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Glossary of Terms 
Term Definition 

Acute Competency 
wŜǎǘƻǊŀǘƛƻƴ όά!/wέύ 

Focuses on the treatment to obtain competency to stand trial. This 
requires that the person understands the charges, verdicts and potential 
consequences, trial participation, process, ability to assist counsel, and 
decision-making ability. 

Average Daily Census 
όά!5/έύ 

Average Daily Census is the average number of patients per day in a 
hospital over the course of a year. 

Average Length of Stay 
όά![h{έύ  

Refers to the average number of days that patients spend in hospital. It 
is measured by dividing the total number of days stayed by all inpatients 
during a year by the number of admissions or discharges. 
ALOS: ________number of patients_________ 
           number of admissions or # of discharges 

Americans with Disabilities 
!Ŏǘ όά!5!έύ 

Ensures access to the built environment for people with disabilities. The 
ADA Standards establish design requirements for the construction and 
alteration of facilities subject to the law. These enforceable standards 
apply to places of public accommodation, commercial facilities, and 
state and local government facilities. 

Central Maryland Region Comprised of Anne Arundel County, Baltimore City, Baltimore County, 
Harford County, and Howard County. 

Chronic Care  Chronic Care is the collective term for patients requiring skilled nursing 
and long-term acute care services. 

Clifton T. Perkins Hospital 
Center 

Clifton T. Perkins Hospital Center, located at 8450 Dorsey Run Road, 
Jessup, MD is a maximum-security inpatient behavioral health facility. 
The facility is licensed and certified by the Office of Health Care Quality 
and accredited by The Joint Commission. 

Community Re-Entry 
όά/w9έύ 

Focuses on patients who are transitioning back to the community from 
higher acuity levels of care. A successful transition requires that the 
appropriate services and activities exist in the community. 

Competency Maintenance 
όά/aέύ 

Directed at patients who are deemed competent to stand trial and are 
awaiting judicial review and disposition. Treatment focuses on 
maintaining competency throughout the entire length of 
hospitalization. 

Core Planning Team  The Core Planning Team is comprised of members of the Maryland 
Department of Health, Maryland Department of General Services, 
Marshall Craft Associates, and Jensen + Partners. 
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Glossary of Terms 
Term Definition 

Cost per Patient  The cost of care per patient is the annual operating costs divided by the 
number of patients in the unit or facility, depending on the specific 
situation. The operating costs are a compilation of general 
administrative, maintenance, dietary, and clinical functions. 
Maintenance includes management of the physical plant and the 
grounds, housekeeping, fire and safety services, transportation, and 
laundry/linen services. Services such as fiscal, volunteer, procurement, 
IT/communication, workshops, and administrative are rolled up into 
general administrative costs. General administrative costs are most 
often relatively fixed and are not fluctuating with the patient census 
unlike dietary and clinical care functions. 

5ŜŜǊΩǎ IŜŀŘ IƻǎǇƛǘŀƭ 
Center 

5ŜŜǊΩǎ IŜŀŘ IƻǎǇƛǘŀƭ /ŜƴǘŜǊΣ located at 351 Deer's Head Hospital Road, 
Salisbury, MD provides outcome-oriented, comprehensive 
management of complex medical conditions. The facility provides 
inpatient and outpatient dialysis, and skilled nursing/long-term care. 
The facility is licensed and certified by the Office of Health Care Quality 
and accredited by The Joint Commission. 

Developmental Disabilities 
!ŘƳƛƴƛǎǘǊŀǘƛƻƴ όά55!έύ 

DDA provides services to individuals with substantial functional 
limitations resulting from cognitive impairments. 

Developmental Disabilities 
Facilities 

Includes the Holly Center and Potomac Center. 

Eastern Shore Hospital 
Center 

Eastern Shore Hospital Center, located at 5262 Woods Road, 
Cambridge, MD provides inpatient behavioral health services on 
aŀǊȅƭŀƴŘΩǎ 9ŀǎǘŜǊƴ Shore for adults age 18 and older that are suffering 
from psychiatric disorders. The facility is licensed and certified by the 
Office of Health Care Quality and accredited by The Joint Commission. 

Eastern Shore Maryland 
Region 

Comprised of Caroline, Cecil, Dorchester, Kent, Queen Anne's, 
Somerset, Talbot, Wicomico, and Worcester Counties. 

Facility for /ƘƛƭŘǊŜƴ όάCC/έύ The FFC provides competency attainment services for children and 
adolescents who are participating in the legal process. These are 
patients who cannot attain competency and understanding of their 
charges and the legal process in the community. 

Federally Qualified Health 
/ŜƴǘŜǊǎ όάCvI/ǎέύ 

FQHCs are community-based health care providers that qualify for 
enhanced reimbursement from Medicare and Medicaid. They must 
provide primary care services to an underserved area or population, 
offer a sliding fee scale, have an ongoing quality assurance program, and 
have a governing board of directors. 

Gero-tǎȅŎƘƛŀǘǊƛŎ όάDtέύ  Patients with increased medical service needs, including changes in 
acuity levels, which are generally attributable to aging. There may be 
younger patients that require similar levels of care due to factors not 
attributable to age. 
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Glossary of Terms 
Term Definition 

Health Professional 
{ƘƻǊǘŀƎŜ !ǊŜŀǎ όάIt{!έύ 

The Health Resources and Services Administration under the U.S. 
Department of Health and Human Services designates HPSA as areas 
with a shortage of primary medical care, dental care, or mental health 
providers.  

Holly Center Holly Center, located at 926 Snow Hill Road, Salisbury, MD provides 
residential and support services to individuals with intellectual and 
developmental disabilities working to integrate into less restrictive 
settings in the community. The facility is licensed and certified by the 
Office of Health Care Quality. 

Inpatient Behavioral Health  Provides intensive residential psychiatric treatment on a 24-hour basis, 
to individuals experiencing severe psychiatric symptoms or behaviors 
that place them at risk of harming themselves or others. 

Inpatient Behavioral Health 
Facilities 

Includes Springfield Hospital Center, Eastern Shore Hospital Center, 
Spring Grove Hospital Center, Clifton T. Perkins Hospital Center, and 
Thomas B. Finan Center.  

LƴǘŜƭƭŜŎǘǳŀƭ Řƛǎŀōƛƭƛǘȅ όάL5έύ Can be part of an inpatient behavioral health cohort.  

Intensive management 
όάLaDa¢έύ 

Directed at inpatient behavioral health patients who are violent, 
predatory, or malingering. These patients require a maximum level of 
security. 

LƴǘŜƴǎƛǾŜ ƳŜŘƛŎŀƭ όάLaέύ Provided to patients requiring long-term institutionalization due to the 
instability of their condition and can be deemed non-restorable to 
competency following extensive treatment and intervention. 

John L. Gildner Regional 
Institute for Children and 
!ŘƻƭŜǎŎŜƴǘǎ όάWƻƘƴ [Φ 
DƛƭŘƴŜǊ wL/!έύ 

John L. Gildner RICA, located at 15000 Broschart Road, Rockville, MD is 
a community-based treatment and special educational facility serving 
adolescents with severe emotional disabilities. The onsite school is 
managed through a partnership between MDH and Montgomery 
County Public Schools. The facility is licensed and certified by the Office 
of Health Care Quality and accredited by The Joint Commission. 

Joint Commission The Joint Commission accredits and certifies more than 22,000 health 
care organizations and programs in the United States, including 
hospitals and health care organizations that provide ambulatory and 
office-based surgery, behavioral health, home health care, laboratory, 
and nursing care center services. An independent, not-for-profit 
ƻǊƎŀƴƛȊŀǘƛƻƴΣ ¢ƘŜ Wƻƛƴǘ /ƻƳƳƛǎǎƛƻƴ ƛǎ ǘƘŜ ƴŀǘƛƻƴΩǎ ƻƭŘŜǎǘ ŀƴŘ ƭŀǊƎŜǎǘ 
standards-setting and accrediting body in health care. 

Long-Term Acute Care 
IƻǎǇƛǘŀƭǎ όά[¢!/Iέύ  

Long-term acute care hospitals (LTACH) are facilities that specialize in 
the treatment of patients with serious medical conditions that require 
care on an ongoing basis but no longer require intensive care or 
extensive diagnostic procedures. 

MDH Service Line  MDH currently operates four (4) core service lines. These include: 
Inpatient Behavioral Health, RICA, DDA, and Chronic Care 
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Glossary of Terms 
Term Definition 

Mechanical, Electrical, and 
Plumbing Engineering 
όάa9tέύ 

These three (3) technical disciplines encompass the systems that make 
building interiors suitable for human occupancy. 

Medically Underserved 
Areas & Medically 
Underserved Populations 

Medically Underserved Areas and Medically Underserved Populations 
are defined by the Federal Government to include areas or population 
groups that demonstrate a shortage of health care services. 

Not Criminally Responsible 
όάb/wέύ 

A law in Maryland that considers that at the time the crime was 
committed the defendant could not understand their actions were 
illegal or conform their actions to the law because of a mental disorder 
or developmental disabilities. 

Office of Health Care 
vǳŀƭƛǘȅ όάhI/vέύ 

The OHCQ is a department within the Maryland Department of Health 
charged with monitoring the quality of care in Maryland's health care 
facilities and community-based programs. OHCQ licenses and certifies 
facilities and programs throughout Maryland. Licensing authorizes a 
facility to do business in the state. Certification authorizes a facility to 
participate in Medicare and Medicaid Programs. OHCQ surveys these 
facilities and programs to determine compliance with State and federal 
regulations, which set forth minimum standards for the delivery of care. 

Potomac Center Potomac Center, located at 1380 Marshall Street, Hagerstown, MD 
provides residential and support services to individuals with intellectual 
and developmental disabilities working to integrate into less restrictive 
settings in the community. The facility is licensed and certified by the 
OHCQ. 

Regional Institute for 
Children and Adolescents 
.ŀƭǘƛƳƻǊŜ όάwL/! 
.ŀƭǘƛƳƻǊŜέύ 

RICA Baltimore, located at 605 S. Chapel Gate Lane, Baltimore, MD is a 
community-based treatment and special educational facility serving 
adolescents students with severe emotional disabilities. This facility 
serves adolescents from the Central Maryland region, the Eastern 
Shore, and parts of Western Maryland. The facility is licensed and 
certified by the OHCQ and accredited by The Joint Commission. 

Regional Institutes for 
Children and Adolescents 
Facilities 

Includes RICA Baltimore and John L. Gildner RICA facilities. 

Residential Institutes for 
Children and Adolescents 
όάwL/!έύ 

RICA facilities provide residential and day treatment programming for 
children and adolescents with severe emotional disabilities from across 
Maryland. 

Secure Evaluation and 
Therapeutic Treatment 
όά{9¢¢έύ 

The SETT program is located on the grounds of the Potomac Center and 
provides evaluation and assessment services, as well as active 
treatment, to people with intellectual disabilities and court involvement 
within a secure and safe environment. 

Skilled Nursing Facility 
όά{bCέύ 

A facility that provides both short term treatment for rehabilitation 
from an illness or injury, or long-term treatment for patients who need 
a high level of care on a frequent or constant basis due to a chronic 
medical condition. 
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Glossary of Terms 
Term Definition 

Southern Maryland Region Comprised of Calvert, Charles, Montgomery, Prince George's, and St. 
Mary's Counties 

Spring Grove Hospital 
Center 

Spring Grove Hospital Center, located at 55 Wade Avenue, Catonsville, 
MD provides a broad spectrum of inpatient behavioral health services 
to adults and adolescents with psychiatric disorders. Spring Grove 
Hospital Center was founded in 1797 and is the second oldest 
continuously operating psychiatric hospital in the United States. The 
facility is licensed and certified by the Office of Health Care Quality and 
accredited by The Joint Commission. 

Springfield Hospital Center Springfield Hospital Center, located at 6655 Sykesville Road, Sykesville, 
MD first opened in 1896. The facility provides a wide range of inpatient 
behavioral health clinical services for the treatment of psychiatric 
disorders. The facility is licensed and certified by the OHCQ and 
accredited by The Joint Commission. 

Thomas B. Finan Center Thomas B. Finan Center, located at 10102 Country Club Road, 
Cumberland, MD is a multi-purpose inpatient behavioral health facility. 
The facility specializes in the evaluation and treatment services for 
adults with psychiatric disorders. The facility is licensed and certified by 
the OHCQ and accredited by The Joint Commission. 

Transition Traumatic Brain 
LƴƧǳǊȅ όά¢.Lέύ 

TBI is sudden damage to the brain caused by an injury. Common causes 
include car/motorcycle crashes, falls, sports injuries, and assaults. 
Injuries can range from mild concussions to severe permanent brain 
damage. 

Western Maryland Hospital 
Center 

Western Maryland Hospital Center, located at 1500 Pennsylvania 
Avenue, Hagerstown, MD specializes in interventional health care 
services including: rehabilitation, peritoneal dialysis, total parenteral 
nutrition or special isolation, diagnosis and comorbidities, brain injury, 
spinal cord injury, multiple trauma, multiple system failure, post 
coronary artery bypass graft surgery (or other open heart surgeries 
requiring extensive re-stabilization and rehabilitation), Stage III-IV 
wound management and wound vac, hyperalimentation, and infectious 
disease management and isolation including negative pressure 
isolation. The facility is licensed and certified by the OHCQ and 
accredited by The Joint Commission. 

Western Maryland Region Comprised of Allegany, Carroll, Frederick, Garrett, and Washington 
Counties. 
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Introduction 
This Executive Summary provides a high-level overview of each of the six (6) sections contained 
ǿƛǘƘƛƴ ǘƘŜ aŀǊȅƭŀƴŘ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ нлпм aŀǎǘŜǊ tƭŀƴ wŜǇƻǊǘ όǘƘŜ άtƭŀƴέύΦ ¢ƘŜ 9ȄŜŎǳǘƛǾŜ 
Summary starts with the background of the Maryland Department of Health, then reviews the 
purpose of the Plan, work approach and stakeholder engagement. It concludes with a recap of 
the alternatives analyzed and recommendations, including recommended capital costs, 
projected operating savings, and capital cost avoidance. 

Background 
¢ƘŜ aŀǊȅƭŀƴŘ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ όάa5Iέ ƻǊ ά5ŜǇŀǊǘƳŜƴǘέύ ƛǎ ŀ ŎŀōƛƴŜǘ ƭŜǾŜƭ ŀƎŜƴŎȅ ǿƛǘƘƛƴ 
the State government that is responsible for the public health and well-being for all Marylanders. 
MDH currently operates 1,876 beds at 11 facilities. Services provided are organized into four (4) 
areas of care: Inpatient Behavioral Health, Regional Institutes for Children and Adolescents 
όάwL/!έύΣ ǊŜǎidential facilities for individuals with developmental disabilities, and Chronic Care 
services. 

Purpose of the Plan 
The purpose of the Maryland Department of Health 2041 Master Plan ƛǎ ǘƻ ŀƭƛƎƴ a5IΩǎ ǇǊƻƧŜŎǘŜŘ 
patient care needs with health care services offered or provided by the Department. The Plan 
ǎǳǇǇƻǊǘǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ нлмф ǇŀǊǘƴŜǊƛƴƎ ŀƎǊŜŜƳŜƴǘ άaŀǊȅƭŀƴŘ ¢ƻǘŀƭ /ƻǎǘ ƻŦ /ŀǊŜ 
ό¢/h/ύ aƻŘŜƭέΣ ǿƛǘƘ ǘƘŜ ¦Φ{Φ /ŜƴǘŜǊǎ ŦƻǊ aŜŘƛŎŀǊŜ ϧ aŜŘƛŎŀƛŘ {ŜǊǾƛŎŜǎ όά/a{έύΦ ¢ƘŜ ¢/h/ 
Model sets a per capita limit on Medicare total cost of care in Maryland. The TCOC Model is the 
first CMS Innovation model to hold a state fully at risk for annual increases in total cost of care 
for Medicare beneficiaries.1 With implementation of the Plan, the State will progressively 
transform health care delivery across the healthcare system with the objective of improving 
health and quality of care while reducing costs. At the same time, State growth in Medicare 
spending must be maintained at lower than the national growth rate and at an annual savings 
target of $300 million per year.2 
 
 
 
 
 

 
1 /ŜƴǘŜǊǎ ŦƻǊ aŜŘƛŎŀƛŘ ŀƴŘ aŜŘƛŎŀǊŜ {ŜǊǾƛŎŜǎΣ aŀǊȅƭŀƴŘΩǎ ¢ƻǘŀƭ /ƻǎǘ ƻŦ /ŀǊŜ aƻŘŜƭ 
https://innovation.cms.gov/innovation-models/md-
tccm#:~:text=The%20Model's%20financial%20targets%20are,based%20payments%20for%20Maryland%20hospital
s. 
2 aŀǊȅƭŀƴŘΩǎ ¢ƻǘŀƭ /ƻǎǘ ƻf Care Model Background and Summary, Centers for Medicaid and Medicare Services 
https://hscrc.maryland.gov/Documents/Modernization/Total%20Cost%20of%20Care%20Model%20-
%20Background%20and%20Summary_7_26_17.pdf 
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At the outset of the planning process, a set of Guiding Principles, against which evaluations and 
decisions of the Plan were to be made, was developed: 

 Realign health care delivery to support evolving care models and trends. 
 Improve the patient care environment. 
 Implement efficiencies in service through utilization of all appropriate healthcare assets 

available throughout Maryland - not just those owned and operated by MDH. 
 Fulfill the requirements associated with the Maryland Total Cost of Care Model. 

Facilities 
MDH has 14 facility campuses located throughout the State. Three (3) of those facilities are closed 
or leased. For the remaining 11 operating facilities, services are provided within a large number 
of buildings - many of these buildings, due to their age, do not align with evolving patient care 
models and are reaching or are at the end of their useful life. Due to the age of many MDH 
facilities, the cost to provide care consistently exceeds comparable locations and national 
benchmarks for similar services. 
 

Facility Assessment Summary 
 

 
Figure 1 Facility Assessment Summary 
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Planning Process 
The Plan was developed in accordance with the Maryland Department of Budget and 
Management's Facilities Master Plan Guidelines.3 MDH coordinated with the Maryland 
5ŜǇŀǊǘƳŜƴǘ ƻŦ DŜƴŜǊŀƭ {ŜǊǾƛŎŜǎ όά5D{έύ ǘƻ ǇǊƻŎǳǊŜ ǘƘŜ ǎŜǊǾƛŎŜǎ ƻŦ Ŏƻƴǎǳƭǘŀƴǘǎ ǘƻ ŀǎǎƛǎǘ ƛƴ ǘhe 
development of the Plan. Maryland architectural firm of Marshall Craft Associates and its local 
team of architects and engineers, along with the national health care planning firm, 
Jensen+Partners were selected to work closely with a MDH-DGS planning committee of senior 
MDH leaders, to undertake development of the Maryland Department of Health 2041 Master 
Plan.   
 
!ǎ a5I ǿŀǎ ǿƻǊƪƛƴƎ ǘƻ ŦƛƴŀƭƛȊŜ ǘƘŜ tƭŀƴ ƛƴ {ǇǊƛƴƎ нлнлΣ a5IΩǎ ǳƴŦƻǊŜǎŜŜƴ ǳǊƎŜƴǘ ƴŜŜŘ ǘƻ 
respond to the COVID-19 pandemic refocused the DepartmŜƴǘΩǎ ŜŦŦƻǊǘǎ ŦǊƻƳ ŎƻƳǇƭŜǘƛƻƴ ƻŦ ǘƘŜ 
Plan. This resulted in a delayed finalization and submission of the Plan. Planning data used for 
submission of the Plan utilizes baseline and cost projection data through 2020. 

Stakeholder Engagement 
The planning process, particularly the current state assessment and development of a future care 
model, engaged a wide group of MDH leaders, medical and clinical staff, strategy and medical 
planners, and administrative staff. Representatives from community health care organizations 
also participated in the review and consideration of shared resources or facilities. Over 100 
individuals contributed their expertise and ideas in a series of work sessions. Following the 
release of the Plan, MDH intends to continue its community and local government outreach to 
refine recommendations and improve outcomes. 

Five Step Work Approach 
 Analysis of Programs and Services 

o The Core Planning Team, working with the key stakeholders, reviewed the current 
model of care delivery, projected revisions for future models of care, and defined 
volume projections through the year 2041. Volume projections were developed 
to incorporate three (3) key factors: market demand and utilization forecast, 
shifting demographics and disease prevalence, and the impact of a future care 
model to address evolving developments and best practices for patient services. 
±ƻƭǳƳŜ ǇǊƻƧŜŎǘƛƻƴǎ ŦƻǊŜŎŀǎǘ ŀ ǊŜŘǳŎǘƛƻƴ ƛƴ ǘƘŜ ŦǳǘǳǊŜ ōŜŘ ŘŜƳŀƴŘ ŀŎǊƻǎǎ a5IΩǎ 
service lines. The future combined total bed demand is projected to be 1,589 in 
2030 and 1,540 in 2040, and requires a consequential re-thinking of the highest 
and best use of the current facility campuses, their facilities and locations. 

 
 
 

 
3 https://dbm.maryland.gov/budget/Documents/capbudget/FacilitiesMasterPlan.pdf 

https://dbm.maryland.gov/budget/Documents/capbudget/FacilitiesMasterPlan.pdf
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 Analysis of Facilities 

o The planning process included a survey of the facilities and a comprehensive 
analysis of the infrastructure and functionality of each site. The assessment 
analyzed cost information of operating and non-operating facilities and the total 
cost of care of clinical operations. Conclusions from the analysis indicated that the 
requirements to upgrade many of the existing facilities to projected future 
standards of care would be operationally difficult and cost prohibitive. 

 
 Alternate Development Scenarios 

o The consultants and Core Planning Team developed alternate scenarios to align 
the forecasted programmatic needs with those for facilities. For example, the 
program analysis indicated that Maryland has a surplus of existing bed capacity in 
the private sector, which could potentially be repurposed to address MDH 
demand ς in some cases at a reduced cost. In lieu of MDH undertaking costly 
ǊŜǘǊƻŦƛǘ ƻǊ ǊŜǇƭŀŎŜƳŜƴǘ ƻŦ ŦŀŎƛƭƛǘȅ ōǳƛƭŘƛƴƎǎΣ ǘƘŜ ǇƻǘŜƴǘƛŀƭ ǘƻ ǎƘƛŦǘ ǎƻƳŜ ƻŦ a5IΩǎ 
patients to available space in community health care organizations was explored. 
The Core Planning Team met with a broad range of representatives of various 
health care organizations to develop an understanding of their interest in 
potential partnership opportunities with MDH. These discussions and additional 
analyses determined that, while some patients are suitable for community health 
care settings, the higher acuity patients will likely need to be cared for by MDH. 

 
o Various alternative recommendations were considered during the development 

of the Plan. The Plan recommends investing in MDH facilities and right-sizing the 
capacity of the facilities, while also developing partnerships with health care 
organizations and enhancing the community reintegration of patients. 
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Master Plan Phased Recommendation Summary 
A. Phase 1 Recommendation Summary (FY 2022-2026) 

a. Divestiture of Non-Operating Facilities 
i. Crownsville Hospital Center (Anne Arundel) 
ii. Regional Institute for Children & Adolescents Southern Maryland (Prince 

DŜƻǊƎŜΩǎύ 
iii. Upper Shore Community Mental Health Center (Kent) 

b. Construction: 
i. Construct four (4) 24-hour crisis centers located in each region of the State 

(Western Maryland, Central Maryland, Southern Maryland, Eastern Shore) 
c. Strategic Partnerships 

i. Identify and develop strategic partnerships to transition services currently 
ǇǊƻǾƛŘŜŘ ŀǘ 5ŜŜǊΩǎ IŜŀŘ IƻǎǇƛǘŀƭ /ŜƴǘŜǊ ŀƴŘ ²ŜǎǘŜǊƴ aŀǊȅƭŀƴŘ IƻǎǇƛǘŀƭ 
Center 

ii. Consolidate MDH Behavioral Health Administration office spaces into the 
5ŜǇŀǊǘƳŜƴǘΩǎ ǊŜƭƻŎŀǘƛƻƴ ǘƻ ǘƘŜ .ŀƭǘƛƳƻǊŜ /ŜƴǘǊŀƭ .ǳǎƛƴŜǎǎ 5ƛǎǘǊƛŎǘ 

iii. Perform an assessment of the Central Maryland Inpatient Behavioral 
Health Capacity 
 

B. Phase 2 Recommendation Summary (FY 2027 - 2031) 

a. Construction 
i. Construct two (2) facilities: 

1. Facility for Children (Central Maryland); 
2. Secure Evaluation Therapeutic Treatment (SETT) Facility (Jessup) 

ii. Construct a replacement hospital building at Springfield Hospital Center 
(Sykesville) 
 

C. Phase 3 Recommendation Summary (FY 2032 - 2041) 

a. Construction 
i. Renovate the Holly Center 

b. Community Integration 
i. Identify and develop strategic partnerships and integration plans to 

transition services currently provided at Potomac Center and Spring Grove 
Hospital Center 
 

D. Operations and Maintenance Impacts 

a. Cumulative cost avoidance of $321.6 million by implementation of the Plan over 
the twenty-year term, including and a one-time cost avoidance of $24.1 million 
through the transition of services from four (4) facilities
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Introduction 
Section II provides an overview and background information for MDH. It includes the history, 
mission, and scope of services of the Department. Starting with the origins and rationale for the 
tƭŀƴΩǎ ŜŦŦƻǊǘΣ {ŜŎǘƛƻƴ LL ŘŜǘŀƛƭǎ ǘƘŜ a5I ǎŜǊǾƛŎŜ ƭƛƴŜǎ ŀƴŘ ŦŀŎƛƭƛǘȅ ƭƻŎŀǘƛƻƴǎΦ 

History  
Since the mid-1600s, Maryland has been committed to supporting its residents by providing vital 
health and social services. The first activities included the registration of births, deaths, and 
marriages. The incorporation of Baltimore Town into Baltimore City involved the formalization of 
a public health agency and the development of specific health policies and ordinances to provide 
health care services. Today, Maryland has 24 local health departments located in Baltimore City 
ŀƴŘ ƛƴ ŜŀŎƘ ƻŦ aŀǊȅƭŀƴŘΩǎ но ŎƻǳƴǘƛŜǎΦ 
 
MDH has five (5) major divisions - Public Health Services, Behavioral Health Administration, 
Developmental Disabilities Administration, Health Care Financing, and Operations. Additionally, 
the Department has 20 professional boards that license and regulate health care professionals, 
as well as various commissions that issue grants, conduct research, and make recommendations 
ƻƴ ƛǎǎǳŜǎ ǘƘŀǘ ŀŦŦŜŎǘ aŀǊȅƭŀƴŘΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳΦ a5I Ƙŀǎ ŀ ǎǘŀŦŦ ƻŦ ƳƻǊŜ ǘƘŀƴ млΣллл 
and a budget greater than $17 billion. 

Purpose of the Plan 
The Wƻƛƴǘ /ƘŀƛǊƳŜƴΩǎ wŜǇƻǊǘ on the Fiscal Year (FY) 2018 State Operating Budget (HB 150) and 
the State Capital Budget (HB 151) and Related Recommendations (page 251 of referenced 
Report) requested that MDH develop a Conceptual Facilities Master Plan with early action items 
to be completed by October 1, 2017, and completion of a full Facilities Master Plan by October 
1, 2018. MDH developed and delivered the Conceptual Facilities Master Plan on time and 
subsequently requested extensions for completion of the full Facilities Master Plan - this 
document, due to the complexity and magnitude of the endeavor, changes in scope for the work 
that arose during the planning process, and delays due to MDH refocusing its efforts to respond 
to the COVID-19 pandemic. 
 
hƴ bƻǾŜƳōŜǊ нлΣ нлмфΣ ŀ ƳŜƳƻǊŀƴŘǳƳ ƻŦ ǳƴŘŜǊǎǘŀƴŘƛƴƎ όάah¦έύ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ōŜǘǿŜŜƴ ǘƘŜ 
Centers for Medicare and aŜŘƛŎŀƛŘ {ŜǊǾƛŎŜǎ όά/a{έύ ŀƴŘ ǘƘŜ {ǘŀǘŜ ƻŦ aŀǊȅƭŀƴŘ ǊŜƎŀǊŘƛƴƎ ǘƘŜ 
aŀǊȅƭŀƴŘ ¢ƻǘŀƭ /ƻǎǘ ƻŦ /ŀǊŜ aƻŘŜƭΦ ¢ƘŜ ǎŎƻǇŜ ŀƴŘ ǇǳǊǇƻǎŜ ƻŦ ǘƘŜ ah¦ ŘŜŦƛƴŜŘ ά¢ƘŜ 
commitment, principles, and framework for CMS and the State to develop a comprehensive set 
of goals, measures, milestones, and targets for hospital quality improvement, health care system 
ǘǊŀƴǎŦƻǊƳŀǘƛƻƴ ŀƴŘ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘΣ ŀƴŘ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ όά{ǘŀǘŜǿƛŘŜ 
LƴǘŜƎǊŀǘŜŘ IŜŀƭǘƘ LƳǇǊƻǾŜƳŜƴǘ {ǘǊŀǘŜƎȅέύ ŦƻǊ ǘƘŜ aŀǊȅƭŀƴŘ ¢ƻǘŀƭ /ƻǎǘ ƻŦ /ŀǊŜ aƻŘŜƭ ώΦΦΦϐΦέ  ¢he 
MOU included the Statewide Integrated Health Improvement Strategy Principles and outlined 
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the agreement between CMS and the State. The Statewide Integrated Health Improvement 
Strategy Principles are as follows: 
 

1. Goals, measures, and targets should be relevant to Maryland as established through a 
collaborative public process as determined by the State. 

2. Goals, measures, and targets should reflect an all-payer perspective. 
3. Goals, measures, and targets should capture statewide improvements achieved under the 

Model, including improved health outcomes and equity. 
4. Goals for the three domains described in Section III.C.1 through III.C.3 of this MOU should 

be synergistic and mutually reinforcing. 
5. Measures should be focused on outcomes whenever possible. 
6. Milestones, including process measures, may be used to signal progress toward the 

targets. 
7. The Statewide Integrated Health Improvement Strategy Proposal should fully maximize 

the population health improvement opportunities made possible by the Model; and 
8. The Statewide Integrated Health Improvement Strategy Proposal should promote public 

and private partnerships with shared resources and infrastructure.4

 
4 Department of Health and Human Services and CMS: Memorandum of Understanding Between the Centers for 
Medicare & Medicaid Services and State of Maryland in relation to the Maryland Total Cost of Care Model 
Statewide Integrated Health Improvement Strategy dated November 20, 2019 
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Service Lines and Specialized Care Services 
The health care services provided at Maryland Department of Health facilities have historically 
been divided into four (4) service delivery lines: 
 

I. Inpatient Behavioral Health; 
II. wŜǎƛŘŜƴǘƛŀƭ LƴǎǘƛǘǳǘŜǎ ŦƻǊ /ƘƛƭŘǊŜƴ ŀƴŘ !ŘƻƭŜǎŎŜƴǘǎ όάwL/!έύΤ 
III. Residential Services for Individuals with Developmental Disabilities; and 
IV. Chronic Care. 

 
¢ƘŜ {ǘŀǘŜΩǎ ǊƻƭŜ ƛǎ ǘƻ ǇǊƻǾƛŘŜ ŎŀǊŜ ŦƻǊ aŀǊȅƭŀƴŘ ǊŜǎƛŘŜƴǘǎΣ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǇŀȅŜǊ ǎǘŀǘǳǎΣ ŘƛŀƎƴƻǎƛǎΣ 
or court involvement. The following is a brief overview of each service line: 
 

A. Inpatient Behavioral Health 
MDH provides hospital-based behavioral health services that includes intensive residential 
psychiatric treatment to individuals experiencing psychiatric symptoms or behaviors. Inpatient 
behavioral health patients can be voluntarily committed, civilly committed, and be court involved 
through Title 3 of the Criminal Procedure Article of the Annotated Code of Maryland. Court 
involved patients are involved with the criminal justice process, and their treatment and 
competency restoration are managed in concert with the judicial system. Inpatient services may 
include psychiatric and clinical evaluation, medication administration and management, 
individual and family counseling, group therapy, medical and nursing supervision and 
interventions, psychoeducation, and aftercare services. Inpatient psychiatric care services for 
individuals with severe and persistent mental illness are structured to develop or restore 
independent living and social skills, including the ability to make decisions regarding: life, self-
care, illness management, and community participation; as well as to promote access to and use 
ƻŦ ŎƻƳƳǳƴƛǘȅ ǊŜǎƻǳǊŎŜǎ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƛƴǘŜƎǊŀǘƛƻƴ ƛƴǘƻ ǘƘŜ ŎƻƳƳǳƴƛǘȅΣ ǘƘŜǊŜōȅ 
facilitating recovery, and preventing relapse and re-hospitalization. 
 
Over the last century, the patient care model and the patient population for Inpatient Behavioral 
Health has changed. Twenty years ago, the majority of MDH patients required long-term 
institutional care because of their inability to medically manage their condition in the community. 
¢ƻŘŀȅΣ a5IΩǎ ǇŀǘƛŜƴǘ ǇƻǇǳƭŀǘƛƻƴ ƛǎ ǇǊƛƳŀǊƛƭȅ ŎƻƳǇƻǎŜŘ ƻŦ ŎƻǳǊǘ-ordered placements. In addition 
to the shift in type of patients, the patient population now includes more patients who are older. 
In some cases, patients have become more appropriate for community settings. In other cases, 
patients have become more complex in their care needs due to the severity and diversity of 
diagnoses, legal offenses, and the services required to deliver quality care. MDH has responded 
to the changing patient population through the development of specialized care services to meet 
evolving patient care needs. 
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Specialized Care Services include: 
 

 Acute Competency Restoration focuses on the treatment to obtain competency to stand 
trial. This requires the person to understand the charges, verdicts and potential 
consequences, trial participation, process, ability to assist counsel, and decision-making 
ability. 

 
 Intensive Management is directed at inpatient behavioral health patients who are 

violent, predatory, or malingering. These patients require a maximum level of security. 
 

 Intensive Medical patients require long-term institutionalization due to the instability of 
their condition and can be deemed non-restorable to competency following extensive 
treatment and intervention. 

 
 Competency Maintenance is directed at patients who are deemed competent and are 

awaiting judicial review and disposition. Treatment focuses on maintaining competency 
throughout the hospitalization. 

 
 Intellectual Disability can be part of an inpatient behavioral health cohort. These 

intellectually disabled patients are in a defined unit with care plans. 
 

 Gero-psychiatric Care is for patients with increased medical service needs, including changes 
in acuity levels, which are generally attributable to aging. There may be younger patients that 
require similar levels of care due to factors not attributable to age. 

 

 Community Re-Integration focuses on patients who are transitioning back to the 
community. A successful transition requires that the appropriate services and activities 
exist in the community. 

 
 Adolescent/Child patients are separated from adult populations.
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B. Residential Institutes for Children and Adolescents (RICA) 

RICA facilities provide residential and day treatment programs for children and adolescents with 
emotional disabilities from across Maryland. Referrals may result from conditions such as 
affective disorders, behavioral disorders, clinical depression, and psychosis. 
 

C. Developmental Disabilities Administration (DDA) 

DDA facilities provide services to individuals with substantial functional limitations resulting from 
cognitive impairments. Direct care services are provided by MDH in two (2) intermediate care 
residential facilities for individuals with intellectual and developmental disabilities. DDA also 
provides integration of individuals with developmental disabilities into the community. DDA 
partners with individuals with developmental disabilities to provide support and resources to live 
fulfilling lives in the community. The Developmental Disabilities Administration is the primary 
administration within MDH that funds community-based services and support for people with 
developmental disabilities. 
 

D. Chronic Care 

a5I ǇǊƻǾƛŘŜǎ ŎƘǊƻƴƛŎ ŎŀǊŜ ŦƻǊ ǇŀǘƛŜƴǘǎ ƛƴ ǘƘŜ ŦƻǊƳ ƻŦ ǎƪƛƭƭŜŘ ƴǳǊǎƛƴƎ ŦŀŎƛƭƛǘȅ ŎŀǊŜ όά{bCέύ ŀƴd 
long-ǘŜǊƳ ŀŎǳǘŜ ŎŀǊŜ ƘƻǎǇƛǘŀƭ όά[¢!/Iέύ ǎŜǊǾƛŎŜǎ ŀǘ ǘǿƻ ŦŀŎƛƭƛǘƛŜǎΦ ¢ƘŜ ²ŜǎǘŜǊƴ aŀǊȅƭŀƴŘ IƻǎǇƛǘŀƭ 
/ŜƴǘŜǊ ŀƭǎƻ ǇǊƻǾƛŘŜǎ ¢ǊŀǳƳŀǘƛŎ .Ǌŀƛƴ LƴƧǳǊȅ όά¢.Lέύ ǎŜǊǾƛŎŜǎΦ 5ŜŜǊΩǎ IŜŀŘ IƻǎǇƛǘŀƭ /ŜƴǘŜǊ ŀƭǎƻ 
provides inpatient and outpatient dialysis treatment. Demand for chronic care beds is projected 
to decrease over the next 10 years due to increases in the availability of services in the 
community and advances in medical treatment and care available in non-hospital settings. 
Treatment is shifting toward a model that ƛǎ ŎƭƻǎŜǊ ǘƻ ǇŀǘƛŜƴǘǎΩ ƘƻƳŜǎΦ 

Locations of Care (organized by service line) 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ƳŀǇ ŘŜǇƛŎǘǎ ǘƘŜ ƭƻŎŀǘƛƻƴ ƻŦ ǘƘŜ мп a5I ŦŀŎƛƭƛǘƛŜǎ ƭƻŎŀǘŜŘ ǘƘǊƻǳƎƘƻǳǘ aŀǊȅƭŀƴŘΩǎ 
four (4) regions. Of the 14 sites, 11 are operating facilities, and 3 are non-operating facilities that 
are either leased or vacant. The map also details the programs located at each site. All hospital 
facilities are licensed and certified by the OHCQ and accredited by The Joint Commission.
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Figure 2 MDH Facility Locations/Regions Map 
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A. Inpatient Behavioral Health Facilities Locations: 

Springfield Hospital Center 
Springfield Hospital Center, located at 6655 Sykesville Road, Sykesville, MD first opened 
in 1896. Springfield Hospital Center provides a wide range of inpatient behavioral health 
services for the treatment of psychiatric disorders. 

 
Clifton T. Perkins Hospital Center 
Clifton T. Perkins Hospital Center, located at 8450 Dorsey Run Road, Jessup, MD is a 
maximum-security inpatient behavioral health facility. The facility receives patients 
requiring psychiatric evaluation who have been accused of certain felonies and have 
raised the Not Criminally Responsible5 defense and/or their competency to stand trial is 
in question. The facility provides mental health treatment to felony inmates from 
correctional facilities who meet the criteria for involuntary commitment.6 Additionally, 
the facility accepts patients from other MDH regional psychiatric hospitals who exhibit 
violent and aggressive behavior. 

 
Eastern Shore Hospital Center 
Eastern Shore Hospital Center, located at 5262 Woods Road, Cambridge, MD provides 
inpatient behavioral health services on the Eastern Shore for adults aged 18 and older 
that are suffering from psychiatric disorders. 

 
Spring Grove Hospital Center 
Spring Grove Hospital Center, located at 55 Wade Avenue, Catonsville, MD provides a 
broad spectrum of inpatient behavioral health services to adults and adolescents with 
psychiatric disorders. Spring Grove Hospital Center was founded in 1797 and is the second 
oldest continuously operating psychiatric hospital in the United States. The hospital 
maintains several student teaching programs and serves as an important training site for 
universities, including the University of Maryland Medical School. 

 
Thomas B. Finan Center 
The Thomas B. Finan Center, located at 10102 Country Club Road, Cumberland, MD is a 
multi-purpose inpatient behavioral health facility. The facility specializes in the evaluation 
and treatment services for adult psychiatric patients. The Joseph D. Brandenburg Center 
is also located on the Thomas B. Finan Center campus and is a former developmental 
disabilities residential treatment facility with 50 licensed beds that was closed in 2011. 

 
5 A law in Maryland that considers that at the time the crime was committed the defendant could not understand 
their actions were illegal or conform their actions to the law because of a mental disorder or developmental 
disabilities. 
6 Maryland law allows involuntary admission to a hospital when an individual has a mental disorder and needs 
inpatient care or treatment and presents a danger to the life or safety of the person or others and is unable or 
unwilling to be admitted voluntarily. 
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The center is currently leased to the Allegany County Board of Education to provide 
special education. The buildings are sub-leased to Sheppard Pratt for special needs 
students at the Sheppard Pratt School - Cumberland Jefferson School. All 
recommendations made in regard to the Thomas B. Finan Center will also encapsulate 
the Joseph D. Brandenburg Center. 

 

B. Regional Institutes for Children and Adolescents Facility Locations: 

Regional Institute for Children and Adolescents - RICA Baltimore 
The Regional Institute for Children and Adolescents Baltimore facility, located at 605 S. 
Chapel Gate Lane, Baltimore, MD serves adolescents from the Central Maryland region, 
the Eastern Shore Maryland region, and parts of the Western Maryland Region. The 
facility is staffed by qualified multidisciplinary treatment teams, providing treatment and 
educational programs for adolescent boys and girls aged 12 to 17 who are experiencing 
emotional, behavioral, and learning difficulties. 

 
Regional Institute for Children and Adolescents - John L. Gildner RICA 
The John L. Gildner Regional Institute for Children and Adolescents, located at 15000 
Broschart Road, Rockville, MD is a community-based treatment and special educational 
facility serving adolescents experiencing emotional, behavioral, and learning difficulties. 
This facility is managed through a partnership between MDH and Montgomery County 
Public Schools.  

 

C. Developmental Disabilities Administration Facilities Locations: 

Holly Center 
The Holly Center, located at 926 Snow Hill Road, Salisbury, MD provides residential and 
support services to individuals with intellectual and developmental disabilities working to 
integrate into less restrictive settings in the community. 

 
Potomac Center 
The Potomac Center, located at 1380 Marshall Street, Hagerstown, MD provides 
residential and support services to individuals with intellectual and developmental 
disabilities working to integrate into less restrictive settings in the community. 

 
Secure Evaluation and Therapeutic Treatment Program (SETT) 
The SETT is located on the grounds of the Potomac Center and provides evaluation and 
assessment services as well as active treatment to people with intellectual disabilities and 
court involvement. Additionally, direct case consultation and assistance is provided to 
both criminal justice and human services staff regarding individuals with intellectual 
disabilities involved with the criminal justice system. 
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D. Chronic Care Facilities Locations: 

Western Maryland Hospital Center 
Western Maryland Hospital Center, located at 1500 Pennsylvania Avenue, Hagerstown, 
MD specializes in various interventional health care services including; rehabilitation, 
peritoneal dialysis, total parenteral nutrition or special isolation, diagnosis and 
comorbidities, brain injury, spinal cord injury, multiple traumas, multiple system failure, 
post coronary artery bypass graft surgery (or other open-heart surgeries requiring 
extensive re-stabilization and rehabilitation), Stage III-IV wound management and wound 
vac, hyperalimentation, and infectious disease management and isolation including 
negative pressure isolation. The facility has several types of licensed beds, including 63 
skilled nursing licensed beds and 60 long term acute care hospital beds (LTACH), which 
includes eight (8) beds designated for the traumatic brain injury program (TBI). 
 
5ŜŜǊΩǎ IŜŀŘ IƻǎǇƛǘŀƭ /Ŝƴǘer 
5ŜŜǊΩǎ IŜŀŘ IƻǎǇƛǘŀƭ /ŜƴǘŜǊΣ ƭƻŎŀǘŜŘ ŀǘ орм 5ŜŜǊϥǎ IŜŀŘ IƻǎǇƛǘŀƭ wƻŀŘΣ {ŀƭƛǎōǳǊȅΣ a5 
provides outcome-oriented, comprehensive management of complex medical conditions. 
The facility has 125 licensed beds that are divided into 80 SNF beds and 45 LTACH beds. 
Three (3) of the 80 SNF beds are designated for non-compliant tuberculosis patients. The 
facility also provides inpatient and outpatient dialysis, and skilled nursing/long-term care. 
 

E. Non-Operating Facilities: 
In addition to the 11 MDH operating facilities, there are also three (3) non-operating facilities: 
Crownsville Hospital Center (partially leased), RICA Southern Maryland (leased), and Upper Shore 
Community Mental Health Center (partially leased). 
 

Crownsville Hospital Center 
The facility, located at 1520 Crownsville Road, Crownsville, MD is a former inpatient 
behavioral health facility that was closed in 2004. The campus is partially leased to various 
tenants, including the Anne Arundel County Food Bank, Maryland Environmental Service 
όάa9{έύΣ DŀǳŘŜƴȊƛŀ ǊŜǎƛŘŜƴǘƛŀƭ ŘǊǳƎ ǘǊŜŀǘƳŜƴǘ ǇǊƻƎǊŀƳΣ aŀǊȅƭŀƴŘ LƴǎǘƛǘǳǘŜ ŦƻǊ 
9ƳŜǊƎŜƴŎȅ aŜŘƛŎŀƭ {ŜǊǾƛŎŜǎ {ȅǎǘŜƳǎ όάaL9a{{έύΣ ŀƴŘ !ŘŘƛŎǘƛƻƴ wŜŎƻǾŜǊȅ LƴŎΦ όIƻǇŜ 
House) residential drug treatment program. 

 
Regional Institute for Children and Adolescents Southern Maryland 
The facility, located at 9400 Surratts Road, Cheltenham, MD is a former Regional Institute 
for Children and Adolescents facility with 40 licensed beds, serving students with severe 
emotional disabilities that was closed in 2010. The facility is currently leased to the Prince 
DŜƻǊƎŜΩǎ /ƻǳƴǘȅ tǳōƭƛŎ {ŎƘƻƻƭ {ȅǎǘŜƳ ǘƘŀǘ ƻǇŜǊŀǘŜǎ ǘƘŜ /ǊƻƻƳ IƛƎƘ {ŎƘƻƻƭ ŀǘ ǘƘƛǎ 
location. 
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Upper Shore Community Mental Health Center 
The facility, located at 300 Scheeler Road, Chestertown, MD is a former inpatient 
behavioral health facility that was closed in 2010. The majority of this facility is currently 
leased to the Kent County Health Department that operates the A.F. Whitsitt Center at 
this location. The A.F. Whitsitt Center is an inpatient residential treatment facility that 
treats substance use disorders and co-occurring mental health disorders. 
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Introduction 
{ŜŎǘƛƻƴ LLL ǇǊƻǾƛŘŜǎ ŀƴ ƻǾŜǊǾƛŜǿ ƻŦ ǘƘŜ tƭŀƴΩǎ ǿƻǊƪ ŀǇǇǊƻŀŎƘΦ Lǘ ŘŜǎŎǊƛōŜǎ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƎƻŀƭǎΣ 
participants, methodology, and sources of data. 

Project Goals 
The planning process began with the development of project goals, which were broadly reviewed 
and confirmed so that they could ultimately be used with the Guiding Principles as criteria for 
decision-making. 
 
The goals for the Plan include:  
ǒ hǇǘƛƳƛȊƛƴƎ a5IΩǎ ǎǘŀǘŜǿƛŘŜ ƘŜŀƭǘƘŎŀǊŜ system that will: 

ƺ Provide enhanced patient care; 
ƺ Provide optimal facilities and environments of care; and 
ƺ Realize efficiencies and cost savings. 

ǒ Provide healthcare to all Maryland residents in need; 
ǒ Reduce the total cost of care and make Maryland a national model; 
ǒ Develop phased recommendations that are actionable and flexible in the short-term/ 0-5 

years (Phase 1), medium term/ 6-10 years (Phase 2) and long-term/ 11-20 years (Phase 
3); 

ǒ Use partnerships to utilize excess capacity in the existing private sector facilities. 

Project Team 
The Core Planning Team included representatives from MDH, DGS, the Maryland architectural 
firm of Marshall Craft Associates and its local team of engineers and architects, along with the 
national health care planning firm, Jensen+Partners. As shown on the Work Plan below, the 
Core Planning Team was on-site for all work sessions to meet with project stakeholders and 
leadership. When off-site, the Core Planning Team utilized technology to maintain 
communication and progress with the Core Planning Team and leadership on a weekly basis. 
 
¢ƘŜ /ƻǊŜ tƭŀƴƴƛƴƎ ¢ŜŀƳ ƻǊƎŀƴƛȊŀǘƛƻƴ ƳŀǘǊƛȄ ƛƭƭǳǎǘǊŀǘŜǎ a5IΩǎ ŎƻƴŎŜǇǘ ŦƻǊ ƭŜŀŘŜǊǎhip of the 
planning process and stakeholder participation. The team was designed to represent both a 
local institution focus (red workgroups) and broad-system planning (vertical workgroups). 
Whenever possible, the Core Planning Team relied on existing groups, or modified existing 
groups to assure robust participation. This level of stakeholder engagement was successful in 
soliciting information and ideas about how best to serve patients, and facilitating broad-based 
participation.
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Figure 3 Core Planning Team Organization Matrix 
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A. Steering Committee 
The Steering Committee was led and facilitated by the Core Planning Team which initially met to 
ǊŜǾƛŜǿ ǘƘŜ tƭŀƴΩǎ ŀǇǇǊƻŀŎƘΣ ŀƭƛƎƴ ǘƘŜ ƳŀǎǘŜǊ ǇƭŀƴƴƛƴƎ ǇǊƻŎŜǎǎ ǿƛǘƘ ǎǘǊŀǘŜƎƛŎ ƛƴƛǘƛŀǘƛǾŜǎΣ ŀƴŘ ǎŜǘ 
the project goals. Steering Committee participation assured a defined and organized process to 
ƳŜŜǘ ǘƘŜ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳΩǎ ǎǘǊŀǘŜƎƛŎ ƻōƧŜŎǘƛǾŜǎ ŀƴŘ ƎƻŀƭǎΦ !ǘ ǘƘŜ ŜƴŘ ƻŦ ŜŀŎƘ ǿƻǊƪ ǎŜǎǎƛƻƴΣ 
the Steering Committee met to review a summary of the work in progress and provide input and 
direction at each step of the project. Steering Committee members participated in focused 
workgroups in their areas of greatest interest and expertise. 
  
B. Service and Program Work Groups  
A series of Service and Program Work Groups, primarily co-chaired by clinical and administrative 
staff, were organized around the key program and service areas of Inpatient Behavioral Health, 
wL/!Σ 55! ŀƴŘ /ƘǊƻƴƛŎ /ŀǊŜΦ ¢ƘŜǎŜ ǿƻǊƪƎǊƻǳǇǎ ƳŜǘ ōƻǘƘ άǾŜǊǘƛŎŀƭƭȅέ ōȅ ǎŜǊǾƛŎŜ ǘȅǇŜ ŀƴŘ 
άƘƻǊƛȊƻƴǘŀƭƭȅέ ōȅ ƭƻŎŀǘƛƻƴΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ ƳŜƳōŜǊǎ ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ ŀ ǎŜǊies of planning sessions to 
define the potential space impacts from the future care model. For example, discussion topics 
included judicial/clinical patient flow with the robust post-acute community services. Other 
stakeholders helped to establish program working assumptions for broad-based initiatives by 
providing input regarding Patient Experience, Information and Technology, Health Services Cost 
wŜǾƛŜǿ /ƻƳƳƛǎǎƛƻƴ όάI{/w/έύΣ aŀǊȅƭŀƴŘ 5ŜǇŀǊǘƳŜƴǘ ƻŦ WǳǾŜƴƛƭŜ {ŜǊǾƛŎŜǎ όά5W{έύΣ Facilities and 
Construction, Supply Chain, Procurement, and Logistics. 

Methodology 

A. Work Plan 
The Work Plan below, illustrates a high-level overview of the work approach. The approach 
developed by the Core Planning Team allowed regular collaboration and interaction with the 
Steering Committee and stakeholders in a series of engaging work sessions. A leadership briefing 
concluded each work session to confirm the next steps and clarify direction when needed. The 
14 work sessions allowed key leadership-Steering Committee members to address issues and 
focus on long-term decisions, in addition to deliverables review and approval. The Work Plan was 
organized into six services including: 

1. Facility Tours and Analysis; 
2. Program Analysis and Development; 
3. Facility for Children; 
4. Area Plans; 
5. Priorities and Budget; and 
6. Consolidated 20-Year Plan.
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Figure 4 Work Plan 
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B. Data Sources 
Throughout the planning process, MDH provided resource documents for review and 
incorporation into the situation assessment, needs assessment, gap analysis, and final 
recommendations.  
 
In addition, external resources and data sources compiled by the Core Planning Team were 
utilized throughout the planning process. The external references assisted in analyzing trends, 
benchmarking with best practices, modeling for volume projections, and developing the future 
care model for the various service lines. Moreover, data analysis was integral to assessing the 
situation, determining needs, defining gaps, formulating the future care model, and providing 
ǘƘŜ tƭŀƴΩǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎΦ The external data sources are also included in the appendix. 
 
The Core Planning Team began with a complete review of all applicable previous strategic, 
financial and facility plans to inform the current project and related 2015 MDH Institutional 
Review documents. The documents include, but are not limited to, the following:  
 

 Annual Report on Selected Acute Care and Special Hospital Services Report for the Fiscal 
Year 2018 by the Maryland Health Care Commission 

 MDH Community Health Facilities Grant Program documentation prepared by the 
Maryland Department of Health (1/30/2019) 

 .ǳƛƭŘƛƴƎ /ƻƴŘƛǘƛƻƴ !ǎǎŜǎǎƳŜƴǘǎ ŦƻǊ ²ŜǎǘŜǊƴ aŀǊȅƭŀƴŘ IƻǎǇƛǘŀƭ /ŜƴǘŜǊΣ 5ŜŜǊΩǎ IŜŀŘ 
Hospital Center, and Clifton T. Perkins Hospital Center North Wing 

 Guidelines for Submission of a Facilities Master Plan to the Maryland Department of 
Budget and Management, June 2016 

 Maryland Department of General Services Office of Facilities, Planning, Engineering, and 
Construction 5-year project history 

 Facility Plans for all facilities 
 Summary facility synopsis data sheets 
 IŜŀƭǘƘ aŀƴŀƎŜƳŜƴǘ LƴŦƻǊƳŀǘƛƻƴ {ȅǎǘŜƳǎ όάIaL{έύ Řŀǘŀ ŦƻǊ ƻǇŜǊŀǘƛƴƎ ŦŀŎƛƭƛǘƛŜǎ όнлмр-

2019) 
 Facility personnel contact list 
 Preventative Maintenance Reports 

 

C. Program and Utilization Analysis 
The project involved a high-level review of services and programs provided across the State. This 
analysis also involved interviews with MDH leadership to confirm occupancy and utilization, 
identifying opportunities to increase or reduce capacity for existing programs. 
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D. Current Care Model 
A Current Care Model was developed to reflect the current operational workflow, spaces, and 
the locations of services. This assessment focused on documentation of current patient access, 
locations and environments of care, integration of somatic and behavioral health, preventative 
care, workforce, partnerships and collaborative services, and transitions of care. 
 

E. Facility Analysis - Current State Assessment 
This assessment included an engaged review of the 2015 MDH Institutional Review with senior 
leadership to assure that key areas had been assessed, and that the current and potential future 
use of space was identified. The Current State Assessment was completed during the first part of 
the project and included a background and physical description of each facility, operational 
program analysis and volume, functionality/space assessment, and facility infrastructural 
spotlight maps. 
 

F. Functionality Assessment 
A functionality assessment was conducted to identify current capacity and service constraints, 
ƛƴŎƭǳŘƛƴƎ ŀƴ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ŜȄƛǎǘƛƴƎ ƻǇŜǊŀǘƛƻƴǎ ŀƴŘ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ŀōƛƭƛǘȅ ǘƻ 
provide services in existing facilities. The functionality assessment included facility tours and 
review of operational and functionality workflow. 
 

G. Facility, Campus, and Infrastructure 
The Core Planning Team toured each site and met with facility leadership to evaluate the current 
conditions of the primary building systems, including architectural features, mechanical and 
electrical systems, and site characteristics. These detailed evaluations formed the basis of a 
building rating system, as well as a timeline and budget schedule for anticipated improvements 
and deferred ƳŀƛƴǘŜƴŀƴŎŜΦ ¢ƘŜ ŜǾŀƭǳŀǘƛƻƴǎ ŀƭǎƻ ƘŜƭǇŜŘ ǘƻ ƛƴŦƻǊƳ ǘƘŜ ǎǳƛǘŀōƛƭƛǘȅ ƻŦ ǘƘŜ ōǳƛƭŘƛƴƎǎΩ 
use for future care needs. 
 

H. Program Analysis and Development ς Needs Assessment / Visioning and 
Organization 

At the project kickoff, the Steering Committee defined the goals and working assumptions to 
create a foundation for the project. The leadership team provided essential context for the Plan, 
and approaches to stakeholder engagement were addressed and defined. The Core Planning 
Team developed a detailed schedule and confirmed sources of information and data available to 
support the project. Finally, the team conducted a preliminary review of strategic plans and 
established direction for the Plan. 
 

I. Industry Benchmarks 
Using historic and currently available volume metrics and national best practices, the Core 
Planning Team provided an analysis of trends, projections, and forecasts for services informed by 
changes in health care policy, reimbursement, technology, and the future model of care. The 
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Core Planning Team met with leadership from each location and incorporated any anticipated 
changes in facility rates, shifts of care to the community, and unmet demand. 
 

J. Future Care Model 
The Core Planning Team developed a future care model to inform the locations of required 
services and space requirements for future planning. This assessment focused on the quality of 
service and population health and wellness to drive the model of care and address projected 
changes in the way patients access health care services. By incorporating evidence-based 
planning, MDH can achieve measurable operational improvements, provide value-driven 
customer-focused care, and lower overall project cost and risk. 
 

K. Market Analysis / Utilization 
The Core Planning Team developed a market analysis, which identified primary and secondary 
service areas, existing operations, and demographic data with psychographic analysis. The 
market analysis created a foundation for the 2041 volume projections. The use of various 
capacity and demand models projected growth for some health care service delivery lines and a 
decline in others. Based on existing and projected utilization rates, national benchmarking, and 
innovative care models, the Core Planning Team determined the projected number of beds 
needed within the State. 
 

L. The Plan / Area Plan Scenarios 
Based on the vision and needs assessment, the Core Planning Team produced a phased system-
wide plan for the implementation of recommendations. Using the information accumulated and 
assessed in the previous two segments of the Plan, this stage defined the future facility needs 
necessary to support MDH program goals. The area plans included a strategy for each of the 
locations of care based on the services forecasted in the Program Analysis and Development. The 
project plan identified proposed facility upgrades, strategic renovation and relocation 
opportunities, potential partnerships, transitions of patients to the community, divestiture, and 
construction of new facilities. These solutions were intended to provide the State of Maryland 
and MDH with a phased approach to implementation. 
 

M. Phasing, Cost, and Schedule 
As part of the development and selection of the preferred Plan scenarios, the Core Planning Team 
created three (3) phases of implementation. The team worked with executive leadership to 
define strategic priorities and budgetary goals for project consideration. Following the Area 
Plans, the last two (2) work sessions prioritized the scenarios into Phase 1 (years 0-5), Phase 2 
(years 6-10), and Phase 3 (years 11-20) implementation objectives with relative costs for each to 
facilitate multi-year State budgeting and appropriations. The strategy included an actionable 
schedule, complete with steps and milestones to ensure the Plan can move quickly to implement 
and execute efficiently. Moreover, the Plan defines flexible phasing to support development with 
minimal disruption to patients.
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SECTION IV: 

INSTITUTIONAL SITUATION ASSESSMENT 
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Introduction 
Section IV serves to document all facets of the current situation for each service delivery line and 
facility. It provides a brief overview of the market dynamics, including demographics, health 
professional shortage areas, and medically underserved populations within Maryland. Next, 
Section IV provides an in-depth operational, functional, and infrastructure assessment of each of 
the MDH facilities. 
 
¢ƘŜ ǎŜǊǾƛŎŜ ƭƛƴŜ ŀǎǎŜǎǎƳŜƴǘ ǊŜǾƛŜǿǎ ǘƘŜ άŎǳǊǊŜƴǘ ŎŀǊŜ ƳƻŘŜƭέ ŀǎ ƛǘ ǊŜƭŀǘŜǎ ǘƻ ŜƴǘǊȅ Ǉƻƛƴǘǎ ŀƴŘ 
access to care, locations and environments of care, somatic and behavioral health integration, 
preventive care, and workforce challenges. 
 
The operational, functional, and infrastructure assessments are documented at the facility level. 
The operational assessments include a review of throughput and capacity, as well as other 
considerations including the cost of care per patient (operating costs). The functional 
assessments address the effectiveness of the current operations within facility conditions. Lastly, 
the infrastructure assessments evaluate the facility conditions, including the cost to bring the 
existing facilities up to projected future standards of care for the patient environment. 

Demographic Profile 
 

Population 
²ƘƛƭŜ ƴŀǘǳǊŀƭ ǇƻǇǳƭŀǘƛƻƴ ƛƴŎǊŜŀǎŜ όōƛǊǘƘǎ Ƴƛƴǳǎ ŘŜŀǘƘǎύ ƻǳǘǇŀŎŜŘ ƳƛƎǊŀǘƛƻƴ ŀǎ aŀǊȅƭŀƴŘΩǎ 
principal source of growth, an aging population contributed significantly to increasing the overall 
population in Maryland over the past 30 years. Between 2020 and 2040, it is estimated that 
aŀǊȅƭŀƴŘΩǎ ǇƻǇǳƭŀǘƛƻƴ ǿƛƭƭ ƛƴŎǊŜŀǎŜ ōȅ ммΦо҈ ǘƻ ƻǾŜǊ сΦу ƳƛƭƭƛƻƴΦ 
 

 The 65+ age cohort is projected to grow by over 47% by 2040. Charles County (103% 
ƛƴŎǊŜŀǎŜύΣ CǊŜŘŜǊƛŎƪ /ƻǳƴǘȅ όтф҈ ƛƴŎǊŜŀǎŜύΣ ŀƴŘ {ǘΦ aŀǊȅΩǎ /ƻǳƴǘȅ όтн҈ ƛƴŎǊŜŀǎŜύ ŀǊŜ 
projected to see the greatest percentage increase for the 65+ age cohort by 2040; 

 The Maryland 0-19 age cohort is projected to increase nearly 10% from 1,505,724 in 2020 
to 1,653,048 in 2040. This is lower than the national growth rate that is projected to 
increase by 14% over the same period. Cecil County (42% increase), Caroline County (35% 
increase), and Charles County (34% increase) are projected to see the greatest percentage 
increase for the 0-19 age cohort in the state; 

 The Maryland 19+ age cohort is projected to grow by 12% between 2020 and 2040 to 
nearly 5.2 million. Over the same period, the national population of this age cohort is 
projected to grow 15% to over 300 million; 
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Figure 5 Population Change by County 
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Situation Assessment by Service Line and Location 
 
Analysis and proposals of the Plan are organized around the service lines of health care provided 
by MDH and the locations in which the services are provided. This section includes a summary of 
each service line and the campus and facilities where it is provided. Each location includes a 
ƎǊŀǇƘƛŎŀƭ ǎǳƳƳŀǊȅ ΨŘŀǎƘōƻŀǊŘΩΣ ŀ ōŀŎƪƎǊƻǳƴŘ ŘŜǎŎǊƛǇǘƛƻƴ and history, location map, and the 
ŦŀŎƛƭƛǘȅΩǎ ǇƘȅǎƛŎŀƭ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎΣ ǎǳŎƘ ŀǎ ŀŎǊŜŀƎŜΣ ŎƛǊŎǳƭŀǘƛƻƴ ŀƴŘ ǇŀǊƪƛƴƎΣ ŀŘŜǉǳŀŎȅ ƻŦ ǳǘƛƭƛǘƛŜǎΣ 
and consistency with adjacent land use. 
 
Situation Assessments are comprised of the following categories:  
 
Operational Assessment Bed Utilization and Current Care Model: Functional Assessment; 
Infrastructure Assessment, which describes the relationship of operations within the facility and 
evaluation based on an established set of criteria resulting in a good, fair, or poor rating. 
 
Function Assessment Criteria:  
 

1. Unit: 
 Location/Adjacency ς Assessment of access into the facility, convenience to public 

transportation, and adjacency to other services. 
 Unit size ς Assessment of existing size for operations, equipment, and comfort of 

staff and patients. Size is also assessed based on its adequacy when compared 
with the percentage of clinical space, patient space, support space, and public 
space to benchmarks and regulatory requirements. 

2. Staff: 
 Workflow ς Assessment of operational efficiencies and/or roadblocks for facility 

staff. 
 Staff Support ς Assessment of staff workspace and working conditions, including 

specific spaces to perform job functions including but not limited to, medication 
rooms, clean and soiled linen rooms, documentation space, storage, and 
nutritional areas. 

3. Patient: 
 Patient rooms ς Assessment of patient room environment including patient 

comfort, accessibility within the room, safety equipment, and general conditions. 
 Patient amenities ς Assessment of the availability of, and access to open space, 

patient restrooms, library, food, activity rooms, and guest spaces. 
4. Activity: 

 Access to outdoors ς Assessment of ease of access to the outdoors, such as 
through patios, atriums, or general entryways. 

 Dayroom/Activity ς Assessment emphasized elements such as size and location of 
the dayroom, types of activities offered, and availability to patients.  
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 A well-designed unit has multiple spaces for patients (for example, a dayroom and 
several activity rooms). One activity room should be reserved for quiet activities. 

5. Safety: 
 Patient Safety ς Assessment of items that directly affect patient safety. Examples 
ƛƴŎƭǳŘŜΥ ǎǘŀŦŦΩǎ ŘƛǊŜŎǘ ǎƛƎƘǘ ƭƛƴŜǎ ǘƻ ǇŀǘƛŜƴǘ ǊƻƻƳǎΤ ǇƻǎǎƛōƭŜ ƘŀȊŀǊŘǎΣ ǎǳŎƘ ŀǎ sharp 
edges on furniture and crawl spaces; ligature-resistant patient environment; and 
technological infrastructure to improve patient safety.  

 Staff Safety ς Assessment of items that affect staff safety. Examples include: 
access control, security, and technological infrastructure for patient monitoring; 
and areas with decreased direct visualization of patients that could put the staff 
at risk.   

6. Aesthetics: 
 Interior ς Assessment of interior design elements regarding functionality for staff 

and/or patients. 
 Exterior ς Assessment of the exterior design including campus design, and/or 

community as a whole. Assessment of functionality of exterior design elements, 
as applicable. 

 
LƴŦǊŀǎǘǊǳŎǘǳǊŜ !ǎǎŜǎǎƳŜƴǘΥ !ǎǎŜǎǎƳŜƴǘ ƻŦ ŜŀŎƘ ŦŀŎƛƭƛǘȅ ƭƻŎŀǘƛƻƴΩǎ !ǊŎƘƛǘŜŎǘǳǊŀƭΣ aŜchanical, 
Electrical, Plumbing (MEP), and Civil Engineering Systems. Main categories for the architectural 
discipline are: Exterior, Interior, and Code Compliance. Using the Exterior main category as an 
example, the subsequent subcategories include: Building Skin, Windows/Doors, and 
Roof/Gutters. Rating categories were generated as part of the evaluation process for each 
professional discipline. A summary of these findings was compiled to generate an overall rating 
for the facility of good, fair, or poor for each discipline. This evaluation method was used to 
develop all facility assessments.  
 
Cost Per Patient and Operating Cost Assessment:  Assessment of cost per patient for each 
facility location is based on FY 2018 baseline operating budget data and the number of beds in 
use at the time of the assessment. The calculated cost per patient is included in the graphical 
ǎǳƳƳŀǊȅ ΨŘŀǎƘōƻŀǊŘΩ ŦƻǊ ŜŀŎƘ ŦŀŎƛƭƛǘȅ ƭƻŎŀǘƛƻƴ. Operational and clinical costs projections for 
planning purposes were calculated over the next 5, 10, and 20 years assuming an average rate 
of inflation of 2% per year. These represent base costs associated with maintaining current 
operations. The operating costs are a compilation of general administrative, maintenance, 
dietary, and clinical functions. Maintenance costs include: management of the physical plant 
and the grounds, housekeeping, fire and life safety services, transportation, and laundry/linen 
services. Services including fiscal, volunteer, procurement, IT/communication, workshops, and 
administrative are compiled as general administrative, which are primarily fixed costs that are 
not subject to significant fluctuation with the patient census. Clinical costs include dietary and 
clinical care costs associated with patient care and healthcare services. Projected costs are used 
to generate operational cost avoidance for transitioning services. 
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A. Current Care Model: Inpatient Behavioral Health Facility Assessments 
 

The Inpatient Behavioral Health service line at a high level is grouped into two patient 
populations: non-court involved and court involved. MDH has the capacity to provide care for 
both populations at Springfield Hospital Center, Spring Grove Hospital Center, Eastern Shore 
Hospital Center, and Thomas B. Finan Center. The Clifton T. Perkins Hospital Center focuses 
exclusively on court involved patients. MDH has become the primary care provider for the court 
involved patients, resulting in limited space for non-court involved patients who need long-term 
care. 
 
A court decides whether the defendant can reside in the community or needs to be placed in a 
facility such as a detention center or hospital. Competency of the defendant must be determined 
prior to a trial. If the defendant is determined to be competent to stand trial, the defendant 
proceeds through the judicial system. However, when defendants are evaluated and deemed as 
not competent to stand trial, every attempt is made to attain competency. These defendants 
may be admitted to a MDH facility or, very rarely, reside in the community. MDH determines the 
facility the patient is assigned based on the severity of the offense and the coexistence of other 
comorbidities. If the patient attains competency, then the patient will proceed through the court 
system. If not, then the patient charges are dropped or converted to a civil offense. Patients 
deemed not competent to stand trial need various levels of care to achieve competency 
restoration. MDH provides patient care across multiple facilities based on the severity of the 
offense and the iƴŘƛǾƛŘǳŀƭΩǎ ƳŜŘƛŎŀƭΣ ǇǎȅŎƘƻǎƻŎƛŀƭΣ ŀƴŘ ōŜƘŀǾƛƻǊŀƭ ŘƛŀƎƴƻǎŜǎΦ 
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The current court involved Inpatient Behavioral Health care model is depicted below: 

 

  

Figure 6 Court Involved Inpatient Behavioral Health Care Model 
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Non-court involved patients access MDH inpatient behavioral health facilities in several ways. 
Common points of entry are from the community/home, crisis center, police diversion programs, 
and an acute care hospital. An acute care patient may be transferred from an inpatient bed 
ŀƴŘκƻǊ ŀƴ ŜƳŜǊƎŜƴŎȅ ŘŜǇŀǊǘƳŜƴǘΦ ¢Ƙƛǎ ƻŎŎǳǊǎ ǿƘŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻn cannot be effectively 
managed in an outpatient setting and consequently requires long-term care. If the patients are 
discharged, they will be transitioned to group homes, post-acute care facilities such as SNF, 
assisted living, or their homes. 
 

 
Figure 7 Non-court Involved Inpatient Behavioral Health Care Model 

 

Inpatient Behavioral Health Facilities ς Infrastructure Assessment Summary 
 

 
Figure 8 Inpatient Behavioral Health Facilities Infrastructure Assessment 
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Springfield Hospital Center 

6655 Sykesville Road | Sykesville, Maryland | Carroll County 

 

 

 

 

Figure 9 Springfield Hospital Center Dashboard 






































































































































































































