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Acute Competency
wSai2NI GA2Y

Term \ Definition

Glossary of Terms

Focuses on the treatment to obtain competency to standl. This
requires that the person understands the charges, verdicts and potg
consequences, trial participation, process, ability to assist counsel
decisionmaking ability.

Average Daily Census
oa! 5/ €0

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

Average Length of Stay
oa!' [ h{€0

Refers to the average number of days that patients spend in hospit
is measured by dividing the total number of days stayed by all inpat
during a year by the number of admissions or discharges.
ALOS: number of patients

number of admissions or # of discharges

Americans with Disabilities
' O 064! 5! ¢0

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

Central Maryland Region

Comprised of Anne Arundel County, Baltimore City, Baltimore Co
Harford County, and Howard County.

Chronic Care

Chronic Care is the collective term for patients requiring skilled nuf
and longterm acutecare services.

Clifton T. Perkins Hospital
Center

Clifton T. Perkins Hospital Center, located at 8450 Dorsey Run
Jessup, MD is a maximesecurity inpatient behavioral health facility
The facility is licensed and certified by the Office of Healtle Qaality
and accredited by The Joint Commission.

Community Reéentry
0a/ w9E€u

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

Competency Maintenance
0a/ acv

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

Core Planning Team

The Core Planning Team is comprised of members of the Mary
Department of Health, Maryland Department of General Servi
Marshall Craft Associates, and Jensen + Partners.

Vii
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Term \ Definition

Cost per Patient

Glossary of Terms

The cost of care pgratient is the annual operating costs divided by t
number of patients in the unit or facility, depending on the speq
situation. The operating costs are a compilation of geng
administrative, maintenance, dietary, and clinical functio
Maintenanceincludes management of the physical plant and the

grounds, housekeeping, fire and safety services, transportation,
laundry/linen services. Services such as fiscal, volunteer, procurer
IT/communication, workshops, and administrative aadled up into
general administrative costs. General administrative costs are |
often relatively fixed and are not fluctuating with the patient cens
unlike dietary and clinical care functions.

585SNRa | SR

Center

5SSNRAa | SI R locatadai361 Dieer's Heafl iH&spifEEl Ro
Salisbury, MD provides outcormiented, comprehensivé
management of complex medical conditions. The facility prov
inpatient and outpatient dialysis, and skilled nursing/léegn care.
The facility is licenseand certified by the Office of Health Care Qua
and accredited by The Joint Commission.

Developmental Disabilities
' RYAYAAaGNT GA

DDA provides services to individuals with substantial functi
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 R
Cambridge, MD provides inpatient behavioral health services|
al NB f I y R SQhiore forl-adultsSagEl18 and older that are suffer
from psychiatric disorders. The facility is licensed and fesgitiby the
Office of Health Care Quality and accredited by The Joint Commis

Eastern Shore Maryland
Region

Comprised of Caroline, Cecil, Dorchester, Kent, Queen An
Somerset, Talbot, Wicomico, and Worcester Counties.

Facility for KA f RNX

The FFC provides competency attainment services for children
adolescents who are patrticipating in the legal process. These
patients who cannot attain competency and understanding of tk
charges and the legal process in the comityn

Federally Qualified Health
/| SYG4SNA d6dacCv

FQHCs are communibased health careroviders thatqualify for
enhanced reimbursement from Medicare and Medicaid. They n
provide primary care services to an underserved area or populal
offer a sliding fee scale, have an ongoing quality assurance progran
have a governing board of directors.

Gaot a8 OKA I (i NJ

Patients with increased medical service needs, including chang
acuity levels, which are generally attributable to aging. There ma]
younger patients that require similar levels of care due to factors
attributable to age.

viii
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Health Professional

{K2NJIF3S ! NB

Term \ Definition

Glossary of Terms

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

Holly Center

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

Inpatient Behavioral Healtl

Provides intensive residential psychiatric treatment on eh@dr basis,
to individuals experiencing severe psychiatric symptoms or beha
that place them at risk of harming themselves or others.

Inpatient Behavioral Healtl
Facilities

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

LyGStt SOndz ¢

Can be part of an inpatient behavioral health cohort.

Intensive management
6dLabDatc¢tév

Directed at inpatient behavioral health patients who are violg
predatory, or malingering. These patients require a maximum levg
Security.

LyiSyair@dsS YS

Provided to patients requiring loAgrm institutionalization due to thg
instability of their condition and can be deemed nmstorable to
competency following extensive treatment and intervention.

John L. GildneRegional

Institute for Children and
Il R2f Sa0OSyia
DAf RYSNJ wL/ !

John L. Gildner RICA, located at 15000 Broschart Road, Rockville
a communitybased treatment and special educational facility serv
adolescents with severe emotional disai®é. The onsite school
managed through a partnership between MDH and Montgom
County Public Schools. The facility is licensed and certified by the
of Health Care Quality and accredited by The Joint Commission.

Joint Commission

The JointCommission accredits and certifies more than 22,000 he
care organizations and programs in the United States, inclu
hospitals and health care organizations that provide ambulatory
office-based surgery, behavioral health, home health care, laiooya
and nursing care center services. An independent,-fapprofit
2NBIFYATFGA2Y S ¢KS W2AyQd / 2YYA
standardssetting and accrediting body in health care.

LongTerm Acute Care

| 2aLIAGEE A& 04

Longterm acute are hospitals (LTACH) are facilities that specializ
the treatment of patients with serious medical conditions that requ
care on an ongoing basis but no longer require intensive car
extensive diagnostic procedures.

MDH Service Line

MDH currently operates four (4) core service lines. These incl
Inpatient Behavioral Health, RICA, DDA, and Chronic Care
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Mechanical, Electrical, ang
Plumbing Engineering
60Gdadt v

Term \ Definition

Glossary of Terms

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

Medically Underserved
Areas & Medically
Underserved Populations

Medically Underserved Areas and Medically Underserved Popula
are defined by the Federal Government to include areagogulation
groups that demonstrate a shortage of health care services.

Not Criminally Responsiblg
0ab/ wévo

A law inMaryland that considers that at the time the crime w
committed the defendant couldot understand their actions wer¢
illegal or conform tkir actions to the law because of a mental disor
or developmental disabilities.

Office of Health Care
vdzl t AGe é6ahi

The OHCQ is a department within the Maryland Department of He
charged with monitoring the quality of care in Marylantsalth care
facilities and communitpased programs. OHCQ licenses and cert
facilities and programs throughout Maryland. Licensing authorizg
facility to do business in the state. Certification authorizes a facilit]
participate in Medicare and Micaid Programs. OHCQ surveys th
facilities and programs to determine compliance with State and fed
regulations, which set forth minimum standards for the delivery of ¢

Potomac Center

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

Regionalnstitute for

Children and Adolescents
FftGAY2NB 64
Fft GAY2NBE O

RICA Baltimore, located at 605 S. Chapel Gate Lane, Baltimore, N
communitybased treatment and special educational facility serv
adolescents students with severe emotional didtibd. This facility
serves adolescents from the Central Maryland region, the Eas
Shore, and parts of Western Maryland. The facility is licensed
certified by the OHCQ and accredited by The Joint Commission.

Regional Institutes for
Children and Adescents
Facilities

Includes RICA Baltimore and John L. Gildner RICA facilities.

Residential Institutes for
Children and Adolescents
odwL/ ! €0

RICA facilities provide residential and day treatment programming
children and adolescents with seveemotional disabilities from acros
Maryland.

Secure Evaluation and
Therapeutic Treatment
6a{9¢cc¢ce

The SETT program is located on the grounds of the Potomac Cent
provides evaluation and assessment services, as well as 4
treatment, to people withintellectual disabilities and court involveme
within a secure and safe environment.

Skilled Nursing Facility
oa{bC¢u

A facility that provides both short term treatment for rehabilitatiq
from an illness or injury, or loAg@rm treatment for patients wb need
a high level of care on a frequent or constant basis due to a ch
medical condition.
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Southern Maryland Regior|

Term \ Definition

Glossary of Terms

Comprised of Calvert, Charles, Montgomery, Prince George's, af
Mary's Counties

Spring Grove Hospital
Center

Spring Grovédospital Center, located at 55 Wade Avenue, Catons
MD provides a broad spectrum of inpatient behavioral health serv
to adults and adolescents with psychiatric disorders. Spring G
Hospital Center was founded in 1797 and is the second ol
continuously operating psychiatric hospital in the United States.

facility is licensed and certified by the Office of Health Care Quality
accredited by The Joint Commission.

Springfield Hospital Centel

Springfield Hospital Center, located@855 Sykesville Road, Sykesvi
MD first opened in 1896. The facility provides a wide range of inpa
behavioral health clinical services for the treatment of psychig
disorders. The facility is licensed and certified by the OHCQ
accredited byThe Joint Commission.

Thomas B. Finan Center

Thomas B. Finan Center, located at 10102 Country Club |
Cumberland, MD is a mufturpose inpatient behavioral health facilit
The facility specializes in the evaluation and treatment services
adults with psychiatric disorders. The facility is licensed and certifie
the OHCQ and accredited by The Joint Commission.

Transition Traumatic Brain
Lyeadz2NE o6dac¢. L

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

Western Maryland Hospita
Center

Western Maryland Hospital Center, located at 1500 Pennsylv
Avenue, Hagerstown, MBpecializes in interventional health ca
services including: rehabilitation, peritoneal dialysis, total parent
nutrition or special isolation, diagnosis and comorbidities, brain inj
spinal cord injury, multiple trauma, multiple system failure, tp
coronary artery bypass graft surgery (or other open heart surge
requiring extensive rastabilization and rehabilitation), Stage-IM
wound management and wound vac, hyperalimentation, and infect
disease management and isolation including negatipressure
isolation. The facility is licensed and certified by the OHCQ
accredited by The Joint Commission.

Western Maryland Region

Comprised of Allegany, Carroll, Frederick, Garrett, and Washirn
Counties.

Xi
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Introduction

This Executive Summary provides a Hegrel overview of each of the six (6) sections contained
GAUKAY (GKS al NBf I YR 5SLItNIWS yWS L22NII SO (f KiSK Gt £ 1l iy’
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 remonendations, including recommended capital costs,
projected operating savings, and capital cost avoidance.

Background

¢tKS al NBflFyR S5SLINIGYSYd 2F ISFEGK 6aas5l ¢ 2N a
the State government that is responsible foetpublic health and welbeing 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

60 a wL / lidéntiak faciitiBsifor individuals with developmental disabilities, and Chronic Care
services.

Purpose of the Plan

The purpose of thMaryland Department of Health 2041 MasterPfad 2 Ff A3y a51 Qa
patient care needs with health care servicdtered or provided by the Department. The Plan
ddzLILR2 NIIa AYLX SYSyidlFaGAazy 2F GKS {dFrGdSQa unmdop LI
6¢/ h/ 0 az2RSfté¢x gAGK GKS ' o{od /SyidSNAR F2N aSR
Model sets a per capita lilnon 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.With implementation of the Plan, the State will progresdy

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 e at an annual savings

target of $300 million per yedt.

1/SyiSNE F2NJ aSRAOIFIAR FyR aSRAOINBE {SNBAOSasz al NBEfl YyRQA
https://innovation.cms.gov/innovatiormodels/md
tcem#:~:text=The%20Model's%20financial%20targets%20are,based%20payments%20for%20Maryland%20hospital
s.
2a | NBf I y RQaf CareMotlel Backgraurid ard Summary, Centers for Medicaid and Medicare Services
https://hscrc.maryland.gov/Documents/Modernization/Total%20Cost%200f%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 support evolving care models and trends.
Improve the patient care environment.
Implement efficiencies in service through utilization of all appropriate healthcare assets
available throughout Marylanenot just those owned and operated by MDH.
Fulfill therequirements 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 proviiieith & 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 consistgnexceeds comparable locations and national
benchmarks for similar services.

Facility Assessment Summary

Infrastruture Assessment
Architectural MEP

Service Line Facility Overall Score

Functional Civil Engineering

Springfield Hospital
Center

Clifton T. Perkins
Hospital Center
Eastern Shore Hospital
Center

Spring Grove Hospital
Center

Fair Fair Fair Fair

linpatient Behavioral Health

Thomas B. Finan
Center
RICA Balti i
|Residential Institutes for chBalimore Faly
Children and Adolescents :
John L. Gildner RICA Fair
Residential Services for Holly Center Fair Fair Fair Fair Fair
Individuals with
Developmental Disabilities Potomac Center Fair Fair Fair Fair Fair

Western Maryland
Hospital Center
Deer's Head Hospital
Center

Fair

Chronic Care
Fair

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 Facilites Master Plan GuidelinesMDH coordinated with the Maryland

5SLI NIYSYyG 2F DSYSNIrt {SNIBAOSA 64a5D{ £ 0hei2 LINE
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 MI$ planning comittee of senior

MDH leaders, to undertake development of tMaryland Department of Health 2041 Master

Plan

l'a a5l ¢gta ¢2NlAy3 (G2 FAYFIEATS GKS tftly Ay {
respond to the COVHD9 pandemic refocused the DeparBry 1 Qa4 STF2NIia FTNRY O2
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 proces 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 aagimnis

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 communityt Bpcal 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 delivenyprojected 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 prevaksnand the impact of a future care
model to address evolving developments and best practices for patient services.
+2fdzYS LINP2SOGA2ya F2NBOlIad || NBRdAzOGAZ2Y
service lines. The future combined total bed demand is progettebe 1,589 in
2030 and 1,540 in 2040, and requires a consequenti#hirking 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
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Analysis of Facilities
o The planning process included a survey of the fasliand a comprehensive
analysis of the infrastructure and functionality of each site. The assessment
analyzed cost information of operating and roperating facilities and the total
cost of care of clinical operations. Conclusions from the analysis teditzat 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 alternateasos 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
demard ¢ in some cases at a reduced cost. In lieu of MDH undertaking costly
NBGNRFAG 2NJ NBLX I OSYSydG 2F FI OAfAle@ 0dzA
patients to available space in community health care organizations was explored.
The Core Planning @am 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 patiearg suitable for community health
care settings, the higher acuity patients will likely need to be caretdyfdDH

o Various alternative recommendations were considered during the development
of the PlanThe Plan recommends investing in MDH facilities and-ggting the
capacity of the facilities, while also developing partnerships with health care
organizations and enhancing the community reintegration of patients.

5 0f 132



;.’.r-iMaryIand

DEPARTMENT OF HEALTH

Master Plan Phased Recommendation Suary
A. Phase 1 Recommendation Summary (FY 2Q026)

a. Divestiture of NorOperating Facilities
i.  Crownsville Hospital Center (Anne Arundel)
ii.  Regional Institute for Children & Adolescents Southern Maryland (Prince
DS2NESQ&0U
iii.  Upper Shore Community Menthlllealth Center (Kent)
b. Construction:
i.  Construct four (4) 24our 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 tarmsition services currently
LINE ARSR i 5SSNRa | SFR 1 2aLIAGEHE [/ Sy

Center
ii. Consolidate MDH Behavioral Health Administration office spaces into the
5SLI NIYSyiQa NBft20lIGA2y G2 GKS . IfdA

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

B. Phase 2 Recommendation Summary (FY 202031)

a. Construction
i.  Construct two(2) facilities:
1. Facility for ChildrenGentral Marylanjt
2. Secure Evaluation Therapeutic Treatment (SETTIjtyFadessup)
ii. Construct a replacement hospital building at Springfield Hospital Center
(Sykesville)

C. Phase 3 Recommendation Summary (FY 203241)

a. Construction
i.  Renovate the Holly Center
b. Community Integration
i. Identify and develop strategipartnerships 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 oréme cost avoidance of $24.1 million
through the transition of services from four (4) facilities
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Introduction
Section Il provides an overview and background ingtram for MDH. It includes the history,

mission, and scope of services of the Department. Starting with the origins and rationale for the
tfFyQa SFF2NIzZ {SOGA2y LL RSOGFAf&a GKS as51 aSN

History

Since themid-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 Cityweddlhe 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
FYR AY SIFOK 2F al NBflIYRQ&a Ho O2dzyiASao

MDH has five (5) major divisionsPublic Health Services, Behavioral Health Administration,
Developmental Disabilities Administration, Health Care Financing, and Operations. Additionally,

the Department has 20 professional boards that license and regjhkealth care professionals,

as well as various commissions that issue grants, conduct research, and make recommendations

2y AaadzSa GKIG FFFSOG al NEfFyRQa KSIFfGK OF NB F
and a budget greater than $17 Lulfi.

Purpose of the Plan

Thew2 Ay i [/ KI A bidvitee FiScal YemS(EY} 20Ii8 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 FasilMaster 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 tlm®nceptual Facilities Master Plam time and
subsequently requesteaxtensiors for completion of the fullFacilities Master Plan this
document, due to the complexity and magnitude of #r@deavor, changes scope for the work

that arose during the planning process, and delays due to MDH refocusing its efforts to respond
to the COVIEL9 pandemic.

=

hy b2@SYOSNI HAZ HAMPE | YSY2NI yRdzy 2F dzy RSNE (!
Centers for Medicare and SRA OF AR { SNWAOS&a oda/ a{£¢0 |yR
alNBflyR ¢2GFf /2ad 2F /[/I NS az2RStd ¢KS a0
commitment, principles, and framework for CMS and the State to develop a comprehensive set
of goals, measure milestones, and targets for hospital quality improvement, health care system
OGNl YaAaF2NXYIGA2Y YR ljdzr ft AG& AYLINROGSYSYds I|yR
LYGdSaNI ISR ISIHfGK LYLNROSYSYy(d { (NI GS3eked F2NJ
MOU included the Statewide Integrated Health Improvement Strategy Principles and outlined

L.
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the agreement between CMS and the State. The Statewide Integrated Health Improvement
Strategy Principles are as follows:

1.

N

o g

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

Goals, measures, and targets should reflect apafler perspective.

Goals, measures, and targets should capture statewide improvements achieved under the
Model, including improved health outcomes and equity.

Goals for the three domains described in Section I1I.C.1 through I1I.C.3 of this MOU should
be synergistic and mutually reinforcing.

Measures should be focused on outcomes whenever possible.

Milestones including process measures, may be used to signal progress toward the
targets.

The Statewide Integrated Health Improvement Strategy Proposal should fully maximize
the population health improvement opportunities made possible by the Model; and

The Statewde Integrated Health Improvement Strategy Proposal should promote public
and private partnerships with shared resources and infrastructure.

4 Department of Health and Human Services and CMS: Memorandum of Understanding Between the Centers for
Medicare & Medicaid Seises 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 Healtlitiezchave historically
been divided into four (4) service delivery lines:

l. Inpatient Behavioral Health;

1. WSAARSYUGALFf LyaidAaddziSa F2NJ/ KAfRNBY FyR !
[1I. Residential Services for Individuals with Developmental Disabilities; and

V. Chronic Care.

¢CKS {GFrGSQa NRtS Aa G2 LINPOARS OFNB F2NJ al NEf
or court involvement. The following is a brief overview of each service line:

A. Inpatient Behavioral Health
MDH provideshospitatbased 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, antbbet 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 jiadisystem. 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 \8ees. 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 margement, and community participation; as well as to promote access to and use
2T O2YYdzyAdGe NBaz2dz2NOSa G2 FLOAEAGIGIS GKS AYyR?
facilitating recovery, and preventing relapse anehaspitalization.

Over the lastentury, the patient care model and the patient population for Inpatient Behavioral

Health has changed. Twenty years ago, the majority of MDH patients requireeelong
institutional care because of their inability to medically manage their conditidmacommunity.
¢2RIF&3 a5l Qa LI GASyYy G LJ2 Lz lordeked placem@ntsLINFdditibriNRA £ &  (
to the shift in type of patients, the patient population now includes more patients who are older.

In some cases, patients have become more appad@rfor 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 patienpopulation through the development of specialized care services to meet
evolving patient care needs.

10 of 132



;.’.r-iMaryIand

DEPARTMENT OF HEALTH

Specialized Care Services include:

Acute Competency Restoratidiocuses on the treatment to obtain competency to stand
trial. This requires the persomo understand the charges, verdicts and potential
consequences, trial participation, process, ability to assist counsel, and degiaking
ability.

Intensive Managemen is directed at inpatient behavioral health patients who are
violent, predatory, omalingering. These patients require a maximum level of security.

Intensive Medicalpatients require longerm institutionalization due to the instability of
their condition and can be deemed noastorable to competency following extensive
treatment and ntervention.

Competency Maintenanceés 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 cohorte$e
intellectually disabled patients are in a defined unit with care plans.

Geropsychiatric Cares for patientswith increased medical service needs, including changes
in acuity levels, which are generally attributable to aging. There may be yountientpahat
require similar levels of care due to factors not attributable to age.

Community Relntegration focuses on patients who are transitioning back to the
community. A successful transition requires that the appropriate services and activities
exig in the community.

Adolescent/Childpatients 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 mduals 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 Disabilifesninistration is the primary
administration within MDH that funds communityased services and support for people with
developmental disabilities.

D. Chronic Care
a51l LINPGZARSA OKNBYAO OFNB F2N LI GASyGadAy GKS
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provides inpatient and outpatient dialysis treatment. Demdadchronic 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 irhpepital settings.

Treatment is shifting toward a model thatd Of 2aSNJ (2 LI GASydiaQ K2YSa

Locations of Care (organized by service line)

¢CKS F2ft26Ay3 YILI RSLIAOGA GKS t20FGA2y 2F (KS
four (4) regions. Of the 14 sites, 11 are operating facilities, and 3 areperating 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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LEGEND

Ino.| Facility | | Region
@ |chronic Care

1 |Deer's Head Hospital Center

2 |Western Maryland Hospital Center _
@ |Closed Facilities

3 |Crownsville Hospital

4 |RICA - Southern Maryland

5 |Upper Shore Community Mental Health Center
@ |Developmental Disabilities Care

6 |Holly Center

7 |Potomac Center _
[ |Inpatient Behavioral Health

8 |Clifton T. Perkins Hospital Center
9 |Eastern Shore Hospital Center

(John L. Gildger)

- nEastern Shor L

Hospital Cnter!

. Deer's Head =\
£ Hospital Center 3

AN ;'(:fg‘ iolly Cegfter

10 |Springfield Hospital Center g\} !

11 |Spring Grove Hospital Center Region s g /

12 |Thomas B. Finan Center Central Maryland Region Y,
M |RICA (Child/Adolescent) Eastern Shore Region

13 |RICA - Baltimore Southern Maryland Region @

14 [ohn L. Gildner RICA || [western Maryland Region

Figure 2 MDH Facility Locations/Regions Map
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A. Inpatient Behavioral HealtlFacilities 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 treatmentf psychiatric disorders.

Clifton T. Perkins Hospital Center

Clifton T. Perkins Hospital Center, located at 8450 Dorsey Run Road, Jessup, MD is a
maximumsecurity inpatient behavioral health facility. The facility receives patients
requiring psychiatricevaluation who have been accused of certain felonies and have
raised the Not Criminally Responsibiefense and/or their competency to stand trial is

in question. The facility provides mental health treatment to felony inmates from
correctional facilitise who meet the criteria for involuntary commitmehidditionally,

the facility accepts patients from other MDH regional psychiatric hospitals who exhibit
violent and aggressive behavior.

Eastern Shore Hospital Center

Eastern Shore Hospit@lenter, 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, &ed 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 operatingsychiatric 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. Fin&@enter, 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 alsolocated 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.

® A law inMaryland that considers that at the time the crime was committed the defendant ceoidinderstand
their actions were illegal or conform their actions to the law because of a mental disorder or developmental
disabilities.
® Marylandlaw allowsinvoluntaryadmission 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 voluntal.
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The center is currently leased to the Allegany County Board of Education to provide
specid education. The buildings are sldased to Sheppard Pratt for special needs
students at the Sheppard Pratt Schoel Cumberland Jefferson School. All
recommendations made in regard to the Thomas B. Finan Center will also encapsulate
the Joseph D. Brandenly Center.

B. Regional Institutes for Children and Adolescents Facility Locations:

Regional Institute forChildren and AdolescentsRICA Baltimore

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

Regional Institute for Children and Adolescentdohn L. Gildner RICA

The John L. Gildner Regional Institute for Children amule&dents, located at 15000
Broschart Road, Rockville, MD is a commubéaged treatment and special educational
facility serving adolescents experiencing emotional, behavioral, and learning difficulties.
This facility is managed through a partnership beéw 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 inteditual 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 witheilectual 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 initllectual
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 intervémal 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 bypasgraft surgery (or other opeheart surgeries requiring
extensive restabilization and rehabilitation), StageIM wound management and wound

vac, hyperalimentation, and infectious disease management and isolation including
negative pressure isolatiofhe 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).

5SSNRa | Sl Rerl 2aLAGEE /Sy
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provides outcomeoriented, comprehensive management of complex medical conditions.

The facility has 125 licensed beds that are divided into 80 SNF beds &fd\&H beds.

Three (3) of the 80 SNF beds are designated forammmpliant tuberculosis patient3.he

facility also provides inpatient and outpatient dialysis, and skilled nursingtiermy care.

E. Non-Operating Facilities:

In addition to the 11 MDH operatinfacilities, there are also three (3) noperating 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
0aatdfs DI dzZRSYyT Al NBaARSYUGALl f RNHzZ GNBI (YS
9YSNHEHSyOé aSRAOIFIf {SNBWAOSa {eaidtSvya oaal9af{
House) residential drug treatment program.

Regional Institute for Children and Adolesceri®uthern 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. Theitgad currently leased to the Prince
DS2NHSQa [/ 2dzyie tdzwfAO {OKz22f {eadsSy GKIG
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 treatnfecility that
treats substance use disorders andaecurring mental health disorders.

17 of 132



ﬂMaryland

DEPARTMENT OF HEALTH

18 of 132



;.’.r-iMaryIand

DEPARTMENT OF HEALTH

Introduction
{SOGA2Y LLL LINRPODGARSE Iy 20SNIASH LAR2EOE Qtnf AP
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 Principlestasa for
decisionmaking.

The goals for the Plan include:
O hLIWAYAT Ay3 a5l Qa sysierhthddilA RS KSI £ G KOl NB
3 Provide enhanced patient care;
3 Provide optimal facilities and environments of care; and
3 Realize efficiencies and cost savings.
Provide healthcare to all Maryland residents in need;
Reduce the total cost of care and make Maryland a national model;
Develop phased recommendations that are actionable and flexible in the-stront 0-5
years (Phase 1), medium term/1® yeargPhase 2) and longgrm/ 11-20 years (Phase
3);
Use partnerships to utilize excess capacity in the existing private sector facilities.

O¢ O¢ O«

O«

Project Team

The Core Planning Team included representatives from MDH, DGS, the Maryland architectural
firm of Marshall @ft 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-eite for all work sessions to meet with project stakeholdsnd
leadership. When oftite, the Core Planning Team utilized technology to maintain
communication and progress with the Core Planning Team and leadership on a weekly basis.

¢KS /2NB tftryyAy3a ¢SFY 2NBIFYAT | GAhigoftiée G NAE A f
planning process and stakeholder participation. The team was designed to represent both a

local institution focus (red workgroups) and bregsgistem planning (vertical workgroups).

Whenever possible, the Core Planning Team relied on existinggroumodified existing

groups to assure robust participation. This level of stakeholder engagement was successful in
soliciting information and ideas about how best to serve patients,fantitatingbroad-based
participation.
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STEERING COMMITTEE CORE PLANNING TEAM

Dennis Schrader, MDH Secretary

Robert Neall, MDH Secretary (former)

Thomas Andrews, Chief of Staff

Webster Ye, Assistant Secretary

Atif Chaudhry, Dep. Sec. of Operations

Gregg Todd, Dep. Sec. of Operations (former)

Bernard Simons, Dep. Sec. of Developmental Disabilities

Dr. Jinlene Chan, Dep. Sec. of Public Health Services

Fran Phillips, Dep. Sec. of Public Health Services (former)

Dr. Aliya Jones, Dep. Sec. of Behavioral Health Administration
Will Andalora, Director of Office of Facilities Management & Development
Bryan Mroz, Director of MDH Healthcare System

John Robison, Director of State Hospital Administration (former)
Steve Lauria, DGS Chief of Design/DGS Project Manager

Marshall Craft Associates
Jensen + Partners

Atif Chaudhry, Deputy Secretary of Operations

Gregg Todd, Deputy Secretary of Operations (former)
Will Andalora, Director of Office of Facilities Management and Development
Steve Lauria, DGS Chief of Design/DGS Project Manager

ChibhlcCire ent By Developmental RICA
Health Disabilities Care (Child/Adolescent)
Lead: John Robison Lgad: Berhaio Lead: John Robison CO-LEADS:
Jinlene Chan Simons
CEOs and CEOs and clinical staff CEOs and clinical CEOs and clinical Clifton T. Perkins Hospital John L. Gildner RICA Springfield Hospital
clinical staff from: staff from: staff from: Central Region Western Region Western Region
from: e Clifton T. Perkins o Holly Center e RICA- CEO: Marian Fogan CEO: Kenneth Basler CEO: Paula Langmead
e Deer’s Hospital Center e Potomac Baltimore Holly Center Potomac Center Thomas B. Finan Center
Head e Eastern Shore Center e John L. Gildner Eastern Region Western Region Western Region
Hospital Hospital Center - RICA CEO: Mae Esh CEO: Holly Young CEO: Lesa Diehl
Center e Spring Grove Eastern Shore Hospital RICA - Baltimore Western Maryland
e \Western Hospital Center Center Central Maryland Hospital Center
Maryland e Springfield Eastern Region CEQ: Tracey Heslop Western Region
Hospital Hospital Center CEQ: Forrest Daniels CEQ: Kelly Devilbiss
Center e Thomas B. Finan Deer’s Head Hospital Center Spring Grove Hospital Center
Genter Eastern Region Central Region
CEO: Mary Beth Waide CEO: Dwain Shaw
Human Information and Facilities and Real Estate Supply Chain and Communications

Technology Construction

Resources

Logistics

Figure 3 Core Planning Team Organization Matrix
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A. SteeringCommittee

The Steering Committee was led and facilitated by the Core Planning Team which initially met to
NEOASSs GKS tflyQa FLIWNRIFOK:E |fA3dy GKS YIFadSN
the project goalsSteering Committee participatioassured a defined and organized process to
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the Steering Committee met to review a summary of the work in progress and provide input and
direction at each step othe 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, primarthaoed by clinical and administras

staff, were organized around the key program and service areas of Inpatient Behavioral Health,
wL/ !> 55! |yR [/ KNRYAO /I NB® ¢KSA&S ¢2NJ] INERdJzLIA
GK2NRAT 2y il tfeé o0& t20FGA2Yy D lidR &fplanhikygdsdohsdoz YSY
define the potential space impacts from the future care model. For example, discussion topics
included judicial/clinical patient flow with the robust peatute community services. Other
stakeholders helped to establish programorking assumptions for broablased initiatives by

providing input regarding Patient Experience, Information and Technadtteplth Services Cost
WSOASE [ 2YYAaaArzy oal {/ w/ £03 al NEfHagliRes &8 LI NI Y
Construction, Spply ChainProcurement, and Logistics.

Methodology

A. Work Plan
The Work Plan below, illustrates a hilglvel overview of the work approach. The approach
developed by the Core Planning Team allowed regular collaboration and interaction with the
Steering Comiittee 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 leadersBigering Committee members to addressues and
focus on longerm decisions, in addition to deliverables review and approval. The Work Plan was
organized into six services including:

1. Facility Tours and Analysis;
Program Analysis and Development;
Facility for Children;
Area Plans;
Priorities and Budget; and
Consolidated 20rear Plan.

o gk wN
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WORK PLAN: MARYLAND DEPARTMENT OF HEALTH MASTER PLAN

Week of.
Scope Of Services: MAR APR MAY JUN JuL AUG SEP OocT NOV DEC JAN FEB MAR
18 25 1 B |15 22 29 6 13 20 2F 3 10 17 24 1 B8 |15 22 29 5 12 19 268 2 89 16 23 30 7 14 2! 28 4 11 /18 25 2 9 16 23 30 6 |13 20 27 3 10 17 24 2 8 16 23 30

Work Sessions @ M @ ®

3126 4i22 -245/8 -9 5/29 6/19 716 87 919 10/31 11/20 12/18 1/22 2126 3125
ibes ol e of Frogram DT Program Progran
Cam Carw roups e wops roiips
Space Assignments & Consfrainis
Facility Analysis Program Analysis and Volumes ’ ’
Facility / Campus | Infrastructure

. Capacity / Opportunity | Growth / Consolidation
Program Analysis m Sits Visits
and Development Data Review Indusiry Trends & Direction / Future Care Model

Demand Model / Uitiization /Projeciions.

Facility for Children
(Add Service)

Area Plan
Priorities and Budget Fx..'rh' mmﬂmm ’

Budget Priorillos uutmu u-—ww

Consolidated Master Schedule & Phasing

20-Year Plan Refine Prefarred 20-Year Plan

Leadership Review - @
& Approva @ @ D DD

- ’ ’ = Draft Review Milestones
|”’“ = Final Review Milestones

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
recommerdations.

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 voluprejections, and developing the future

care model for the various service lines. Moreover, data analyassintegral to assessing the
situation, determining needs, defining gaps, formulating the future care model, and providing
0KS tflyQa NBHe2xemsd gaiiisdurked gréatso 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 2BIEH Institutional
Review douments. 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 2018y the Maryland Health Care Commission

MDH Community Health Facilities Grant Progrdecumentation prepared by the

Maryland Department of Health (1/30/2019)

. dZAf RAY3 [/ 2YyRAGARZ2Y ! daSaaySyida TFT2N 2Said SN
Hospital Center, and Clifton T. Perkins Hospital Center North Wing

Guidelines for Submission of a Faes Master Plan to the Maryland Department of

Budget and Managemengune 2016

Maryland Department of General Services Office of Facilities, Planning, Engineering, and
Construction Syear project history

Facility Plans for all facilities

Summary facilit synopsis data sheets

| SFEGK alyl3SYSyd LyF2NN¥IGA2Yy {e&adSy¥a o6dal a
2019)

Facility personnel contact list

Preventative Maintenance Reports

C. Program and Utilization Analysis

The project involved a higlevelreview 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 Mode

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 kmal health, preventative

care, workforce, partnerships and collaborative services, and transitions of care.

E. Facility Analysis Current State Assessment

This assessment included an engaged review o015 MDH Institutional Reviewith 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 wasatech@uring 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,
AYyOt dzRAY3 +y S@lftdzGAz2y 2F SEA&AGAY3I 2LISNI (A2
provide services in existing facilities. The functionality assessimeluded 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 systes, 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
anddeferredY Ay i Syl yOS® ¢KS S@lFfdza GdAz2ya Ffaz2 KSt LISR
use for future care needs.

H. Program Analysis and Developmemt Needs Assessment / Visioning and
Organization
At the project kickoff, the Steering Committee defined the Igcand 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 andfamed 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.

[. Industry Benchmarks

Using historic and currently available volume metracsl 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 witbadership 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
servies 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 incorporatdenaebased
planning, MDH can achieve measurable operational improvements, provide -gauss
customerfocused care, and lower overall project cost and risk.

K. Market Analysis / Utilization

The Core Planning Team developed a market analysis, vd@nltified 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 grovitin 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 Sta.

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 segmentgsh@ 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 solutiomsre intended toprovide the Stateof 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 wibcutive 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 (y®aflBhase 2
(years 610), and Phase 3 (years-2@)implementation objectives with relative costs for each to
facilitate multtyear 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 execu efficiently. Moreover, the Plan defines flexible phasing to support development with
minimal disruption to patients.
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Introduction

Section IV serves to document all facets of the cursgiation 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-tlepth operational, functional, and infrastructure assessment of each of
the MDH facilities.

¢tKS aSNBAOS ftAyS aaSaayYSyid NBGASga GKS & OdzNN
access to care, locations and environments of care, somatic and ioehlalrealth 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 othe
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 conditionsluding the cost to bring the
existing facilities up to projected future standards of care for the patient environment.

Demographic Profile

Population

2 KAETS yFGdzNF € LRLz FGA2y AYONBIaS 00ANIKA YA
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

al NBf I YyRQ&A LRLIzZ FGA2y gAft AYONBlIasS o0& Mmbo:

The 65+ age cohort is projected to grow by over 47% by 2040. Charles County (103%
AYONBI 4S0Z CNBRSNRO|l [/ 2dzyide otvdz AYONBI &St
projected to see the greatest percentage increase for the 65+ age cohort by 2040;

The Maryland 019 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 Cétinty (35
increase), and Charles County (34% increase) are projected to see the greatest percentage
increase for the €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 no&d, the national population of this age cohort is
projected to grow 15% to over 300 million;
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Ages: 0-19 Ages: 2049 Ages: 50-64 Ages: 65+ Total

2020 2040 Change 2020 2040 Change 2020 2040 Change 2020 2040 Change 2040 Change
Allegany Co. 16,877 15,215 -9.8%| 29,140 30739 4.3%| 14,077 13,184 -6.3%| 16309 17259 5.8%| 76403 76,054 -0.5%
Anne Arundel Co. | 140,310 151,446  7.9%| 223,321 232,751 4.2%| 118900 111,059 -6.6%| 90,700 127,014 40.0%| 573231 622,270 8.6%
Balimore City 144,087 146,110 1.4%| 281,111 278064 -11%| 109407 122643 12.1%| 81687 96,586 18.2%| 016,292 643,403 4.4%
Baltimore Co. 200,823 210,458  1.8%| 320,976 322,452 0.5%| 169,066 153,666 -9.1%|150,135 194,175 29.3%| 847,000 880,751 4.0%
Calvert Co. 23387 23,804 1.8%| 32,958 35198 6.8%| 22,842 16950 -25.8%| 15419 24,501 58.9%| 94606 100,453 6.2%
Caroline Co. 9,080 12,294 354%| 11,797 14410 22.1% 7,433 7446 0.2%| 5,739 8,795 53.2%| 34,049 42945 26.1%
Carroll Co. 38404 40,291 4.9%| 55,611 57,891 4.1%| 41683 27224 -34.7%| 33,4% 56,389 68.3%| 169,199 181,795 7.4%
Cecil Co. 24962 35,334 41.6%| 37,660 48361 284%| 24690 22,057 -10.7%| 17,289 29,693 71.7%| 104601 135445 29.5%
Charles Co. 44,786 59,820 33.6%| 062,652 79660 27.1%| 37,590 34245 -8.9%| 22,014 44,844 103.7%| 167,042 218,59 30.8%
Dorchester Co 8,057 9,137 13.4%| 11,482 13,126 14.3% 7,780 789 1.5%| 6983 9340 33.8%| 34302 39,499 15.2%
Frederick Co. 64,133 85,558 33.4%| 98,055 122,752 25.2%| 56,844 48922 -13.9%| 41,748 74916 79.4%| 260,780 332,148 27.4%
Garrett Co. 6,678 7,038 54%| 10,065 10445 3.8% 6,956 5,728 -17.7%| 6,594 8246 25.1%| 30,293 31,457 3.8%
Harford 62,072 70,903 14.2%| 94,065 103903 10.5%| 56,340 46469 -17.5%| 45205 67942 50.3%| 257682 289217 12.2%
Howard 87523 88659 1.3%| 129,211 136,058 5.3%| 69662 65375 -6.2%| 50,525 81,755 61.8%| 336921 371847 104%
Kent 4,188 3,955 -5.6% 6,084 6,043 -0.7% 4,869 4,487 -7.8%| 5,755 8511 47.9%| 2089% 22,996 10.0%
Montgomery 261,843 293,552 12.1%| 413,295 432722 4.7%| 210,618 220950 4.9%|166,271 249908 50.3%|1,052,027 1,197,132 13.8%
Prince George's 229629 231,202 0.7%| 383,426 373,292 -2.6%| 176,428 175119 -0.7%|126,659 202,778 60.1%| 916,142 982,391 7.2%
Queen Anne's 11,563 14,381 24.4%| 16,237 19694 21.3%| 12,600 10,715 -15.0%| 10,334 16,244 57.2%| 50,734 61,034 20.3%
Somerset 6,072 7,083 16.7%| 11,250 12,771 13.5% 5,039 4,408 -12.5%| 4,389 5290 20.5%| 26,750 29,552 10.5%
St. Mary's 33,179 42,254 27.4%| 46,145 59,139 28.2%| 24,866 26428 6.3%| 15964 27,530 72.5%| 120,154 155,351 29.3%
Talbot 7,744 8,458 9.2%| 11,130 11984 7.7% 8391 7,241 -13.7%| 11591 14311 23.5%| 3885 41,994 8.1%
Washington 38205 50,159 31.3%| 58,071 70,155 20.8%| 33,347 30,137 -9.6%| 27,174 39,500 45.4%| 156,797 189,951 21.1%
Wicomico 27411 33,909 23.7%| 41,658 49,732 194%| 1959 19976  1.9%| 17,537 23,039 31.4%| 106,202 126,656 19.3%
Worcester 10,129 12,028 18.7%| 15425 18,109 17.4%| 13,195 11896 -9.8%| 14,352 19,569 36.4%| 53,101 61,602 16.0%
State of Maryland|1,505,724 1,653,048  9.8%|2,400,244 2,539,108  5.8%|1,253,168 1,194,221 4.7%|982,672 1,448,135 47.4%|6,141,808 6,834,512 11.3%

Source: Maryland Departm ent of Planning Projections and State Data Center

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 heafitovated

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
AN LIKAOIFT &adzYYlF NBE WRI & KO0 ZuhdMiBtey, lodationdonhag) aridl N dzy R F
FIOAfAGEQa LIKE2aAOlFt OKIFNIFOGSNRAGAOa:E adzOK | &
and consistency with adjacent land use.

Situation Assessments are comprised of the following categories:

Operational Assessment Bed Utilization and Current Care Model: Functional Assessment;
InfrastructureAssessment, whictiescribes the relationship of operations within the facility and
evaluation based on an established set of criteria resulting in a good, fairporating.

Function Assessment Criteria:

1. Unit:
Location/Adjacency Assessment of access into the facility, convenience to public
transportation, and adjacency to other services.
Unit sizeq Assessment aéxisting sizdor operations, equipment, and comfort of
staff and patientsSize 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 ¢ Assessment of operational efficiencies and/or roadblocks for facility
staff.
Staff Support; 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¢ Assessment of patient room environment including patient
comfort, accessibility within the room, safety equipment, and general conditions.
Patientamenities¢ Assessment of the availability of, and access to open space,
patient restrooms, library, food, activity rooms, and guest spaces.

4. Activity:
Access to outdoorg, Assessment of ease of access to the outdoors, such as
through patios, atriums, oraneral entryways.
Dayroom/Activityg Assessment emphasized elements such as size and location of
the dayroom, types of activities offered, and availability to patients.
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A welldesigned 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; Assessment of items that directly affect patient safety. Examples
AyOf dzZRSY &aidlFF¥FQad RANBOG aArAakKa tshafSa G2
edges on furniture and crawl spaces; ligatuesistant patient environment; and
technological infrastructure to improve patient safety.
Staff Safetyq Assessment of items that affect staff safety. Examples include:
access control, security, and tewlogical infrastructure for patient monitoring;
and areas with decreased direct visualization of patients that could put the staff
at risk.
6. Aesthetics:
Interior ¢ Assessment of interior design elements regarding functionality for staff
and/or patients.
Exterior ¢ Assessment of the exterior design including campus design, and/or
community as a whole. Assessment of functionality of exterior design elements,
as applicable.

LYFNF &GNHz2OGdzNE ' aaSaayYSydy !aaSaaySyhanic T SI O
Electrical, Plumbing (MEP), and Civil Engineering Syshk4ans.categories for the architectural

discipline are: Exterior, Interior, and Code Compliance. Using the Exterior main category as an
example, the subsequent subcategories include: BugldiSkin, 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 foeach discipline. This evaluation method was used to
develop all facility assessments.

CostPer Patient and Operating Cost Assessment: Assessment of cost per patient for each
facility location is based on FY 2018 baseline operating budget data andrtiiger of beds in

use at the time of the assessment. The calculated cost per patient is included in the graphical
adzYYlI NBE WRI 8 Ko 2| NR Q.Opezadngb anddiinical to&is\projediiéns for2 O G A 2
planning purposewvere calculatedver the next, 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 funatns. 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 healthsarvices. 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 intopatient
populations: norcourt 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 Cliftonrking®élospital Center focuses
exclusively on court involved patients. MDH has become the primary care provider for the court
involved patients, resulting in limited space for rRoourt involved patients who need lortgrm

care.

A court decides whether thdefendant 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 commiuMDH determines the
facility the patient isassigned basedn 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 chges 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 andtheyf RA @A Rdz f Q& YSRAOIf X LJAeOK2a20Alf X I yR
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The current court involved Inpatient Behavioral Health care model is depicted below:

: 'Er ’
YES serecmccsnnnsmnunnnnnnns * TRIAL ======- ’E
: s
E E {uns »
N £ JAIL E :
o0ve : : | courT- :
= V. i | ORDERED :
m H i'| EVALUATION :
: : | COMPETENT? :
E—— .= COMMUNITY |+ .® . :
PROSECUTOR T :
CHARGES FILED Pl INPATIENT """ YES
and competency to : NO .. cOMPETENCY i
stand trialis in P RESTORED? |.vveves NO eeserernnned
question o :
Gy
| SECOND
| OPNION
. 5 days to address Often delays
Timeline .
competency before trial

FOUND
GUILTY

FOUND
INNOCENT

CHARGES
DROPPED

CONVERTED
TO AVIL

Notes: Once o patient has been addressed by courts, they are now voluntary in hospital, but court can still dictate conditions of discharge
There is o priority to address the need for community-based behavioral health hospitalization, but becouse facilities are full of court
ordered paticnts, community needs are never treated.

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
FYRK2NJ Iy SYSNHSyO& RSLI NI YSy (i dcatnét befeffe2ti@ely dzNA
managed in an outpatient setting and consequently requires-kamnign care. If the patients are
discharged, they will be transitioned to group homes, pastite care facilities such as SNF,
assisted living, or their homes.

PATIENT
For Referral

HOME |ceeaeena,

COMMUMNITY . INPATIENT
BASED sesssssmmaes BEHAVIORAL

SERVICES HEALTH FACILITIES

HOSPITAL ITTTT T o

Figure 7 Non-court Involved Inpatient Behavioral Health Care Model

Inpatient Behavioral Health Facilities Infrastructure Assessment Summary

Infrastruture Assessment
Functional Architectural MEP Civil Engineering

Service Line Facility Qverall Score

Springfield Hospital

ICenter

ICIIftnn T. Perkins
Hospital Center

Iiastern Shore
Hospital Center

ISpri ng Grove Hospital
Center

Fair Fair Fair Fair

Inpatient Behavioral Health

Thomas B. Finan
Center

Figure 8 Inpatient Behavioral Health Facilities Infrastructure Assessment

Fair Fair Fair Fair Fair
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Springfield Hospital Center
6655 Sykesville Road | Sykesville, Maryland | Carroll County

Figure 9 Springfield Hospital Center Dashboard
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