue adjustments, if any, 

designed to ensure compliance with the limits of the new All-Payer model or the savings 

requirements established for the Medicare program in the final contract between CMMI 

and the State of Maryland; 

                                                 
1 For SFY 2014 through 2018, the Hospital will be subject to a Readmission Policy Adjustment.   
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g. The revenue may include adjustments to reflect changes in the expected service 

volumes of each Hospital that are driven by changes in the demographics  as described in 

Appendix D.  The policies governing demographic adjustments may be modified from 

time to time by the HSCRC.  The demographic allowance may or may not be applied to 

revenues for Potentially Avoidable Utilization based on policies then applicable; 

 

h. The revenue may include adjustments to reflect the relative efficiency of each 

Hospital. The HSCRC staff and the relevant Work Group(s) will engage in efforts to 

develop appropriate methods to measure and compare efficiency under the GBR model 

including measurements that will be applied on a per capita basis to ensure that hospitals 

that reduce their unnecessary volumes are not penalized on the basis of comparisons that 

focus exclusively on per case or per unit definitions of efficiency; 

 

i. The revenue will be adjusted to reflect amounts or percentages that are imposed on 

the rates of all hospitals by the HSCRC to cover the costs of certain assessments.2  These 

assessments will apply to each Hospital in the same manner in which they are applied to 

other hospitals; 

 

j. The revenue will be adjusted to reflect revenue variances between each Hospital’s 

actual revenue and its approved revenue for the previous Rate Year (as described in 

Section V); and   

 

k. The revenue may also be adjusted in other ways as needed to ensure that the 

revenue limits and performance improvements imposed by the final contract between 

CMMI and the State of Maryland are met.3  

 

 The result of these adjustments will be the amount of revenue which is herein referred to as the 

Approved Regulated GBR Revenue of each Hospital for the Rate Year. The Approved Regulated GBR 

Revenue may be further adjusted as described below for any Rate Year. 

 

3. Other Adjustments   

 

a. The HSCRC and the Hospital System recognize that some services may be offered 

more effectively in an unregulated setting. When services covered by the GBR model are 

moved to an unregulated setting, the HSCRC staff will calculate and apply a reduction to 

the specific Hospital's Approved Regulated Revenue.  At a minimum, the reduction will 

ensure that the shift provides a savings to the public and Medicare after taking into 

consideration the payment amounts likely to be made for the same services in an 

unregulated setting. 

                                                 
2 Health Care Coverage Fund, MHIP, Deficit Assessment, HSCRC and MHCC user fees, NSP, and CRISP are examples of 

such assessments currently in place and are subject to change by the Commission. 
3 For SFY 2014 through 2018, the Hospital will be subject to a Readmission Policy Adjustment.   
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b. The HSCRC may initiate a review of, or the Hospital System on behalf of any 

Hospital may request an adjustment to, any Hospital's Approved Regulated GBR Revenue 

to reflect changes in the market share of that Hospital. The HSCRC staff and the relevant 

Work Group(s) will be engaged during CY 2014 (and thereafter) in efforts to develop and 

refine rate setting policies to appropriately adjust for the impact of market share changes. 

These policies will be designed to separate the impact of reductions in avoidable volumes 

and volume increases, to the extent possible, from market share changes.  

 

c. The HSCRC staff will work with the Hospital System, on behalf of the Hospitals, 

and with other hospitals that adopt the GBR model to calculate and evaluate any volume 

increases experienced by any Hospital, which are induced by the expansion of health care 

coverage under the Affordable Care Act (“ACA”) in 2014 and 2015, for insured 

populations under the age of 65, net of reductions in volumes for uninsured populations.  

Based on the findings of this evaluation, the HSCRC staff may provide a one-time 

adjustment to an individual Hospital's Approved Regulated Revenue.4   

 

d. The HSCRC staff will consider one-time adjustments to any Hospital’s regulated 

revenue for unanticipated events beyond the control of the Hospital that generate 

substantial increases in the Hospital’s utilization levels, but only to the extent that the 

impact of such events on the Hospital materially and demonstrably exceeds the impact of 

similar events on other hospitals covered by the GBR model. 

 

In summary, the GBR model is a new approach to hospital rate regulation in Maryland.   The 

HSCRC and the Hospital System, on behalf of the Hospitals, agree to work together to address any 

significant unforeseen consequences of this Agreement to ensure that it achieves the revenue constraints, 

savings targets, and performance improvement requirements contained in the final contract between 

CMMI and the State of Maryland. 

 

V. Compliance 
 

A. General Compliance Under the GBR Model 

 

Each Hospital will be subject to any rate adjustments that are necessary to bring it into compliance 

with the Approved Regulated GBR Revenue. If the gross revenue charged by any Hospital exceeds the 

Approved Regulated GBR Revenue, the difference between the gross revenue charged and the Approved 

                                                 
4 National estimates are projecting modest or little growth in hospital volumes resulting from expansion of access under ACA.  

However, HSCRC recognizes that the impact is unknown, and that it is the intent of the HSCRC to provide a timely revenue 

adjustment for the impact of volume increases arising from the expansion of access to insurance.  HSCRC staff will develop a 

methodology to identify such volume increase, and a Hospital will have the opportunity to submit supporting information and 

request an adjustment to its GBR Revenue Base.   
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Regulated GBR Revenue will be subtracted from the Approved Regulated GBR Revenue that would 

otherwise have been approved for the Hospital for the subsequent Rate Year. Conversely, if the gross 

revenue charged by the Hospital is less than the Approved Regulated GBR Revenue, the difference will 

be added to the Approved Regulated GBR Revenue of the Hospital for the subsequent Rate Year, except 

that undercharges below the corridor specified in Section B below will not be added to the Approved 

Regulated GBR Revenue for the subsequent Rate Year. 

B. Unit Rate Flexibility 

 

Each Hospital will be expected to monitor and adjust its unit charges on an ongoing basis to 

ensure that it operates within the Annual Regulated GBR Revenue that is approved by the HSCRC under 

the GBR model and the revenue constraints that are applicable to its services that are regulated by the 

HSCRC and not covered by the GBR model. In order to facilitate each Hospital’s compliance with these 

revenue constraints, the HSCRC will relax the unit rate compliance corridors that it generally applies to 

hospitals (and particular revenues) that are not governed by the GBR model. Specifically, each of the 

Hospitals will be permitted to charge at a level up to five percent (5%) above the approved individual unit 

rates without penalty. This limit may be extended to ten percent (10%) at the discretion of the HSCRC 

staff if the Hospital System, on behalf of the Hospitals, presents satisfactory evidence that the Hospital 

would not otherwise be able to achieve its approved total revenue for the Rate Year.  Similarly, the 

Hospital will be permitted to charge at a level up to five percent (5%) below the approved individual unit 

rates without penalty if it needs to lower its charges to meet its revenue constraints.  This limit may be 

extended to ten percent (10%) at the discretion of the HSCRC staff if the Hospital System, on behalf of a 

Hospital, presents satisfactory evidence that the Hospital needs this additional flexibility to meet its 

revenue constraints for the Rate Year.  Each Hospital will generally need to spread rate adjustments 

across all centers, avoiding adjustments concentrated in a few rate centers, unless it has received approval 

from HSCRC staff for an alternative approach.  Charges beyond the corridors shall be subject to penalties 

as specified in HSCRC regulations in COMAR 10.37.03.05.  

 

C. Overall Compliance Corridors 

 

The overall compliance corridors (overcharge and undercharge) for the total Approved GBR 

Regulated Revenue will be 0.5%, with such amount subject to change from time to time in accordance 

with HSCRC policies.  Each Hospital agrees that it will not overcharge the limits of the Total Approved 

Regulated Revenue, and that it will take prompt action to gain compliance within the boundaries of unit 

rate compliance that are specified above. Charges beyond the corridors shall be subject to penalties as 

specified in HSCRC regulations in COMAR 10.37.03.05.  

  

 

VI. Monitoring of GBR Operation and Performance  
 

The successful implementation of the GBR model will require strict adherence to the various 
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revenue constraints, savings requirements and performance targets that are contained in the final contract 

between CMMI and the State of Maryland. Therefore, the HSCRC will engage in a variety of monitoring 

and evaluation efforts to determine whether all of these requirements are being met and to ensure that it 

introduces any corrective actions that may be needed on a timely basis. 

 

1.  Market Share 

 

The HSCRC and the Hospital System will monitor each Hospital’s market share on an ongoing 

basis by analyzing and identifying changes in the levels of the Hospital’s patient volumes that are derived 

from its Primary Service Area (PSA) or Secondary Service Area (SSA) as defined in Appendix E. The 

HSCRC staff and the Hospital System will also monitor the total level of revenues and services that are 

provided by each Hospital to Maryland residents who live outside of the Primary and Secondary service 

areas of each Hospital, or to patients who live outside of Maryland in other states or foreign countries, and 

will track (to the extent possible) any changes in in-migration and out-migration patterns and their effects 

on the Hospital.  

  

The HSCRC will make appropriate adjustments in each Hospital’s Approved Regulated GBR 

Revenue based on significant changes in the Hospital’s market share or service levels; provided, however, 

that the HSCRC does not intend to provide increases in the Approved Regulated GBR Revenue of 

individual hospitals based on market share analysis for volume increases that are not offset by reductions 

in the Approved Regulated GBR Revenue(s) of other hospitals. The HSCRC also does not intend to make 

revenue adjustments based on market share changes that would discourage the Hospital from reducing its 

level of Potentially Avoidable Utilization.   

 

2. Case Mix/Severity Levels 

 

The HSCRC will pay close attention to the overall case mix index and the severity levels within 

DRGs at each Hospital.  If requested, the Hospital will demonstrate to the HSCRC that any reductions in 

its case mix index or its severity levels are not the result of deliberate efforts by the Hospital to deny, for 

inappropriate financial reasons, any services to particular patients, or treatments for particular conditions 

that fall within the scope of the medical capabilities of the Hospital and its attending medical staff.  The 

HSCRC plans to review data from multiple sources, including CRISP, in its evaluation of case mix and 

severity changes at the Hospital and, more generally, in the hospital industry.   

 

3. Changes in Ownership and Control and Related Service Relocations  

 

Significant changes in the health care delivery system in each Hospital’s Primary and Secondary 

Service Areas could influence the appropriateness of the Approved Regulated Revenue established for the 

Hospital under this Agreement.  Therefore, the Hospital System on behalf of each Hospital agrees to 

declare and describe, in Appendix G, any financial interest (or control) it holds in other hospitals or 

entities that provide services, including non-hospital services, in the Hospital’s Primary and Secondary 

Service Areas, as of the Effective Date of this Agreement.  

 

In addition, the Hospital System on behalf of each Hospital agrees to inform the HSCRC at least 
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thirty (30) days in advance, in writing, or at the earliest practicable time thereafter, of any acquisitions or 

divestitures which it undertakes regarding such interests.5 The HSCRC may request data from the 

Hospital, on a periodic or ongoing basis, regarding the utilization of the services provided by such related 

entities, to ensure that the Hospital complies with the GBR constraint through better management of its 

existing regulated services, and not by moving services from the HSCRC-regulated sector to unregulated 

sectors of the hospital or non-hospital environment in ways that do not comport with the objectives of the 

GBR model, the Three Part Aim, and the final contract between CMMI and the State of Maryland.     

 

The Hospital System, on behalf of the Hospital, will provide an annual disclosure and certification 

report, which is presented in Appendix F and Appendix G, regarding changes in the services it provides. 

The initial report will be due upon signing of this Agreement, and additional reports will due on an annual 

basis within 30 days after the end of each subsequent Rate Year.   

 

To the extent that the Hospital System considers this information to be proprietary, it should be 

submitted to HSCRC in a separate document, clearly marking the materials as proprietary and 

confidential.  HSCRC will maintain  information so marked as confidential to the extent permitted by law 

giving consideration to the requirements for monitoring of the All-Payer model,   This information will be 

made accessible to the federal government in carrying out its monitoring role regarding the All-Payer 

model, and to HSCRC auditors and other parties conducting reviews and monitoring under this 

agreement.  

 

 4. Monthly Monitoring of Hospital 

 

Within thirty (30) days after the end of every month during the Rate Years covered by this 

Agreement, the Hospital System, on behalf of the Hospitals, will provide the HSCRC with a brief written 

report designed to help the HSCRC to monitor each Hospital’s compliance with this Agreement, to 

facilitate communication between the Hospital System and the HSCRC staff, and to promote the success 

of the GBR model. This report should include the following information, which will be modified from 

time to time by HSCRC and the Hospital System: 

 

a. Year-to-date experience, for the current and prior year, for readmissions and comparisons 

of actual readmissions levels to targets, including inter-hospital readmissions experience from 

CRISP, for all payers combined and on a separate basis for Medicare; 

 

b. Year-to-date experience for the current and prior year for Maryland Hospital Acquired 

Conditions ("MHACs")/Potentially Preventable Complications ("PPCs") and associated 

comparisons to MHAC/PPC targets; 

 

c. Changes in payer mix year-to-date versus prior year; 

                                                 
5 This would include the purchase or divestiture of physician practices, joint-venture arrangements with other providers to 

establish unregulated services that duplicate or could substitute for regulated services currently provided by the Hospital (such 

as, but not limited to, unregulated clinic, urgent care, or ambulatory surgery services), or other non-hospital services.  
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d. Changes in market share; 

 

e. Compliance with each Hospital’s GBR constraint and each Hospital’s plan to eliminate 

any revenue overages through charge reductions in the remainder of the Rate Year; 

 

f. Trends in Medicare charges for each Hospital and an assessment of whether each Hospital 

has been successful to date in achieving the needed Medicare payment reductions; 

 

g. Trends in total regulated revenue for each Hospital broken out between revenues covered 

by the GBR model and revenues not covered by it with the revenues covered by the GBR model 

further segregated into Medicare and non-Medicare components divided between Maryland and 

out-of-state components; 

 

h. Trends in revenue per Equivalent Inpatient Admission (“EIPA”)/Equivalent Case Mix 

Adjustment Discharge (“ECMAD”); 

 

i. Trends in costs, including cost per EIPA/ECMAD, including a discussion of changes in 

costs relative to reductions in volumes; and 

 

j. Other information that the Hospital System wishes to report regarding the successes, 

failures and ongoing challenges of implementing the GBR model and its related population health 

strategy. This supplemental information may include brief  descriptions of the efforts (such as the 

use of emergency room care coordinators, transition care coordinators, case management,  

integration with community based programs, nursing home interventions,  and coordination with 

physician delivery system changes) that each Hospital has undertaken which have been effective 

(or ineffective) in improving the efficiency, quality and/or processes of care. The objective of 

gathering such additional information is to develop a body of evidence that can be usefully shared 

with all Maryland hospitals that are operating under the GBR model.  

 

The HSCRC recognizes that the collection and reporting of the information described above on a 

monthly basis may impose an unclear or excessive burden on the Hospital System; therefore, the HSCRC 

staff intends to work with hospital representatives to refine the monthly information reporting 

requirements to ensure that the Hospital System can provide the kinds of information needed by the 

HSCRC on a monthly basis without undue hardship.    

VII. Evaluation of the Effectiveness of the GBR 
 

As described above, the primary goal of the GBR model is to provide each Hospital with strong 

financial incentives to deliver medical care to its patients and its community in the most efficient and 

clinically effective ways that are consistent with the Three Part Aim.  

 

The HSCRC staff shall evaluate the success of the GBR program established by this Agreement 
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by measuring changes in the costs, quality and outcomes of medical care delivered by each Hospital.  In 

these reviews, the HSCRC staff will pay particular attention to analyses of utilization trends pre-and post- 

implementation of the GBR model. The reviews will include evaluations of per capita hospital costs and, 

to the extent possible given data limitations, the total cost of health care in each Hospital’s PSA and SSA. 

In addition, the HSCRC staff will examine the performance of each Hospital on the HSCRC’s existing 

and future quality of care and outcomes metrics using existing standards and additional metrics that will 

be developed through the relevant Work Group(s).  

 

The Hospital System, on behalf of the Hospitals, shall provide an annual report of its investment 

in infrastructure to promote the improvement of care delivery and reductions of Potentially Avoidable 

Utilization.   This report will be due 90 days following the end of each fiscal year, and will include 

program descriptions, expenditures, and results. 
 

VIII. Possible Future Modifications in the GBR Model to Achieve Improved 
Alignment of Incentives in the Health Care Delivery System 
 

Under healthcare reform, a number of strategies are being considered to contain healthcare costs. 

For example, primary care medical homes, Accountable Care Organizations, and the bundling of services 

under single payment amounts are strategies that have been identified as possible ways to improve care 

while aligning providers for the efficient delivery of healthcare services. Health care reform efforts are 

progressing rapidly and may produce environmental changes that warrant some modifications to this 

Agreement. Therefore, the Hospital System, on behalf of the Hospitals, and the HSCRC staff agree to 

monitor such changes and to make changes in this Agreement, on a mutually acceptable basis, as needed 

in the future to accommodate or comply with future developments that are mandated or permitted by law 

and/or regulation.    

IX.  Other Potential Modifications  
 

A. Approved Regulated GBR Revenue Modifications 

 

Each Hospital may request a reevaluation of its Approved GBR Regulated Revenue for any Rate 

Year by submitting its request in writing to the HSCRC staff and including the supporting rationale and 

documentation for its request to the HSCRC staff.  The HSCRC staff will make a determination to 

approve, modify, or deny the request of the Hospital under this agreement.  When it deems necessary, the 

staff will prepare a recommendation regarding the request, and the HSCRC will review the staff 

recommendation and render a decision.  Similarly, the HSCRC may open discussions with the Hospital 

System, on behalf of the Hospitals, regarding modifications to the GBR constraint based on its ongoing 

review and monitoring of the Hospital’s operations, performance, market share changes and other factors.  

The HSCRC staff reserves the right to modify the GBR constraint in accordance with the terms of this 

agreement. 
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B. Approved Regulated Revenue Modifications Related to CON Projects 

 

A Hospital may apply for and receive a “Certificate of Need” (CON) approval to provide a new 

service or to undertake a major capital project. In such instances, the Hospital may elect to petition the 

HSCRC staff for an associated adjustment to the Hospital's Approved Regulated GBR Revenue. The 

Hospital will be expected to demonstrate to the satisfaction of the HSCRC staff that it is unable to provide 

the new service or to fund the major capital project within its existing revenue constraints. Requests of 

this kind will be evaluated by the HSCRC staff on a case-by-case basis. However, the Hospital must 

recognize that the new All-Payer Model that will be established in the final contract between CMMI and 

the State of Maryland limits the total amount of hospital revenue that can be approved within the State for 

any given period of time, and that this constraint will require any approvals of additional revenue for 

individual hospitals to pass highly stringent tests of financial and clinical necessity and to be funded by 

reductions in the revenue approved for other hospitals. 

 

The HSCRC staff will work with the relevant Work Group(s) and MHCC to develop and refine 

policies that will appropriately address the financial issues raised by CON projects and other capital and 

service expansions. The HSCRC staff will make recommendations to the HSCRC regarding any requests 

from the Hospital for additional revenues for these reasons, when necessary.  

 

X. Out-of-Area and Out-of-State Volumes and Revenues 
 

Significant changes in out-of-state volumes and volumes from outside an individual Hospital’s 

PSA and SSA have the potential to positively or negatively affect the success of the GBR model.   In FY 

2013, approximately 17.97 percent (17.97%) of the Hospital System’s total revenue came from non-

Maryland residents. If this percentage changes materially during the term of this Agreement, the HSCRC 

staff and the Hospital will evaluate the causes of the change to ensure that the goals and objectives of this 

Agreement, the GBR model and the final contract between CMMI and the State of Maryland are not 

being undermined by such changes.  

   

XI. Readmissions, Quality and Reductions of Potentially Avoidable Utilization 
 

Hospital Revenue Percent

The Johns Hopkins Hospital 503,818,871     23.6%

Bayview Medical Center 50,792,939       8.51%

Howard County Hospital 8,250,080         2.96%

Suburban Hospital 28,123,201       10.02%

Hopkins GBR Hospitals 590,985,091     17.97%

Out-of-State
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The new All-Payer Model established in the final contract between CMMI and the State of 

Maryland includes specific requirements for readmission reductions and quality improvements.  In 

addition, the success of the new model depends on the effectiveness of the Maryland hospitals in 

achieving reductions in PAU in general and, in particular, for Medicare.  By July 1, 2014, the HSCRC 

staff will establish targets for reductions in PAU.  The achievement of these targets will be tied to 

payment in a way that is consistent with the Three Part Aim of improving care and reducing cost. 

Appendix C will contain the annual PAU reduction targets for the Hospital and the associated HSCRC 

payment adjustment policies. 

 

As part of this process, each Hospital will prepare a periodic plan for Population Health 

Improvement and reductions on Potentially Avoidable Utilization.  To the extent possible, the plans 

should rely on evidence based approaches to accomplish the goals.  HSCRC will work with hospitals to 

promote evidence based, standardized, regionalized approaches in an effort to ensure effective means of 

providing needed infrastructure.  HSCRC will also work with hospitals to develop processes to review 

these plans, provide evaluation and feedback on the results of the approaches, and to modify the 

approaches to improve the results. 

 

XII. Termination and/or Renegotiation and Other Rights 
 

A. Termination by the HSCRC 

 

 The HSCRC reserves the right to terminate this Agreement, with cause, at any time.  For the 

purposes of this Agreement, "with cause" includes, but is not limited to, failure by the JHHS Hospitals to 

provide high quality needed services as contemplated by this Agreement; the inappropriate shifting of 

hospital services to unregulated settings;  failure to achieve total all payer or Medicare per capita revenue 

trends and/or performance targets that are consistent with the constraints and requirements imposed by the 

GBR model and the final contract between CMMI and the State of Maryland; or failure of any Hospital to 

comply with HSCRC regulations or policies.  

 

 The HSCRC will provide the Hospital System, on behalf of the Hospitals, with a reasonable 

opportunity to cure any Hospital’s failure to perform under this Agreement by adopting a corrective plan 

designed to eliminate the defects in its performance in a timely way.  The corrective plan may include an 

immediate reduction in the Hospital’s Approved Regulated Revenue; mandatory participation by the 

Hospital in a regional planning process focused on achieving the requirements of the All-Payer model; or 

other identified actions.  

 

 If the Hospital System, on behalf of the Hospital, is unwilling to adopt the corrective plan 

described above, the HSCRC will have the right to terminate the Agreement with due consideration to the 

need of the Hospital to transition out of this Agreement and the need to maintain overall compliance with 

the requirements imposed on the State of Maryland by the final contract with CMMI.  Termination of this 

Agreement for a Hospital does not, in and of itself, void this Agreement for the other Hospitals in the 
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Hospital System. 

 
 

B. Termination by Hospital 

 

 Each Hospital will have the right to transition to an alternative rate setting approach after giving 

six months of written notice to the HSCRC staff of its intent to change as of a specific date.  The notice 

will provide a description of the Hospital’s chief reasons for the proposed termination. The HSCRC staff 

will work with the Hospital to resolve any issues, including the possible recapture of volume support 

provided under this agreement where volumes were decreased during the course of the agreement or 

removal of infrastructure funding or other incentives from the revenue base.  If the Hospital is 

transitioning to another model with a fixed revenue base, then these adjustments may not need to be 

evaluated.  Any new agreement will need to be within the revenue limits and other performance tests and 

requirements imposed by the final contract between CMMI and the State of Maryland. 

 

C. Other Rights 

 

 Nothing in this agreement should be construed to prevent the HSCRC or Hospital System from 

undertaking any action that it is lawfully entitled to take, including exercising the right to initiate a full 

rate review by either the HSCRC or the Hospital.  
 

D.   Other Provisions Relative to the Hospital System 

 

  

 

As illustrated in Appendices A and A-1, the GBR agreement for JHHS is structured to be a system wide 

agreement with sub-agreements for each JHHS Maryland hospital.  The HSCRC will monitor compliance 

with the Global Budget target for each Hospital.  However, the HSCRC will allow revenue to be 

redistributed among JHHS Hospitals for movement of services to achieve the desired goals of the new 

All-Payer model, following HSCRC rate setting protocols and HSCRC staff review.  Should JHHS move 

services from hospital to hospital, the GBR cap for each particular hospital will be adjusted accordingly 

after review by HSCRC staff; however, the system wide GBR amount will not change. 

 

1. The Johns Hopkins Hospital (JHH) 
 

 The Johns Hopkins Hospital has agreed to establish a global budget for Categorical Cases as 

outlined in Appendix B. of this agreement.  The budget for Categorical Cases will capture inpatient cases 

that include transplants, highly specialized inpatient cancer care, research cases, and pediatric burns.  JHH 

will provide a prospective global budget for Maryland residents for Categorical Cases, which shall be 

incorporated into the global budget of JHH after review by HSCRC staff for reasonableness.  JHH shall 

report its actual experience on a monthly basis, including the number of cases, the DRG, severity level, 
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total charges, and the actual cost of organ acquisition and drugs.  The annual budget will provide for a 

rebasing and trend for these services, taking into account the higher of a 50% variable cost factor or the 

statewide variable cost factor for volume changes, if changed from current policies, and the total actual 

costs of drugs and organ acquisition, and a fixed budget for hospital overhead associated with supplies, 

drugs, and organ acquisition.  Changes in volumes of services above or below the level budgeted, as well 

as changes in organ acquisition and cancer drug costs, will be considered when developing the budget of a 

succeeding year.   
 

 JHH plays a distinct role in the health care system by handling a large proportion of highly acute 

cases, accepting regional referrals, and serving as centers for clinical and technological innovation in the 

State. For global models to be successful in Maryland, JHH must be seen as a statewide resource for 

tertiary and quaternary care.  HSCRC staff believes that different regulatory treatment must be given to 

specific clinical service lines at JHH operating under a global model that will allow JHH to function 

effectively within this new payment structure.  By adapting the model to fit the needs of JHH, more 

revenues can be included under global models, with the advantage of improving the predictability of 

revenue budgets along with the alignment of incentives to reduce avoidable volumes. 

 

 Under GBR, hospitals are incentivized to lower expenses and volume by taking measures to 

reduce avoidable utilization and promote care management and quality improvement. This may result in 

community hospitals transferring complex cases to JHH in order to get patients the advanced care they 

need and reduce the high costs associated with those patients. Utilizing JHH as a regional referral center 

may lower the total cost of care and improve outcomes for critically ill patients and thus be beneficial to 

the entire Maryland health system.  JHH must have the capacity to take on the possible influx of complex 

cases without facing financial penalty under a global model.  

 

HSCRC staff is currently working with the industry to develop an approach to adjust GBR budgets 

of hospitals for changes in the level of transfers.  HSCRC staff is evaluating transfers in from non-system 

hospitals to Johns Hopkins Hospital and University Hospital (including the Shock Trauma Center).  The 

approach under development will involve monitoring of transfers-in.   If transfers-in from a particular 

hospital increase beyond a set percentage (e.g., population based adjustment), it is expected that a fixed 

dollar amount per case will be charged to the GBR budget of the transferring hospital and credited to the 

GBR budget of the JHH.  Conversely, it is expected that reductions in transfers would result in reductions 

in the JHH budget and possible increases in a particular hospital's budget at a fixed allowance.  The 

expected numbers of cases and costs might be rebased to reflect changing conditions and case mix.  This 

model will allow community hospitals to provide patients the advanced care they need and shift those 

potentially expensive cases to JHH at a predetermined cost, while also allowing JHH to handle increasing 

numbers of severe cases when warranted.   

 

 HSCRC staff will work with the Hospital System to prepare a methodology and additional 

documentation regarding a base period for transfers in and a budget amount per transfer case for expected 

implementation in FY 2015.  See Appendix B for further detail regarding Transfer-In payment 

methodology. 

 

 This policy will require continuing evaluation and refinement as the State gains more experience 



- 18 - 

 

 

 

under the Model.   

 

 Revenues for non-Maryland residents will be excluded from the JHH global budget.  Revenues 

excluded from the global budget will be subject to all rate setting policies of this agreement except that 

volume changes will not be constrained by the global budget.  Volume changes will not be subject to a 

fixed cost adjustment, except in the case of overhead related to supplies, drugs, and organ acquisition 

revenue centers.   

 

 For non-GBR revenues, approved revenues will be based on unit rates and volumes of services, 

and cost plus mark up plus fixed overhead for supplies and drugs, as specified in the Order Nisi.  HSCRC 

staff and the System on behalf of Hospitals will work to develop a monthly non-GBR revenue calculation 

that will provide a monthly accounting of total non-GBR revenues and rate compliance.  HSCRC 

recognizes that there may be adjustments to classification of revenues between in-state and out-of-state of 

prior months.  The Hospital System on behalf of Hospitals will provide both monthly and year-to-date 

revenue and rate compliance reports, adjusting for changes as necessary.  The Hospital System, on behalf 

of the Hospitals, agrees to file these monthly reports 30 days after the end of the month, together with all 

other reports filed under the Agreement.  The HSCRC and the System on behalf of the Hospitals will 

monitor for any charging patterns that could shift revenues out of State and reduce charges under the 

GBR.  The Hospitals will not be permitted to recover any underages from out of state charge shifts 

through the GBR.   

 

 Effective for the year beginning July 1, 2014, the HSCRC staff will develop a charge per 

case/episode amount for non-GBR revenues to monitor continuing efficiency levels.  A charge per 

case/episode monitoring amount will be developed based on the permanent out-of-state revenue 

experience at June 30, 2014.  HSCRC staff and the Hospital will develop the amounts using state-wide 

weights with outlier definitions defined using LOS.  The HSCRC and the Hospital System desire to 

maintain a monitoring approach that is simpler to maintain than the current CPC system.  HSCRC staff 

and the System on behalf of the Hospitals will work to develop a monthly non-GBR charge per case 

reporting and monitoring approach.  In the event that charge per case shows a pattern of deterioration for 

more than three months due to increasing resource use per case, the HSCRC will work with the Hospital 

System on behalf of the Hospital to promptly implement a limit in charge per case using the monitoring 

amounts already calculated. 
 

 
 

 

2. Johns Hopkins Bayview Medical Center (JHBMC) 
 

 Johns Hopkins Bayview Medical Center treats adult burn cases.  Because burn treatment can vary 

and result in outlier care costs, JHBMC will be entitled to an annual review of its budget and actual 

revenues for burn cases, which are identified in accordance with Appendix B.  Changes in volumes and 

costs of services above or below budgeted levels will be considered in developing the budget of a 

succeeding year.   JHBMC will provide a prospective global budget for Maryland residents for burns, 

which shall be incorporated into the global budget of JHBMC overall.  JHBMC shall report its actual 
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experience on a monthly basis, including the number of cases, the DRG, severity level, total charges and 

total costs. 

 

 While JHBMC is not currently included in any HSCRC-defined transfer-in logic, this policy will 

require continuing evaluation and refinement as the State gains more experience under the Model.  See 

Appendix B for further detail regarding Transfer In payment methodology. 

 

 Revenues for non-Maryland residents will be excluded from the JHBMC global budget.  Revenues 

excluded from the global budget will be subject to all rate setting policies of this agreement except that 

volume changes will not be constrained by the global budget.  Volume changes will not be subject to a 

fixed cost adjustment, except in the case of overhead related to supplies, drugs, and organ acquisition 

revenue centers.   

 

 For non-GBR revenues, approved revenues will be based on unit rates and volumes of services, 

and cost plus mark up plus fixed overhead for supplies and drugs, as specified in the Order Nisi.  HSCRC 

staff and the System on behalf of Hospitals will work to develop a monthly non-GBR revenue calculation 

that will provide a monthly accounting of total non-GBR revenues and rate compliance.  HSCRC 

recognizes that there may be adjustments to classification of revenues between in-state and out-of-state of 

prior months.  The Hospital System on behalf of Hospitals will provide both monthly and year-to-date 

revenue and rate compliance reports, adjusting for changes as necessary.  The Hospital System, on behalf 

of the Hospitals, agrees to file these monthly reports 30 days after the end of the month, together with all 

other reports filed under the Agreement.  The HSCRC and the System on behalf of the Hospitals will 

monitor for any charging patterns that could shift revenues out of State and reduce charges under the 

GBR.  The Hospitals will not be permitted to recover any underages from out of state charge shifts 

through the GBR.   

 

 Effective for the year beginning July 1, 2014, the HSCRC staff will develop a charge per 

case/episode amount for non-GBR revenues to monitor continuing efficiency levels.  A charge per 

case/episode monitoring amount will be developed based on the permanent out-of-state revenue 

experience at June 30, 2014.  HSCRC staff and the Hospital will develop the amounts using state-wide 

weights with outlier definitions defined using LOS.  The HSCRC and the Hospital System desire to 

maintain a monitoring approach that is simpler to maintain than the current CPC system.  HSCRC staff 

and the System on behalf of the Hospitals will work to develop a monthly non-GBR charge per case 

reporting and monitoring approach.  In the event that charge per case shows a pattern of deterioration for 

more than three months due to increasing resource use per case, the HSCRC will work with the Hospital 

System on behalf of the Hospital to promptly implement a limit in charge per case using the monitoring 

amounts already calculated. 

 
 

 

3. Howard County General Hospital (HCGH) 

 

 

 Revenues for non-Maryland residents will not be excluded from the HCGH global budget.   
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4. Suburban Hospital (SH) 
 

 JHHS and HSCRC staff will work on a format for developing baseline and ongoing evaluation of 

transfers and referrals from Suburban Hospital into other JHHS facilities located in Washington, DC.  

JHHS will submit, semi-annually (inclusive of baseline data), a report on patients treated in JHHS 

facilities from Suburban Hospital zip codes, including transfers into another JHHS facility from Suburban 

Hospital.  Any significant changes may result in a market share adjustment. 
 

 Revenues for non-Maryland residents will be excluded from the SH global budget.  Revenues 

excluded from the global budget will be subject to all rate setting policies of this agreement except that 

volume changes will not be constrained by the global budget.  Volume changes will not be subject to a 

fixed cost adjustment, except in the case of overhead related to supplies, drugs, and organ acquisition 

revenue centers.    

 

 For non-GBR revenues, approved revenues will be based on unit rates and volumes of services, 

and cost plus mark up plus fixed overhead for supplies and drugs, as specified in the Order Nisi.  HSCRC 

staff and the System on behalf of Hospitals will work to develop a monthly non-GBR revenue calculation 

that will provide a monthly accounting of total non-GBR revenues and rate compliance.  HSCRC 

recognizes that there may be adjustments to classification of revenues between in-state and out-of-state of 

prior months.  The Hospital System on behalf of Hospitals will provide both monthly and year-to-date 

revenue and rate compliance reports, adjusting for changes as necessary.  The Hospital System, on behalf 

of the Hospitals, agrees to file these monthly reports 30 days after the end of the month, together with all 

other reports filed under the Agreement.  The HSCRC and the System on behalf of the Hospitals will 

monitor for any charging patterns that could shift revenues out of State and reduce charges under the 

GBR.  The Hospitals will not be permitted to recover any underages from out of state charge shifts 

through the GBR.   

 

 Effective for the year beginning July 1, 2014, the HSCRC staff will develop a charge per 

case/episode amount for non-GBR revenues to monitor continuing efficiency levels.  A charge per 

case/episode monitoring amount will be developed based on the permanent out-of-state revenue 

experience at June 30, 2014.  HSCRC staff and the Hospital will develop the amounts using state-wide 

weights with outlier definitions defined using LOS.  The HSCRC and the Hospital System desire to 

maintain a monitoring approach that is simpler to maintain than the current CPC system.  HSCRC staff 

and the System on behalf of the Hospitals will work to develop a monthly non-GBR charge per case 

reporting and monitoring approach.  In the event that charge per case shows a pattern of deterioration for 

more than three months due to increasing resource use per case, the HSCRC will work with the Hospital 

System on behalf of the Hospital to promptly implement a limit in charge per case using the monitoring 

amounts already calculated. 

 
 In the fall of CY 2014, a new hospital will open in Germantown, Maryland.  Suburban Hospital 

provides services to the service area population of the new hospital.  Suburban Hospital will work with 

HSCRC staff in the development of a market share adjustment, using a 50% VCF, to recognize the 
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movement of volumes from its Hospital to the new facility.  Any reductions in tertiary cases performed by 

the Hospital, such as cardiac surgery, not performed in the new facility will be excluded from any market 

share adjustment. 
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XIII. Definitions of Terms 
 

Annual Update Factor:  The update factor as approved by the Commission to apply to GBR hospitals in 

the State during the fiscal year, or a portion of the fiscal year. 

 

Approved Regulated GBR Revenue: For each Rate Year, the Hospital’s approved revenue computed in 

accordance with this Agreement and specified in the Hospital’s Order Nisi for the GBR for the particular 

Rate Year.   

 

Approved Regulated GBR Revenue Compliance and Related Adjustments: For each Rate Year, the 

Hospital’s Approved Regulated GBR Revenue will be compared to the Hospital’s actual regulated 

revenue for the GBR services for the particular Rate Year. If the Approved Regulated GBR Revenue 

exceeds the Hospital’s actual regulated GBR revenue, the amount of the excess will be added to the 

Hospital’s Approved GBR Regulated Revenue for the subsequent Rate Year as a One Time Adjustment. 

 

If the Approved Regulated GBR Revenue is less than the Hospital’s actual regulated revenue for the GBR 

services for the particular Rate Year, the amount of the shortfall will be subtracted from the Hospital’s 

Approved Regulated GBR Revenue for the subsequent Rate Year as a One Time Adjustment, except that 

undercharges below the corridor specified in subparagraph III. A will not be so included. 

 

Base Approved Regulated Revenue: The total approved revenue of the Hospital for the initial year of 

the agreement as specified in Appendix A.    

 

Charge per Case ("CPC"): Hospitals that are under a charge per case agreement that is based on the 

total revenue per discharge... 

 

Demographic Adjustment: The Demographic Adjustment is the calculation described in Appendix D 

and the adjustment factors shown therein that provide an adjustment to the Approved Regulated GBR 

Revenue for population and age related volume changes.  This factor will be updated on an annual basis. 

 

Maryland Hospital Acquired Conditions Initiative: The HSCRC’s Maryland Hospital Acquired 

Condition (“MHAC”) measurement methodology that compares a hospital’s risk-adjusted actual rate of 

MHAC to an expected or predicted rate of MHAC based on state-wide experience. 

 

One Time Adjustments: The HSCRC makes one-time adjustments to the Hospital’s rates in deriving the 

Hospital’s Approved Regulated GBR Revenue for the particular Rate Year.  The HSCRC removes the 

One Time Adjustments from the Approved Regulated GBR Revenue in calculating Approved Regulated 

GBR Revenue for a the subsequent Rate Year.  

  
Potentially Avoidable Utilization (“PAU”) includes utilization and revenue related to preventable 

admissions, readmissions (Inter and Intra hospital), Observation patients that would be reflected as a 

readmission if admitted, and Potentially Preventable Complications.  Other categories of PAUs may be 

added by the HSCRC. 



- 23 - 

 

 

 

Quality-Based Reimbursement: The HSCRC’s pay-for-performance initiative that links hospital 

performance to its own performance and to the performance of other hospitals in a given year and on a 

year-to-year basis) on a list of processes of care measures. 

 

Rate Years: The Hospital's Rate Year corresponds to the State fiscal year that begins on July 1 each year 

and ends on June 30. 

 

Readmission Policy Adjustment: In each Rate Year, the derivation of the Hospital’s Total Approved 

Regulated Revenue will include a Readmission Policy Adjustment calculated in accordance with HSCRC 

policies  

 

Service Area: Primary and Secondary Service Areas represent the zip codes from which 75% of 

admissions are derived in the base period. This definition may be adjusted based on agreement between 

the Hospital and HSCRC. 

 

Categorical Cases:  Cases that were previously excluded from the Charge Per Case limits due to the 

quaternary nature of the care and the variation in cost per case.  The definition of these cases for Johns 

Hopkins Hospital is included in Appendix I.   

 

Appendix E lists the Maryland zip codes and counties that make up the Hospital’s Primary Service Area 

and its Secondary Service Area. 

 

Total Approved Regulated Revenue (TARR): The total approved revenue of the Hospital for the 

particular Rate Year including the Approved Regulated GBR Revenue and the Approved Regulated Non-

GBR Revenue as specified in Appendix A.    

 

Unit Rates: The Approved Regulated Revenue per unit computed for each regulated revenue center in 

accordance with this Agreement as specified in the Hospital’s Order Nisi for the particular Rate Year.  

 

Unit Rate Compliance: The Hospital’s compliance with its approved Unit Rate in each regulated 

revenue center calculated pursuant to the HSCRC’s Unit Rate compliance regulations with relaxed 

corridors as described in this Agreement.   
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Appendix A: JHHS System Base Revenue Components and Order Nisi 

 

 

A. Base Approved Regulated Revenue           $               2,729,757,974 

 
1. Approved Regulated Revenue       $               2,729,757,974  

 
2. Increment (If Any) for GBR Investments  

            included in above amount                   $                       8,842,974 

 

 
B. One Time Rate Adjustments and Annual Reversals (included in Approved Regulated 

 Revenue above and Excluded Approved Revenue below) 

 
1. Assessments that Reverse Annually    $                   157,928,023 

 

2. MHAC and QBR      $                    (3,231,215) 

 

3. Other retro reversals       $ _____         15,568,369 

  

        4. Total one-time adjustments     $                  170,265,177 

 
 

C. Revenue Excluded from Approved Regulated Revenue   

            Under GBR but Subject to Rate Regulation     

  Description ______________________________________ 

  ________________________________________________ 

 ________________________________________________ $                    574,276,111 

 

D.       Total Approved Revenue Per Order Nisi 

 (Equals A + C)       $                  3,304,034,085 
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Appendix A-1: JHHS Base Revenue Components by Hospital  
 

 

 

 

 
 

The Johns Hopkins 

Hospital

Johns Hopkins 

Bayview Medical 

Center

Howard County 

General Hospital Surburban Hospital Total Hopkins

A.  Base Approved Revenue

1.  Approved Regulated Revenue $1,636,470,794 $554,499,811 $281,634,848 $257,152,521 $2,729,757,974

2.  Increment (If any for GBR Investments) 

including in above amount  
[3] 5,301,301                1,796,286                912,348                   833,038                   8,842,974                

3.  Total Base Approved Revenue 1,636,470,794        554,499,811            281,634,848            257,152,521            2,729,757,974        

B.  One Time Rate Adjustments and Annual 

Reversals (included in Approved Regulated 

Revenue above and Excluded Approved 

Revenue below)  

1.  Assessments that Reverse Annually 
[1]

101,646,064            29,057,164              14,270,758              12,954,037              157,928,023            

2.  MHAC and QBR (3,413,584)               241,241                   144,835                   (203,707)                  (3,231,215)               

3.  Other retro adjustments 15,568,369              -                            -                            -                            15,568,369              

4.  Total one-time adjustments 113,800,849            29,298,405              14,415,593              12,750,330              170,265,177            

C.  Revenue Excluded from Approved 

Regulated Revenue Under GBR but Subject to 

Rate Regulation:  Out of State 494,401,119            51,768,228              -                            28,106,763              574,276,111            

D.  Total Approved Revenue (A + C) $2,130,871,913 $606,268,039 $281,634,848 $285,259,285 $3,304,034,085

Note 1: Detail of FY 14 Assessments for Total Revenue

NSP I 2,070,760$              658,215$                 307,577$                 306,015$                 3,342,567$              

NSP II 2,070,760 658,215 307,577                   306,015                   3,342,567                

HCCF 24,666,370 6,980,209 3,262,914                3,180,619                38,090,113              

Deficit 51,853,930 14,673,876 6,859,338                6,686,334                80,073,479              

MHIP 19,239,100 5,411,368 2,616,886                2,248,393                29,515,747              

HSCRC User Fee 676,189 252,118 145,997                   138,012                   1,212,317                

MHCC User Fee 434,385 161,951 93,776                      88,649                      778,760                   

Newborn Hearing Screening 153,930 118,090                   242,200                   -                            514,220                   

Patient Safety or Crisp Funding 480,640 143,122                   434,493                   -                            $1,058,255

$101,646,064 $29,057,164 $14,270,758 $12,954,037 $157,928,023

Hopkins GBR Hospitals

Hospital's Base Revenue Components
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Appendix B: General Description of Rate Setting Requirements for Out of State 
Revenue, Categorical Exclusions, and Transfer In cases 

  

1. Out of State Revenue Data Sources and Order of Operations 

 

The following methodology will be utilized to accurately report and reimburse out of state 

revenues: 

 

Definition: 

 

Patients with the international payer class and all non-international patients with valid non- Maryland 

residence zip codes.  Consistency in reporting is critical.  Hospitals agree to notify HSCRC of any 

changes in reporting.   HSCRC and Hospitals will evaluate the need for a change in the Global Budget 

based on the nature and extent of any changes in reporting. 

 

Data Sources: 

 

Total Hospital Revenue:  JHHS monthly financial data submission to HSCRC 

 

Out of State Revenue:  JHHS monthly financial data submission to HSCRC  

 

Reconciliation: 

 

Monthly reconciliations between financial data and case mix data of charges, payer, and in-state out-of-

state totals will be submitted.  Hospitals will promptly resubmit financial data as needed to correct for any 

known discrepancies 
 

Charges: 

 

Charges for out of state volume will be based on the unit rates provided in the Order Nisi. JHHS shall 

charge the same rates to out-of-state patients that it charges to Maryland residents.  

 The out of state revenue will be updated using the approved update factor less the efficiency adjustments 

applied for non-GBR revenues.  All other applicable adjustments to rates will be made, including the 

application of quality policies, readmission shared savings adjustment, efficiency policies, and other 

policies of the Commission.  Out-of-state revenues will not be subject to volume policies of HSCRC. 

 

2. Inpatient and Outpatient Categorical Exclusions Data Sources and Order of Operations 

 

The following methodology will be utilized to accurately report inpatient Categorical Exclusion 

revenues: 

 

Definition: 
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Solid Organ Transplants, Burns, Blood Marrow Transplants (including those performed on an outpatient 

basis), Oncology Research, Oncology Transfers In, and Hematologic Malignancy.  See Appendix J for 

detailed description of Categorical Cases 

 

Data Sources: 

 

Total Hospital Revenue:  JHHS monthly financial data submission to HSCRC 

 

Out of State Revenue:  JHHS monthly financial data submission to HSCRC.   

 

Inpatient Categorical Patients:  JHHS abstract data (in state) 

 

 Cases:  JHHS abstract data 

 DRG-SOI:  JHHS abstract data 

 Total Charges:  JHHS abstract data 

 

Organ Acquisition and Drug Costs for Categorical Patients:   Actual acquisition costs will be reported 

for the applicable cases.  Actual acquisition costs exclude hospital overhead and are net of any rebates, 

grants, incentives, free goods, or other discounts.  

 

Reconciliation: 

 

Monthly reconciliations between financial data and case mix data of charges, payer, and in-state out-of-

state totals will be submitted.  Reconciliations will include charges for total revenues, Medicare FFS 

revenues, and Medicare HMO revenues separated between in and out of state.  This reconciliation is 

intended to be at the total gross level.  More detailed quarterly reconciliations will be provided for units of 

service under existing protocols.    Hospitals will promptly resubmit financial data as needed to correct for 

any known discrepancies. 

 
 

Allowed Charges: 

 

JHH will provide a prospective global budget for Maryland residents for Categorical Cases, which shall 

be incorporated into the global budget of JHH after review by HSCRC staff for reasonableness.  The 

annual budget will provide for a rebasing and trend for these services, taking into account the higher of a 

50% variable cost factor or the statewide variable cost factor, if changed from the current policy, for 

volume changes, plus actual costs of drugs and organ acquisition and maintaining a fixed amount of 

overhead not subject to a variable cost adjustment.  Changes in volumes of services above or below the 

level budgeted, will be considered when developing the budget of a succeeding year.  Changes in actual 

drug and organ acquisition costs will be accounted for through a prospective adjustment. 

 

3. Transfers In From Acute Care Facilities 
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This methodology, still under development, will be utilized to accurately report and adjust the 

global budget for changes in transfers-in from acute care facilities.  HSCRC staff will draft an 

agreement addendum to incorporate the methodology for transfers once the approach is 

completed. 
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Appendix C:  Potentially Avoidable Utilization Targets 
Targets have been supplied through Commission policies. 

1. Targets 

 

a. Readmission and Re-Hospitalization Reduction Targets 

 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

 

 

b. MHAC Targets 

 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

 

 

2. Policy References 

 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

  

3. Description of Methodologies Linking Achievement of Targets and Payment Levels 

 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 
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Appendix D: Demographic Adjustment  
 

Hospitals will be provided a demographic adjustment for GBR revenues based on the methodology 

adopted effective July 1, 2015 and as updated from time to time thereafter.  JHH will break out its 

performance into local, statewide referral, and out-of-state volumes to facilitate application of the policy.  
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Appendix E: Definition of Hospital’s Service Area 

 

The HSCRC will use zip codes and/or counties for market analysis.  

 

The Johns 

Hopkins 

Hospital

Johns Hopkins 

Bayview 

Medical Center

Suburban 

Hospital

Howard County 

General 

Hospital

Primary Service Area

Definition: J-CHiP Area J-CHiP Area 60% of ECMADs[1] 60% of ECMADs[1]

Zip Codes: 21202 21202 20814 20723

21205 21205 20815 20794

21213 21213 20817 21042

21219 21219 20850 21043

21222 21222 20852 21044

21224 21224 20853 21045

21231 21231 20854 21046

20874 21075

20878

20895

20902

20904

20906

Secondary Service Area 

Definition:

Statewide 

Excluding 

J-CHiP[2]

Statewide 

Excluding 

J-CHiP[2] 80% of ECMADs[1] 80% of ECMADs[1]

Zip Codes: 20705 20707

20706 20708

20707 20724

20735 20755

20743 20759

20744 21029

20747 21076

20748 21113

20772 21144

20774 21163

20782 21227

20783 21228

20785 21771

20816 21784

20818 21797

20832

20837

20851

20855

20866

20871

20872

20876

20877

20879

20882

20886

20901

20903

20905

20910

20912

Notes:

[1] Source:  Fiscal 2013 Abstract data (FY13 CMI weights applied to all cases)

[2] JHHS and JHBMC are statewide and regional resources, thus their SSA should be defined as all Maryland zip codes (excluding J-CHiP)
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Appendix F: Annual Disclosure and Certification Regarding Changes in Services 
Provided (Due 30 days after the end of the Rate Year) 
 

A. The following services were shifted in whole or in part to unregulated settings not 

regulated by the HSCRC:  

 

Not Applicable 

  

B. The following services were shifted in whole or in part to the regulated activities of other 

hospitals: 

 

Not Applicable 

 

C. Or: The Hospital is not aware of any services that were shifted in whole or in part to 

unregulated settings. 

 

______________________________                           _______________________________ 

Signature of Officer of Hospital      Date 

 

_______________________________ 

Name (Please Print) 

 

_______________________________ 

Title 

 

_______________________________ 

Telephone Number 

 

_______________________________ 

E Mail Address 
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Appendix G: Hospital Financial Interest, Ownership, or Control of other 
Hospital or Non-Hospital Services Provided Within the Service Area 
 

The Hospital owns, has a substantial financial interest in, controls, or is financially or 

organizationally related to the following provider organizations or systems.  

 

The Johns Hopkins Hospital   

 

 

Entity Name Nature of Service 

Pediatric HIV Program/Parent Child 

Center/Day Care Program 

Free Standing Clinic Services 

Faith Halfway House Free Standing Clinic Services 

Child Mental Health at EBMC Free Standing Clinic Services 

MDDC All Inclusive After Care 

Program 

Free Standing Clinic Services 

Supplemental Education Services Free Standing Clinic Services 

Healthcare for the Homeless/ 

Homeless Outreach Services 

Free Standing Clinic Services 

Department of Medicine, Oncology, 

Surgery 

Free Standing Clinic Services 

Department of Medicine and 

Pediatrics 

Outpatient Renal Dialysis  

The Johns Hopkins Hospital Lab Non-Patient 

Bayview Medical Center Lab Non-Patient 

Howard County General Hospital Lab Non-Patient 

Johns Hopkins at White Marsh Lab Non-Patient 

Johns Hopkins at Green Spring 

Station 

Lab Non-Patient 

 

Johns Hopkins at Green Spring 

Station 

CORF 

The Johns Hopkins Hospital Other Unregulated Services 
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Johns Hopkins Bayview Medical Center  

 

 

Entity Name Nature of Service 

Johns Hopkins Bayview Care Center  Skilled Nursing Care 

Johns Hopkins Bayview Medical 

Center 

Lab Non-Patient  

Johns Hopkins Bayview Medical 

Center 

Physician Part B Services 

 

Johns Hopkins Bayview Medical 

Center 

Certified Nurse Anesthetist  

PACE Program (Hopkins Elder Plus) PACE 

JHBMC Community Psych/ATS COMM PSYCH  

 

 

Howard County General Hospital  

 

 

Entity Name Nature of Service 

Part B Physicians   Physicians Part B Services 

Claudia Mayer Cancer Resource 

Center 

TBD 

 

 

 

Suburban Hospital  

 

 

Entity Name Nature of Service 

Suburban Reference Lab  Lab Non-Patient 

Suburban Hospital Physician 

Professional Coverage 

Physicians Part B Services 

 

Addiction Treatment  TBD 

Suburban Outpatient Medical Center TBD 
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Appendix H:  Calculation of Market Share 

 

While the following calculation is not binding, it is suggested as a calculation that can be used to 

examine possible changes in market share given the complexities arising from evaluating shifts in market 

share under the incentives of population-based payment models.  The HSCRC staff will instruct the 

appropriate Work Group(s) to examine this issue and to recommend policies to the HSCRC. 

 

1. Volume of Services: In considering whether adjustments to the Hospital’s Approved 

Regulated Revenue are warranted for shifts in market share, the changes in the service levels of the 

Hospital and of other hospitals in the Hospital’s Service Area (i.e., its PSA and its SSA) will need to be 

calculated for selected services.   These service levels will be calculated for the Base Year and for each 

Rate Year.  

 

2. The measure of the volume of service will be calculated for the Hospital and for each other 

applicable Hospital separately for inpatient and outpatient services  

 

3. The outpatient services will be converted to an inpatient equivalent volume of services. 

 

4. For each hospital, including the GBR Hospital, which provides services in the particular 

category of service, the Hospital’s Volume of Service will be calculated as follows: 

 

a. The Inpatient Volume of Services will equal the number of case mix adjusted 

discharges (CMADs) of the Hospital’s inpatients whose services are included in the 

particular category; and 

 

b. The Outpatient Volume of Services will be computed as follows: 

 

i. The Hospital’s Unit Charge will be calculated as the average charge per CMAD 

over all of the Hospital’s inpatients, excluding outliers. 

 

ii. The outpatient equivalent CMADs (ECMADs) will be calculated as the 

Hospital’s total charges, exclusive of the charges of inpatients included in the 

count of CMADs, divided by the Unit Charge. 

 

5. The Hospital’s volume of service for the particular category of services will equal the sum 

of the number of CMADs calculated in Step 4(a) and the number of ECMADs calculated in Step 4(b). 

 

6. The calculations described above will be performed separately for PAUs, in recognition 

that a primary objective of the Agreement is to reduce PAUs.  The HSCRC will ensure that the Hospital is 

not penalized for its PAU reductions in the market share calculation. 



37 

 

 

 

7. The total volume of service of a particular category of services which are provided by 

several hospitals will equal the sum of the volume of services for each hospital as calculated above.  

 

The HSCRC will continue to work with the Hospital and the relevant Work Group(s) on the 

methods for calculating service level and market share changes. The parties recognize that this effort is a 

“work in progress” and they will work cooperatively to improve the methods of evaluating changes in 

market share and changes in efficiency levels. 
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Appendix I: Readmission Policy Adjustment  
 

The Hospital's readmission shared savings adjustment for the 2014 Rate Year is as follows: 

JHH -0.21%, JHBMC -0.20%, HCGH -0.20%, Suburban -0.17% 

 

 

 

Appendix J: Definition of Categorical Cases  

Following is the definition of inpatient categorical cases for use in updating global 

categorical budgets on an annual basis. These definitions apply only to JHH except for 

those burn cases that are specific to JHBMC 

 
1. Solid Organ Transplants APR DRGS = 001, 002, 003, 006 or 440  

(any procedure = 5280, 5282 or 5283 or any procedure = 5280, 5282, 5283, 4100, 4101, 4102, 4103, 

4104, 4105, 4106, 4107, 4108 or 3751  Heart Transplantation 4109 or 336 or 3350 , 3351,  3352, 5569, 

5561, 5281, 5051, or 5059)  Any solid organ transplant cases that become outpatient will also be 

considered. 

2. Melodysplastic - Any Diagnosis = 2387 for Johns Hopkins Oncology Center   

3. Pediatric Burn Cases (Age < 18) - 3rd Degree Burns        

4. Johns Hopkins Oncology Center      

a. Transplant Cases (Reserve Flag = 1) 

b. Research Cases (Reserve Flag = 2 

c. Hematological Cases (Reserve Flag = 3 

d. Transfer in Cases (Reserve Flag = 4) 

5. Johns Hopkins Bayview Burn Center = Daily Service Code 7 

 

 

 


