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RELEVANCE & SIGNIFICANCE EVALUATION & OUTCOMES IMPLICATIONS FOR PRACTICE

* The Pay for Performance Program (P4P) in Maryland puts
hospital inpatient revenue at risk or reward based on metrics to
incentivize higher quality of care
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* Education of Providers, Nursing & Executives
* Improved transparency in case volume and validity
* Improved providing understanding of complications, impact of

* On a monthly basis, CDI Specialists review an average of 200
cases, with more than 40 cases going through the secondary,
multi-disciplinary review.

o Maryland Hospital Acquired Complications (MHAC) +  Since May 2022, 450 physician reviews have been submitted, clinical documentation, need for accurate query response and
o Patient Safety Indicators (PSIs) with completion compliance averaging 80%. overall engagement | o
. In 2021, University of Maryland Medical Center (UMMC) saw . Earl.ler 1dent1f.1cat10n of tregds in dec.hmng performance
poor performance in MHAC & PSI programs, financial penalty in Case * [Easier extraction of data paints to drive QI work
Maryland programs, and a lack of engagement in complication Reviews * More efficiency in ability to stand up data-driven, rapid
review and mitigation Provider o3 Gases Reviewed FY20272 vs. FY2024 improvement work to address areas of opportunity

Improvement Work

» MHAC & PSI Reduction work was identified as a Quality - E"gag::e"t » dentiied & Action
e % t
Assurance and Performance Improvement (QAPI) priority at for Clinical Validity T— Improved Patient NEXT STE PS
UMMC >400 cases discussed | Outcomes

with Provider Advisors -
Agility in adapting to changes in P4P model

* Innovative and efficient strategies to address these conditions — |
are vital to drive high patient quality of care.  Development of TAS.Q .(Team Approach to Quality & Safety)
Workgroups for rapid improvement work

* Addressing discrepancies in lexicon between coding and
clinical language

Multi-Level
—— Systematic
Review

PSI Program:
9.4% Less PSls l

PURPOSE

* Ensure accuracy of coding for the clinical picture

* Identify deviations from standard practice

* Identify quality of care and patient safety concerns

* C(Create and sustain a multi-disciplinary review process
 Determine how to prevent future patient complications

Improved Chart
Accuracy
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