
This letter serves as notice that University of Maryland Upper Chesapeake Medical Center
("UCMC") and University of Maryland Harford Memorial Hospital ("HMH"), as joint applicants,
are submitting four copies of a modified request for exemption from Certificate of Need ("CON")
review to convert HMH to a freestanding medical facility. One set of full-size sets of project 
drawings will be provided at a later date.  Also enclosed is a CD containing searchable PDF files of 
the application and exhibits, a WORD version of the application, and native Excel spreadsheets of 
the MHCC tables.  
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IN THE MATTER OF CONVERSION  *  
 
OF UNIVERSITY MARYLAND   * BEFORE THE 
 
HARFORD MEMORIAL HOSPITAL  * MARYLAND HEALTH CARE 
 
TO A FREESTANDING MEDICAL   * COMMISSION 
 
FACILITY      * 
 
* * * * * * * * * * * * * * 

MODIFIED REQUEST FOR EXEMPTION 
FROM CERTIFICATE OF NEED REVIEW FOR THE 

CONVERSION OF UNIVERSITY OF MARYLAND HARFORD MEMORIAL 
HOSPITAL TO A FREESTANDING MEDICAL FACILITY 

University of Maryland Upper Chesapeake Medical Center, Inc. (“UCMC”) and 

University of Maryland Harford Memorial Hospital, Inc. (“HMH”) as joint applicants, by the 

undersigned counsel, seek approval from the Maryland Health Care Commission (the 

“Commission”) to convert HMH to a freestanding medical facility.  For the reasons set forth 

more fully below, UCMC and HMH respectfully request that the Commission grant an 

exemption from Certificate of Need (“CON”) review for the conversion of HMH to a 

freestanding medical facility and for associated capital expenditures. 

BACKGROUND 

HMH is an acute care hospital with fifty-four (54) licensed MSGA beds and twenty-eight 

(28) licensed psychiatric beds located in Havre de Grace.  UCMC is a 149-bed licensed acute 

care hospital, with 138 MSGA beds, 10 obstetrics beds, and 1 pediatric bed located in Bel Air.  

HMH and UCMC are the sole acute general hospitals located in Harford County.  Both HMH 

and UCMC are owned and operated by the University of Maryland Upper Chesapeake Health 

System (“UM UCH”), a community based, not-for-profit health system.  UM UCH is dedicated 
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to maintaining and improving the health of the people in the communities it serves through an 

integrated health delivery system that provides the highest quality of care to all. UM UCH has 

been affiliated with the University of Maryland Medical System (“UMMS”) since 2009, and in 

late 2013, UM UCH formally merged into UMMS in order to continue its commitment to the 

growing northeast Maryland area with expanded clinical services, programs and facilities, and 

physician recruitment.  In addition to HMH and UCMC, UM UCH consists of the: (1) Patricia D. 

and M. Scot Kaufman Cancer Center (an affiliate of the University of Maryland Marlene 

and Stewart Greenebaum Cancer Center) located on the campus of UCMC; (2) the Klein 

Ambulatory Care Center located on the campus of UCMC; (3) the Senator Bob Hooper House, 

a residential hospice facility in Forest Hill; and (4) Upper Chesapeake Medical Services, a 

physician practice group. 

HMH was constructed in phases between 1943 and 1972.  Although UM UCH has been 

committed to maintaining the facility and has undertaken capital expenditures to make 

infrastructure, clinical equipment, and information technology improvements, the existing 

physical plant has outlived its useful life.   As  discussed  more fully herein,  renovation  of the  

facility is not cost-effective and the nine (9) acre site in downtown Havre de Grace is surrounded 

by existing developed parcels, limiting a practical opportunity for renovation or expansion.  

Relocation of HMH as acute general hospital was considered but determined not to be cost 

effective and was viewed disfavorably by both staff of the Maryland Health Care Commission 

Staff and the Health Services Cost Review Commission (“HSCRC”).   

Consistent with local and national healthcare trends and to best promote access to 

convenient and quality care for the population it serves, UM UCH proposes to transition portions 

of HMH to a multi-service facility to be located on an approximate 35.63 acre property known as 
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the Upper Chesapeake Health Medical Campus at Aberdeen (“UC Medical Campus at 

Aberdeen”), approximately four and four-fifths (4.8) miles from the existing HMH campus and 

conveniently located near Interstate 95.   In accordance with recently enacted legislation and 

corresponding regulatory changes, UCMC and HMH, as joint applicants, seek to convert HMH 

to a freestanding medical facility (“FMF”) to be developed at the UC Medical Campus at 

Aberdeen.  As described in this request, the proposed project resulting from the conversion of 

HMH to an FMF is referred to as “UC FMF.”  Contemporaneous with this modified request for 

exemption from CON review, UM UCH has filed an application for a Certificate of Need to 

establish a forty (40) bed special psychiatric hospital to be located on the UC Medical Campus at 

Aberdeen, which will be located above UC FMF.   Additionally, HMH and UCMC, as joint 

applicants, have also filed a modified Request for Exemption from CON review to relocate 

MSGA beds from HMH to UCMC and to incur capital expenditures as part of a merger and 

consolidation of these two facilities.  

DISCUSSION 

For some time, several acute general hospitals in Maryland have been exploring options 

to reconfigure and modernize facilities in the face of aging physical plants, declining utilization 

for acute inpatient admissions, while recognizing the continued need to provide high quality and 

effective care to the communities they serve.  Through legislation, Chapter 420, Acts of 2016 

(Senate Bill 707), the General Assembly elected to use the FMF as the preferred facility type for 

the conversion of acute general hospitals by amending MARYLAND CODE, HEALTH-GENERAL to:  

(1) authorize a CON exemption process for conversion of an existing hospital to an FMF along 

with associated capital expenditures; and (2) authorize the HSCRC to regulate rates for 

outpatient services in an FMF, including observation services and ancillary services needed to 
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support emergency and observation services.  As contemplated by this enactment, acute general 

hospitals converting to FMFs are authorized to provide a much broader array of services in order 

to treat patients with more complex and more acute health care needs than the three currently 

established Maryland FMFs, none of which converted from an acute general hospital.  The 

existing FMFs in Maryland lack many of the capabilities that hospitals converting to FMFs will 

require to continue to serve the converting hospital’s community.  Otherwise, hospital 

conversions to FMFs or hospital closures will leave substantial gaps in health care services 

needed by communities formerly served by a hospital.  This is particularly true with respect to 

HMH which has served the residents of Harford and Cecil Counties for more than one hundred 

years.   

Pursuant to amended HEALTH-GENERAL § 19-120 and the State Health Plan Chapter for 

Freestanding Medical Facilities, COMAR 10.24.19 (the “State Health Plan”), an acute general 

hospital may convert to a freestanding medical facility if it follows certain procedures and 

demonstrates that:  (1) the conversion is consistent with the State Health Plan; (2) the conversion 

will result in the delivery of more efficient and effective health care services; and (3) the 

conversion is in the public interest.  For the reasons set forth more fully below, the proposed 

conversion of HMH to UC FMF satisfies each of these criteria.  Accordingly, UCMC and HMH 

request that the Commission grant an exemption from CON review to permit the conversion of 

HMH to a freestanding medical facility and for associated capital expenditures.  

I. COMPREHENSIVE PROJECT DESCRIPTION 

HMH’s conversion to UC FMF is part of UM UCH’s plan to create an optimal patient 

care delivery system for the future health care needs of Harford and Cecil County residents, 
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which comprise a population of approximately 360,000.  The applicants propose to locate UC 

FMF on the UC Medical Campus at Aberdeen, an approximate thirty-five (35) acre parcel.  The 

services at UC Medical Campus at Aberdeen will be organized around two (2) main components:  

(1) UC FMF, an approximate 69,300 gross square feet building located on the first floor; and (2) 

the Upper Chesapeake Health Behavioral Health Pavilion (“UC Behavioral Health”), an 

approximate 72,444 gross square feet special psychiatric hospital located on the second floor.  

The combined total gross square footage of these components is approximately 141,744.1    

Table 1 below reflects the square footage of both UC FMF and UC Behavioral Health, 

with shared space allocated 49% to UC FMF and 51% to UC Behavioral Health.  

Table 1 
Department Gross Square Footage UC FMF and UC Behavioral Health 

 

 

 

 

 

                                                 

1 The overall 69,300 gross square feet allocated to UC FMF includes 56,849 departmental 
square feet dedicated to UC FMF and a 49% allocation of 25,408 gross square feet of public and 
administrative space that will be shared between UC FMF and UC Behavioral Health.  
Accordingly, an additional 12,451 square feet of space to be shared between UC FMF and UC 
Behavioral Health (49% of 25,408) has been allocated to the proposed project.  The allocation of 
shared space between the UC Behavioral Health and the UC FMF was calculated pro-rata based 
on the gross square foot size of each facility. 

 UC Behavioral 
Health 

UC FMF Total 

Total Floor Plate 
Square Footage 

59,487 56,849 116,336 

Dedicated 
Departmental Square 
Footage 

59,487 56,849 116,336 

Shared Space 
Allocation 

12,597 12,451 25,408 

Shared Space 
Allocation % 

51% 49% 100% 

Total Gross 
Departmental Square 
Feet Consistent with 
Table B 

72,444 69,300 141,744 
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As mentioned above and in accordance with recent statutory changes allowing hospital 

conversions to FMFs, UM UCH’s planned FMF will be much different than the three existing 

Maryland FMFs.  UC FMF will be a fully functional, full service emergency department, open 

twenty-four (24) hours per day, seven (7) days per week with the capability of caring for patients 

categorized in EMS priority levels 2 through 4 as well as EMS priority level 1 patients who 

suffer from either an unsecured airway, who are in extremis, or who suffer from a stroke if an 

accredited Primary or Comprehensive Stroke Facility is greater than 15 additional minutes.2  UC 

FMF will have the ability to rapidly transfer those who cannot be definitively cared for at the 

facility via a dedicated, onsite ambulance unit and ground helipad (located at UC FMF) with 

proximity to several hospitals and tertiary centers.   

UC FMF will include the following features: 

1. A main public/ambulatory entry and waiting area with two (2) public toilets;  

2. An emergency department (with six (6) triage rooms, 16 standard exam rooms, 2 
resuscitation rooms, 2 isolation rooms, 5 patient toilets, and 2 staff toilets) as well 
as related staff and support spaces, including an ambulance entrance and 
decontamination facilities;  

3. A behavioral health crisis unit with four (4) standard exam rooms, as well as a 
seclusion room that will be used in for patients who have emotional responses 
that are poorly modulated and who pose a threat to themselves or others in the 
unit (including staff) such that temporary seclusion provides an effective means 
to protect the patient and others while the patient receives medical attention, 2 
patient toilets, and related staff and support spaces; 

                                                 

2 Until only recently, Maryland Institute for Emergency Medical Services Systems 
(“MIEMSS”) jurisdictional protocols only permitted EMS providers to transport stable patients 
categorized as priority 3 or 4 who did not need time-critical intervention to the FMFs located at 
Bowie and Germantown with certain limited exceptions.  See MIEMSS, The Maryland Medical 
Protocols for Emergency Medical Services Providers Protocols at 417 (July 1, 2016).   Thus, 
until July 1, 2017, EMS providers were only permitted to transport patients who either did not 
require medical attention at all or who suffered from non-emergent conditions to two of the three 
existing FMFs in Maryland.   See MIEMSS, The Maryland Medical Protocols for Emergency 
Medical Services Providers Protocols at 35 & 355 (July 1, 2017).    
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4. An observation suite with twenty-four (24) patient rooms, each having its own 
private toilet, and related staff and support spaces;  

5. A diagnostic imaging suite with x-ray, ultrasound, CT, MRI, and cardiac and 
vascular ultrasound modalities and related staff and support spaces;3  

6. A laboratory and pharmacy; and 

7. Administration and staff support spaces.  

                                                 
3  UC FMF will require an MRI in its imaging department for three main reasons.  First, the 
EMS Acute Stroke Ready pilot program applicable to UC FMF and described more fully below 
will lead to UC FMF obtaining Acute Stroke Ready Joint Commission Accreditation, which will 
allow EMS providers to transport patients suspected of stroke to UC FMF. These patients must 
be within the 4.5-hour window from “last known normal.”  The AHA/ASA 2013 Guidelines for 
the Early Management of Patients With Acute Ischemic Stroke Regarding Endovascular 
Treatment published in coordination between the American Health Association and American 
Stroke Association (“AHA/ASA Guidelines”) require that a facility must offer CT or MRI at all 
times. For the system to be high reliable, however, there must be a secondary mode of imaging a 
suspected stroke patient should the CT undergo repair or maintenance.  Additionally, when 
evaluating a patient with a suspected stroke that may qualify for tPA, there are patients that may 
be a stroke mimic that can be ruled in or out by a diffusion weighted MRI (DW-MRI).   

Second, there is a need for an MRI at UC FMF to treat any patient with Transient 
Ischemic Attack (“TIA”) or suspected stroke. MRI is superior to CT to identify acute ischemic 
stroke as per the AHA/ASA Guidelines in 2010 and 2013. A very large patient population may 
show a focal neurologic deficit. When this occurs and is transient, it will require an MRI. The 
emergency department TIA pathway requires an MRI so that clinicians can safely discharge the 
patient from the emergency department with additional outpatient testing.  If discharge from the 
emergency department is not possible, these patients can be admitted to the observation unit for 
evaluation that would include an MRI. Lack of an MRI would result in an increase in transfers 
that would result in observation stays less than 23 hours and would put the stroke patient “in the 
window” at risk with only one modality to evaluate stroke. 

Lastly, back and cervical pain is a common chief complaint for emergency department 
patients. Some patients will have intractable pain that is resistant to analgesia. In such UC FMF 
cases, MRI imaging will be performed to determine the reason for the intractable pain and 
inability to ambulate. Once the anatomy is determined with an MRI, clinicians can focus on 
analgesia and anti-inflammatories.  If a patient has a history of intravenous drug abuse, there is a 
high risk for an epidural abscess that can only be diagnosed with an MRI of the spine.  Lack of 
an MRI would result in unnecessary transfers for patients that would only require an MRI and no 
other interventions, while having MRI capability at UC FMF would eliminate unnecessary inter-
facility transfers.   
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Submitted herewith as Exhibit 2 are drawings of UC FMF’s floor plan with the number 

of treatment spaces in the emergency department, the behavioral health crisis unit, and the 

observation unit sequentially numbered in each respective department.  As reflected on 

Exhibit 2, the “Quiet Room” will be used for family consultation with the emergency 

department providers and/or chaplain.  The “Safe Room” will be used for patients who have 

experienced a rape, assault, or criminal related injuries and who require appropriate treatment 

and testing equipment available within this specialty room.  Also located in the emergency 

department is a decontamination area, a room for law enforcement, a separate room for UC 

FMF’s security team, and offices for emergency department physicians and leadership.  While 

not identified for in the design drawings, one of the offices in the emergency department at UC 

FMF will be used for telemedicine connection to a variety of sites.   

Also as reflected on Exhibit 2, UC FMF’s observation unit includes twenty-four (24) 

observation rooms comprised of twenty-three (23) standard patient rooms and one (1) isolation 

suite.  The isolation suite includes three (3) sub-rooms including a patient isolation ante room, an 

isolation toilet, and the actual patient isolation room.  The observation isolation suite will be 

utilized for patients suspected of having an active infection that requires isolation during 

continued testing and monitoring.   

Dietary and dining services will be located on the ground floor, below UC FMF in space 

to be shared between UC FMF and UC Behavioral Health.  Shared public toilets will also be 

included on the ground floor to serve patients and visitors to both UC FMF and UC Behavioral 

Health.  Also included on the ground floor to be shared between UC FMF and UC Behavioral 

Health will be administration, information technology, support services, including materials 
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management and a loading dock, mechanical, electrical, and plumbing spaces, environmental 

services, medical gas, and linen storage.    

UC FMF’s emergency department will be staffed by Board Certified Emergency 

Medicine physicians and nursing staff specializing in emergency medicine with up to forty (40) 

hours of emergency physician and twelve (12) hours of emergency Advanced Practice Clinicians 

per day.  The observation unit at UC FMF will be staffed by hospitalists.  Additionally, the five-

bed behavioral health crisis center will be staffed by personnel specializing in the diagnosis and 

treatment of patients suffering from psychiatric conditions.  Specialty services currently not on-

site at HMH would remain at UCMC and would be accessible to UC FMF patients via 

telemedicine.  UC FMF will utilize current established clinical protocols and order sets, 

electronic medical records, technology, and medication administration for the full range of 

clinical diagnoses.   

UC FMF will maintain HMH’s EMS Base Station designation to allow communication 

with EMS providers in transport and the ability to direct patients to the appropriate level of 

service; such communications are required for all EMS priority 1 and 2 patients before arrival at 

UC FMF.  The EMS Board has also approved a pilot protocol for UC FMF under which UC 

FMF would obtain accreditation by the Joint Commission as “acute stroke ready.”  The pilot 

protocol and acute stroke ready accreditation will allow EMS providers to transport priority 1 

stroke patients to UC FMF if a Primary Stroke or Comprehensive Stroke Center is greater than 

fifteen (15) additional minutes away.  Stroke treatment is time sensitive and the applicants 

believe that the approved EMS pilot protocol and accreditation of UC FMF as “acute stroke 

ready” is vital to maintaining the level of service needed for the aging population of UC FMF’s 

service area.    
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The applicants anticipate maintaining nearly the same level of emergency and 

observation services as currently provided at HMH, with the exception of limited non-stroke 

EMS priority 1 patients, inpatient acute care beds, and operating room capabilities. Patients 

requiring these acute levels of service will be transferred from UC FMF to UCMC or other acute 

facilities as needed.  Patients requiring observation stays would be transferred only in the event 

that UC FMF was at full capacity or the patients’ condition deteriorated and warranted an acute 

care admission or transfer to a tertiary facility.  The goal for optimal patient management is to 

achieve an average two-hour transport time for emergent, high acuity patients requiring a higher 

level of care.   This two-hour window will start from the time a decision to admit a patient has 

been made and continue until the patient arrives at the receiving facility.   The two-hour transport 

window will be accelerated for patients experiencing life threatening conditions; for example, 

UC FMF will have accelerated transport protocols for stroke and cardiac patients.  For non-

emergent transports, a three to four-hour transport window will start from the time the receiving 

facility confirms bed availability.  This transport time is consistent with existing patient boarding 

times at HMH and UCMC and will include transit time in an ambulance.  UC FMF will require 

time to coordinate placement of most patients in an MSGA unit of the receiving facility before 

transporting the patient.  This optimal transport time will be supported by a dedicated, onsite 

ambulance unit housed at UC FMF and helicopter ambulance via the on-site helipad if necessary.  

Both UC FMF and UC Behavioral Health were designed in accordance with the Facilities 

Guidelines Institute, Guidelines for Design and Construction of Hospitals 2018 Edition (“FGI 

Guidelines”), the 2015 National Fire and Protection Association 101 Life Safety Code, and the 

2018 International Building Code.  More specifically, UC FMF was designed considering the 
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FGI Guidelines Part 2 – Hospitals, Section 2.2-3 Diagnostic and Treatment Facilities, and 

Section 2.3 – Specific Requirements for Freestanding Care Facilities.  

The FGI Guidelines do not prescribe minimum or maximum ranges of overall program 

area/square footage, but rather prescribe minimum requirements, including some minimum 

square footage/clear floor area requirements, based on the functional program for the project. For 

example, Section 2.2-3.1.3.6 provides requirements for treatment rooms and states, “Single-

patient treatment room(s) shall have a minimum clear floor area of 100 square feet.” The 

proposed project currently includes 146 to 152 square feet for the single-bed treatment room. 

This allows for the patient stretcher and other required furniture such as side chairs and storage 

for supplies to be accommodated in the room, leaving more than the 100 square feet of clear 

floor area as required by the FGI Guidelines.  The proposed project meets the requirements of 

the FGI Guidelines while also taking advantage of FGI Guideline provisions allowing for dual-

use of certain program spaces, including consultation, conference and charting room, staff space, 

and building support spaces which will be shared between UC FMF and UC Behavioral Health.   

The behavioral health crisis treatment center at UC FMF was designed according to the 

FGI Guidelines Part 2 – Hospitals, Section 2.2-3 Diagnostic and Treatment Facilities, Section 

2.2-3.1.3 Emergency Department; and specifically 2.2-3.1.4.3 Secure Holding Room which 

states, the secure holding room shall have a minimum clear floor area of 60 square feet with a 

minimum wall length of 7 feet and a maximum wall length of 11 feet.  Accordingly, the 

proposed project includes treatment rooms in the range of 175 to 180 square feet.  Taking into 

account the patient stretcher within this space, the remaining clear floor area complies with the 

requirements of FGI Guidelines.     



#643207 12 
011888-0023 

The total project budget is $52,723,779.  The proposed project and as well as the other 

capital projects for which UM UCH and its constituent hospitals have sought approval from the 

Commission will be funded through a combination of $200 million in tax exempt debt and $3.7 

million of interest earned on bond proceeds.  The bonds are anticipated to be issued in fiscal year 

2020 through the University of Maryland Medical System.  

Construction of the proposed project is projected to take place according to the same 

project schedule as set forth in UC Behavioral Health’s CON Application, which the applicants 

incorporate by reference.  Further the same site controls, required approvals, need for utilities as 

applicable to UC Behavioral Health apply to UC FMF, and the applicants incorporate by 

reference Sections 10 and 13(B) of UC Behavioral Health’s CON Application.    

The applicants have provided project drawings, including two copies of full scale 

drawings, at Exhibit 2.  UCMC has also completed hospital CON Tables A, B, C, D, E, I, J, 

and K, which are related to UCMC’s proposed project and relocation of MSGA beds from HMH 

to UCMC, as well as the projected utilization and financial performance of UCMC, inclusive of 

the UC FMF which becomes a department of UCMC beginning in fiscal year 2022.  These tables 

are included with Exhibit 1.  Table I includes utilization projections that reflect both the 

inpatient and outpatient utilization of UCMC and outpatient emergency department visits, 

observation cases, and related outpatient ancillary services at UC FMF.  Also enclosed with 

Exhibit 1, are Tables F, G, and H that cover the entire utilization and financial performance of 

all UM UCH hospital facility components, including UCMC and HMH during the period from 

fiscal year 2015 to fiscal year 2021 and UCMC, UC FMF, and UC Behavioral Health between 

fiscal years 2022 and 2024. The financial projection assumptions related to revenue, expenses 

and financial performance underlying Tables G, H, J and K are also provided with Exhibit 1.  
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Additionally, Exhibit 1 includes a Table L that incorporates the workforce for HMH’s 

emergency department in fiscal year 2017 and UC FMF in fiscal year 2024.  Included in the 

figures are full-time equivalent employees (“FTEs”) dedicated to the provision of services to 

patients when they are in the emergency department.   

II. THE CONVERSION OF HARFORD MEMORIAL HOSPITAL TO A 
FREESTANDING MEDICAL FACILITY IS CONSISTENT WITH THE STATE 
HEALTH PLAN, COMAR 10.24.19. 

The conversion of HMH to a freestanding medical facility is consistent with the State 

Health Plan Chapter for Freestanding Medical Facilities, COMAR 10.24.19 (the “State Health 

Plan”).    

A. Location - COMAR 10.24.19.04(C)(4).   

The State Health Plan requires that an FMF established as a result of a general hospital 

conversion remain on the site of, or immediately adjacent to, the converting general hospital 

unless, among other things, the converting hospital is one of two general hospitals in the 

jurisdiction, both hospitals belong to the same merged asset system, and the proposed site is 

within a five-mile radius and in the primary service area of the converting hospital.  COMAR 

10.24.19.04(C)(4).   

UCMC and HMH are both members of UM UCH, a merged asset system, and are the 

only two general acute hospitals in Harford County.  The UC FMF project site, 635 McHenry 

Road, Aberdeen, Maryland, is within HMH’s primary service area (see Section II(E) below) and 

is located approximately four and four-fifths (4.8) miles from HMH in a straight line and five 

and four-fifths (5.8) miles following public roadways.  The proposed project complies with this 

standard. 
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B. UCMC’s Compliance With COMAR 10.24.10.04(A) – COMAR 
10.24.19.04(C)(5) 

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF shall demonstrate compliance with applicable general standards in COMAR 

10.24.1.0.04A.  See COMAR 10.24.19.04(C)(5).  UCMC complies with each of these standards. 

1. Information Regarding Charges  

UM UCH’s policy, implemented at both UCMC and HMH, relating to transparency in 

health care pricing complies with this standard and is attached as Exhibit 3.  This policy will be 

extended to UC FMF when it opens.  

2. Charity Care Policy. 

UM UCH’s Financial Assistance Policy, implemented at both UCMC and HMH, 

complies with this standard and is attached as Exhibit 4.  UCH’s Financial Assistance Policy 

complies with COMAR 10.24.10.04A(2).  Section 4(d) on page 6 of UM Upper Chesapeake 

Health’s Financial Assistance Policy (Exhibit 4) provides, “[w]ithin two (2) business days 

following a patient’s request for Financial Assistance, application for Medical Assistance, or 

both, the hospital will make a determination of probable eligibility.”  This policy will be 

implemented at UC FMF when it opens. 

3. Quality of Care 

UC FMF, as a provider-based department of UCMC under 42 C.F.R. § 413.65 and 

HEALTH-GENERAL § 19-3A-01(3), will comply with requirements issued by the Maryland 

Department of Health (formerly the Department of Health and Mental Hygiene) for licensure as 

a freestanding medical facility, be accredited by the Joint Commission, and will comply with all 

conditions of participation in the Medicare and Medicaid programs.   
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The Commission has recognized that “subpart (b) of [COMAR 10.24.10.04(A)(3)] is 

essentially obsolete in that it requires an improvement plan for any measure that falls within the 

bottom quartile of all hospitals’ reported performance on that measure as reported in the most 

recent Maryland [Hospital Evaluation Performance Guide], which has been reengineered with a 

different focus, and no longer compiles percentile standings.”  In re Dimensions Health 

Corporation, Docket No. 13-16-2351, Decision at 19 (Sept. 30, 2016).   

UC FMF will be a provider-based department of UCMC.  UCMC ranked “better than 

average” or “average” on fifty (50) of the seventy-two (72) quality measures.  For an additional 

eleven (11) quality measures, UCMC did not have sufficient data to report.  UCMC ranked 

“below average” on only eleven (11) quality measures.  Table 2 below, identifies those quality 

measures for which UCMC was ranked “below average” along with UCMC’s corrective action 

plan: 

Table 2 
Below-Average Quality Measures and Corrective Action 

Quality Measure Corrective Action Plan 
COPD- Chronic Obstructive Pulmonary 

Disease 
 

Dying within 30-days after getting care in the 
hospital for chronic obstructive pulmonary 
disease (COPD).   

As a part of UCMC’s Patient and Family 
Centered Care Oversight Council, a multi-
disciplinary COPD Workgroup has been 
created to focus on transitions of care. There 
are various scopes of work being implemented 
by the workgroup. The development of new 
pathway and order sets are in progress to 
reduce clinical variation in the COPD 
management. In addition, UCMC is working to 
increase patient education through video and 
pulmonary consults as needed.  

Communication  
How often did doctors always communicate 
well with patients? 
 

UCMC’s Patient Experience Plan includes 
several strategies to improve physician 
communication including: language of caring 
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Quality Measure Corrective Action Plan 
 education, direct observations of physician 

interactions with patients, and structured 
bedside rounding with physicians and nurses to 
communicate each patient’s plan of care and to 
answer patient questions. 

Were patients always given information about 
what to do during their recovery at home? 
 
 

UCMC’s Patient Experience Committee as 
well as the Transition of Care Committee work 
plans include revision of patient discharge 
educational materials and the implementation 
of a new interactive patient engagement system 
to include patient specific education plans, 
patient portal registration, and an extensive 
library of education videos. 

Environment  
How often was patients’ pain always well-
controlled? 
 
 

UM UCH’s Pain Management Steering 
Committee work plan includes several 
strategies for improving pain management 
including pain medication reassessment 
monitoring, RN education, designated pain 
management RN specialist and palliative care 
program.  UCMC has also included pain 
assessment during hourly care rounds and shift 
hand-off communication. 

How often was the area around patients' rooms 
always kept quiet at night? 
 
 

UCMC is implementing several strategies to 
reduce noise including noise stoplights at 
nurses station to increase staff awareness of 
noise levels, reducing noise from delivery carts 
by changing cart wheels, reducing deliveries 
during night hours ,and implementing “quiet 
times” at designated times to promote 
uninterrupted rest. 

Wait Times  
How long patients spent in the emergency 
department before being sent home? 
 
How long patients spent in the emergency 
department before they were seen by a 
healthcare professional? 
 
 

In furtherance of UM UCH’s fiscal year 2019 
strategic objective for efficient care, a process 
improvement team has been charged to review 
Emergency Department (“ED”) throughput and 
efficiency. Specifically, the work group will 
utilize the organization's IMPRV methodology 
to improve the ED's average length of stay and 
the times from “door to doctor.”  Executive 
oversight for this initiative will be driven 
through the Patient & Family Centered Care 
Oversight Committee and performance 
improvements will be monitored through a 
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Quality Measure Corrective Action Plan 
system-wide scorecard. 
 

Heart Attack and Chest Pain   
Patients with heart attack who received aspirin 
on arrival to the hospital. 
 

UCMC is actively developing a plan to ensure 
that all patients with heart attack receive 
aspirin on arrival to the hospital.  

Practice Patterns  
Patients who came to the hospital for a scan of 
their brain and also got a scan of their sinuses. 
 
 

During FY18, three new CT scanners were 
installed within UCH (2 at UCMC and one at 
HMH). All three new scanners have the newest 
software and X-ray tube technology assuring 
low dose CT scans. A dose monitoring 
software, Radimetrics, was also purchased to 
monitor patient exposures during the CT scans 
allowing UCH to benchmark and watch for any 
outliers or trends with dose. During calendar 
year 2018, January through October measuring 
period, zero patients underwent CT of the sinus 
when ordered for a CT of the brain. 

Results of Care - Death  
How often patients die in the hospital after 
bleeding from stomach or intestines. 
 
 

All-cause mortality is an area of focus on 
UCMC’s fiscal year 2019 Operating Plan. It 
also constitutes 15% of its Quality Based 
Reimbursement. A multidisciplinary project 
team has been deployed to determine both 
clinical interventions and documentation 
optimization to better understand the root 
causes driving any below average performance 
In addition, under the Safety domain, 
potentially preventable complications are being 
tracked, evaluated, and preventive efforts 
focused on opportunities for improvement. 

How often patients die in the hospital after 
fractured hip. 
 

UM UCH implemented a Geriatric Hip 
Fracture Program in April 2017.  The primary 
focus of the program is to improve clinical care 
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Quality Measure Corrective Action Plan 
 
 

for acute hip fractures seen at UM UCMC and 
UM HMH.  Following implementation of the 
program, there has been a decreases in average 
length of stay, time from admission to surgery, 
30 day readmission rates, and 1 year all-cause 
mortality. In addition, the Geriatric Hip 
Fracture program has implemented a process to 
identify patients with an increased risk of a 
large bone fracture to provide preventative care 
coordination. 

C. Licensure – COMAR 10.24.19.04(C)(6) 

The State Health Plan Chapter requires that applicants demonstrate that the proposed 

FMF will meet licensure standards established by the Department of Health.  UC FMF will meet 

or exceed licensure standards established by the Department of Health.   

D. Financial Assistance and Charity Care – COMAR 10.24.19.04(C)(7) 

The State Health Plan requires that applicants seeking to establish an FMF through 

conversion of an acute general hospital establish and maintain financial assistance and charity 

care policies at the proposed FMF that match the parent hospital’s policies and that comply with 

COMAR 10.24.10.  Submitted as Exhibit 4 is UM UCH’s financial assistance policy currently in 

effect at both UCMC and HMH, which policy complies with COMAR 10.24.10.  This same 

policy as may be updated prior to the proposed opening of UC FMF in 2020 will be established 

and maintained at the UC FMF.   

E. ED Visits in HMH’s Service Area for the Last Five Years – COMAR 
10.24.19.04(C)(8)(a)   

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF provide the number of emergency department visits and FMF visits by 

residents in the converting hospital’s service area for at least the most recent five years.   
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In fiscal year 2018, 85% of HMH’s emergency department visits came from residents of 

thirteen (13) zip codes in Harford and Cecil Counties (i.e., HMH’s ED Service Area and UC 

FMF’s Service Area) as listed and depicted in Table 3 below.  

Table 3 
UC FMF ED Service Area 

FY2018 

 
 

In fiscal year 2018, there were 68,562 visits to Maryland hospital emergency departments 

by residents of this service area.  A combined 70.5% of these emergency department visits were 

to UCMC (37.8%) and HMH (32.7%) with an additional 16.2% of visits going to Union Hospital 

of Cecil County and 3.1% going to MedStar Franklin Square Hospital (Table 4).   
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Table 4 
UC FMF Service Area ED Visits 

FY2014 – FY2018 

 

Utilization of all hospital emergency departments by residents of this service area 

declined 1.7% between fiscal years 2014 and 2018, yet utilization of the emergency department 

at UCMC increased by 5.3%.  Service area utilization of HMH declined 7.6%.   

The applicants also project that UC FMF’s “primary service” area will be the same as 

HMH’s primary service area.  In fiscal year 2018, 65.5% of HMH’s MSGA discharges (primary 

service area) came from residents of two (2) zip codes in Harford County and two (2) zip codes 

in Cecil County as listed below in Table 5 below. 

Table 5 
HMH MSGA Primary Service Area Zip Codes and Discharges 

FY2018 

 
 In fiscal year 2018, 62.1% of HMH’s inpatient psychiatric discharges (primary service 

area) came from residents of seven (7) zip codes in Harford County as listed in Table 6 below. 
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Table 6 
HMH Psychiatric Primary Service Area Zip Codes and Discharges 

FY2018  

 

The creation of UC FMF is critical to ensure that access to emergency services for the 

service area population continues.  Other area hospitals, especially UCMC, would be 

overwhelmed if UC FMF were not developed to the size and with the capabilities to meet the 

needs of the service area population.  Further, UCMC could not accommodate a significant 

increase in emergency visits upon conversion of HMH to UC FMF without UCMC’s own major 

capital improvements to its emergency department. 

F. Availability and Accessibility of Emergent, Urgent, and Primary Care – 
COMAR 10.24.19(C)(8)(b)   

The State Health Plan requires that that applicants seeking to convert an acute general 

hospital to an FMF assess the availability and accessibility of emergent, urgent, and primary care 

services otherwise available to the population to be served, including information on the number 

and location of other hospital emergency departments, FMFs, and urgent care centers in the 

service area of the converting hospital or within five miles of any zip code in the service area of 

the converting hospital.   
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UC FMF has been designed to provide similar emergency and observation services as has 

been historically provided at HMH.  Through community education and outreach, which 

UM UCH has been engaged in for some time, UM UCH will make the community aware of the 

significant capabilities of UC FMF.  As noted above, the applicants anticipate that UC FMF will 

maintain nearly the same level of emergency care services as currently provided at HMH, with 

the exception of existing EMS protocols prohibiting the transfer of a limited number of non-

stroke EMS priority 1 patients.4  Accordingly, the applicants projected UC FMF’s service area 

and number of emergency department visits based on historical utilization at HMH, excluding 

non-stroke EMS priority 1 patients.  See Table 4 above.   

Within UC FMF’s primary service area, there are no other acute general hospitals or 

FMFs.  The nearest acute general hospitals to the proposed project site are UCMC, which is 

approximately 12.4 miles by public roadways.  Union Hospital of Cecil County and MedStar 

Franklin Square Hospital are approximately 21.8 and 23.2 miles, respectively, from UC FMF by 

public roadways.      

Within UC FMF’s primary service area, the applicants have identified the following 

urgent care centers and their proximity to UC FMF by roadway travel as set forth in Table 7.   

                                                 
4  In fiscal year 2016, HMH had a total of 187 EMS transports classified as priority 1, of 
which approximately 151 would no longer qualify for treatment at UC FMF based on EMS 
protocols while 36 would qualify for transfer to UC FMF through the EMS pilot protocol.  In this 
same period, HMH had a total of 61 EMS priority 1 transports from Cecil County.  In fiscal year 
2018, HMH had a total of 208 EMS transports by Harford County EMS units classified as 
priority 1, of which approximately 160 would no longer qualify for treatment at UC FMF based 
on EMS protocols while 48 would qualify for transfer to UC FMF through the EMS pilot 
protocol.   
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Table 7 
Urgent Care Centers in UC FMF’s Service Area 

Urgent Care Center 
Name 

Address Proximity 
to UC 
FMF 

Hours 

Patient First 995 Hospitality Way, Aberdeen, 
MD 21001 

0.8 miles 8am-10pm (M-
Sunday) 

Choiceone Urgent 
Care 

744 S Philadelphia Blvd, 
Aberdeen, MD 21001 

2.7 miles 8am-8pm 
(M-Sunday) 

Medstar Prompt 
Care 

1321 Riverside Pkwy, Belcamp, 
MD 21017 

6 miles 8am-8pm (M-Th) 
8am-6pm (F) 

8am-2pm (S-S) 
MD Immediate 
Care 

504 Lewis St, Havre de Grace, 
MD 21078 

6.1 miles 9am-5pm (M-F) 
9am-3pm (S-S) 

Total Urgent Care 2120 Emmorton Park Rd, 
Edgewood, MD 21040 

10.4 miles 8am-6pm (M-F) 
9am-5pm (S-S) 

Infinite Medical 
Express 

1010 Edgewood Road, Edgewood, 
MD 21040 

10.6 miles 9am-10pm (M-Th) 
3pm-10pm (F) 
9am-5pm (S-S) 

Principio Health 
Center 

4863 Pulaski Highway 
 Perryville, Suite 110, MD 21903 

11.1 miles 9am-8pm (M-F) 
9am-5pm (S-S) 

MedStar Express 
Care Northeast 

101 N. East Plaza, North East, MD 
21901 

14.9 miles 8am-8pm 
(M-Sunday) 

Got A Doc North 
East 

2327 Pulaski Hwy, North East, 
MD 21901 

15.4 miles 8am-8pm (M-Sat.) 
9am-5pm (Sunday) 

 

UM UCH has not gathered market intelligence on the use rates of the eight independent 

urgent care centers identified in Table 7 and does not have information regarding those use rates.  

UM UCH, however, is involved in a joint venture with ChoiceOne to operate the urgent care 

center located in Aberdeen.  Despite efforts by UM UCH to direct patients with non-emergent 

medical conditions to urgent care centers as more fully below, the ChoiceOne/UM UCH urgent 

care center in Aberdeen has received less patient volume than the joint venture partners initially 

projected.  UM UCH is not aware of the entry of new urgent care centers into the area.  

UM UCH has implemented a comprehensive community educational campaign focusing 

on delivering “the right care at the right time and in the right setting” and has presented this 
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patient education model in multiple community sessions and open door café sessions.  UM UCH 

has developed an educational tool that provides specific clinical presentations that are more 

appropriate for the urgent care setting versus the emergency department setting.  This 

educational information has been printed in brochures, marketing advertisements, placed on UM 

UCH’s website and on UM UCH’s electronic patient/community educational screens throughout 

both UCMC and HMH.  Finally and as an additional educational strategy, UM UCH worked 

with ChoiceOne Urgent Care to develop and distribute a direct mailing to all patients who had 

sought care in the emergency departments of either UCMC or HMH whose low acuity care fell 

within the capabilities of an urgent care center.  UM UCH has also begun to use the following 

graphic as part of its education efforts.  
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Despite the location of these urgent care centers in HMH’s existing primary emergency 

department service area, which is also UC FMF’s projected primary service area, and UM 

UCH’s efforts to educate patients on seeking “the right care at the right time in the right setting,” 

emergency visits at HMH and in UC FMF’s projected service area have not declined 

appreciably.  See Table 4 above.  UM UCH and its member hospitals attribute declining 

emergency department utilization to significant population health initiatives described in Section 

II.G below rather than a market shift of emergency department visit volume in the service area to 

urgent care centers.  Indeed, HMH experienced an increase in emergency department visits 
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between fiscal years 2014 and 2016, even with the presence of urgent care centers in the market.  

And, the number of emergency department visits from HMH’s service area increased 5.3% at 

UCMC between fiscal years 2014 and 2018.  As such, the applicants assume that the presence of 

urgent care centers will not have an impact on the projection of emergency department visits at 

the UC FMF. 

Moreover, in fiscal year 2017, approximately 32% percent of HMH’s emergency 

department visits occurred between 8 p.m. and 8 a.m.  Between these hours, only two of the 

urgent care centers identified in Table 7 of are open.   

Table 8 
HMH Emergency Department Visits Between 8 p.m. and 8 a.m.  

FY2017 

 

Source: HMH FY2017 Internal Utilization 

In addition to urgent care centers, UCH is aware of two (2) primary care practices that 

offer walk in services: (1) Bala Family Practice; and (2) Dr. Andrew Mrowiec’s practice.  To the 

applicants’ knowledge, there are no additional primary care practices within UC FMF’s proposed 

service area or in the Bel Air area that offer health care services to patients on an unscheduled, 

walk-in basis.   

In sum, there are an ample number of urgent care centers in UC FMF’s projected service 

area and only two primary care practices that offer walk-in services.  Despite the presence of 

these services in HMH’s service area, emergency department visits at area hospitals have not 

declined appreciably.  Furthermore, the limited hours of operation of these urgent care centers 

Timeframe 8 a.m. - 8 p.m. 8 p.m. - 8 a.m. Total
Inpatient Visits 2,727 1,021 3,748
Outpatient Visits 16,666 8,062 24,728

Total Visits 19,393 9,083 28,476
% of Total 68.1% 31.9% 100.0%
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does not provide an alternative for patients experiencing emergency medical conditions.  The 

development of UC FMF with the proposed level of beds and ancillary equipment is critical to 

ensure continued access to emergency and observation services for the service area population.   

G. The Proposed Conversion of HMH to a Freestanding Medical Facility is 
Consistent UM UCH’s Community Health Needs Assessment – COMAR 
10.24.19.04(C)(8)(c). 

The State Health Plan requires than applicants seeking to convert an acute general 

hospital to an FMF demonstrate that the proposed conversion is consistent with the converting 

hospital’s most recent community health needs assessment.  

UM UCH in conjunction with the Harford County Health Department and Healthy 

Harford completed the most recent Community Health Needs Assessment in July 2018.  A copy 

of the Community Health Needs Assessment is provided as Exhibit 5.  The Community Health 

Needs Assessment identified behavioral health, prevention and wellness, and family stability and 

wellness as the priority health care concerns for Harford County in order of importance.  Further, 

with respect to behavioral health, the Health Resources and Services Administration designated 

all of Harford County as a Health Professional Shortage Area, meaning “that the need for mental 

health services far outweighs their availability.”  (Id. at 37.)   To this end, UC FMF’s proposed 

five behavioral health treatment spaces, coupled with UM UCH’s plan to develop a special 

psychiatric hospital above UC FMF, is consistent with the Community Health Needs 

Assessment.   The scope of behavioral health services planned for the UC Medical Campus at 

Aberdeen is intended to strongly support and provide added services to meet the well-recognized 

need within the community for comprehensive mental health services.  As it relates to 

community addiction needs also addressed in the Community Health Needs Assessment, UM 
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UCH has maintained a strong collaboration with the Ashley Addiction program as well as with 

additional community-based providers throughout Harford and Cecil Counties. 

UM UCH also promotes and supports optimal health prevention and wellness in the 

community through population health initiatives and programs which will be supported by UC 

FMF.  In addition to UM UCH’s constituent hospitals’ traditional medical and surgical 

capabilities, UM UCH developed community-based care teams in 2016 that conduct in-home 

interventions for patients with complex, chronic health conditions.  The teams are part of the 

Wellness Action Teams of Cecil and Harford Counties (“WATCH”) program.  Each WATCH 

team is comprised of one registered nurse, one social worker, and two community health workers 

that assess and address barriers to maintain health.   The WATCH program was developed in 

partnership with the Health Department, Office on Aging, and a local Federally Qualified Health 

Center, among others.  The program has the capacity to work with 2,000 clients annually with 

two teams in Harford County, one that spans the Susquehanna River, and one in Cecil County for 

a total of four teams.  UC FMF will further the efforts of the Watch Program by making 

administrative and conference room space that is shared between UC FMF and UC Behavioral 

Health available for use by the Watch team both as a touchdown area between community 

interventions and for community outreach and education.    

 UM UCH has also entered into a regional partnership with Union Hospital of Cecil 

County (“UHCC”) to address the medical and social needs of high utilizer patients and those 

with multiple chronic conditions.  This regional partnership has deployed people, processes, and 

technology that identify and support patients in the pursuit of optimal health.  The partnership 

leverages post-discharge clinics and community-based care teams while implementing telehealth 

programs and a shared, CRISP-hosted, care management documentation system.  Patients are 
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engaged at a post-discharge clinic at UHCC, UM UCH, and/or the WATCH Program.   The 

regional partnership’s interventions target Medicare and dual-eligible patients with multiple 

visits to the hospital and/or two or more chronic conditions.  Through the first 24 months of the 

program, the regional partnership has discovered that patients are more likely to become engaged 

with the program following a hospital visit.  Another benefit of the regional partnership has been 

the development of numerous community partnerships, including with the local Health 

Departments and Offices of Aging, Community Action Agency, the United Way, as well as 

faith-based organizations.  This partnership works closely with the UM UCH HealthLink team to 

develop and deploy chronic disease self-management programs, diabetes prevention, and health 

screening programs for vulnerable populations in the market.   

Beyond the WATCH and Healthlink programs, UM UCH developed a Comprehensive 

Care Center (“CCC”) in 2015 to serve as a high intensity medical and social clinic for high risk 

patients. The CCC includes a physician and nurse practitioner, nurses, and social workers who 

work with patients by phone and in a clinic setting for up to 30 days before transitioning them 

back to primary care practices.  This clinic is centrally located at UCMC in Bel Air where there 

is close proximity to the Diabetes Center, Wound Center, Ashley Addiction Services, and other 

vital specialty practices also needed to support chronic diseases experienced by Harford County 

residents. Additionally, a Congestive Heart Failure program and Infectious Disease practice is 

located within the CCC.  The annual referrals to the CCC have doubled to nearly 3,000 annually.   

Strategic deployment of technology is also critical to optimizing patients’ health in 

Harford County.  UM UCH has successfully implemented a telemedicine program with five of 

the six skilled nursing facilities in the county.  This program allows for emergency department 

providers to remotely evaluate patients at skilled nursing facilities to potentially prevent 
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unnecessary trips to the hospital.  A pilot program conducted as part of the Commission’s grant 

program showed a 34% reduction in 30-day readmissions.  UM UCH intends to deploy this 

system in all skilled nursing facilities in Harford County in the coming year.  Telemedicine 

services will also be available at UC FMF for specialty services.   

UM UCH also has an extensive partnership with CRISP to benefit the communities it 

serves.  The WATCH Program and CCC utilize a CRISP-hosted care management 

documentation program allowing all providers with the appropriate patient relationship the 

ability to view patient interactions that occur between office visits.  This system also helps 

different stakeholders understand what other providers are engaged with the patient to avoid 

duplication of services.  Recently, the Harford County Health Department has begun using this 

system as well, and UM UCH believes that this will enable CRISP to become the closest version 

of a personal health record for patients since it is not confined to a hospital or ambulatory 

electronic medical record.   UC FMF will continue with UM UCH’s collaborative efforts with 

CRISP.   

The previously outlined population health strategies represent a significant investment by 

UM UCH to not only meet the needs of individuals in the community with chronic conditions 

but also to improve access to care, seeing patients in their homes as one of many vital strategies.   

Additionally, UM UCH is planning to renovate the existing office building on the UC Medical 

Campus at Aberdeen Campus into a medical office building that will house both primary and 

specialty care physician practices in order to provide access to additional providers in this 

portion of Harford County.  
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H. Number and Size of Emergency Treatment Spaces – COMAR 
10.24.19.04(C)(8)(d) 

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF demonstrate the proposed number and size of emergency treatment spaces 

and the size of the FMF proposed by the applicant are consistent with applicable guidance 

included in the most current edition of the Emergency Department Design:  A Practical Guide to 

Planning for the Future, (2d. ed. 2016) published by the American College of Emergency 

Physicians (the “ACEP Guide”), based on reasonably projected visit volume.  Further, the State 

Health Plan requires that an applicant demonstrate that the proposed number of treatment spaces 

is consistent with the low range guidance in the ACEP Guide, unless, based on the particular 

characteristics of the population to be served, the applicant demonstrates the need for a greater 

number of treatment spaces.  Finally, the State Health Plan requires that an applicant demonstrate 

that the building gross square footage is consistent with the low range guidance, unless, based on 

the particular characteristics of the population to be served, the applicant demonstrates the need 

for additional building gross square footage.   

1. The Number and Size of UC FMF’s Emergency Department Treatment 
Spaces is Consistent with the ACEP Low Range Guidance.  

Table 4, above, reflects emergency department visits to HMH from residents within UC 

FMF’s defined service area. Total emergency department visits at HMH, including emergency 

department visits from residents outside the defined service area is set forth in Table 9.  Total 

emergency department visits at HMH declined by 6.8% between fiscal years 2014 and 2018 

(Table 9).    
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Table 9 
HMH Historical Emergency Department Visits  

FY2013 – FY2018 

 

 
 

Beginning in fiscal year 2019, emergency department visits at HMH are expected to grow 

annually with the population.  With the closure of HMH in fiscal year 2022 and shift of 

emergency department visits to UC FMF, the growth in population is offset by the redirection of 

non-stroke EMS priority level 1 patients from HMH to the nearest acute general hospital.  Based 

on these assumptions, the applicant expects that UC FMF will see 27,348 emergency department 

visits by fiscal year 2024 (Table 10).  Of these visits, 25,440 or approximately 93% will be non-

psychiatric visits.   

Emergency Department Visits at HMH FY14-FY18
FY2014 FY2015 FY2016 FY2017 FY2018 % Change

Inpatient 3,388     3,472     3,179     3,626     3,583     5.8%

Outpatient 25,294   25,870   26,341   24,730   23,160   -8.4%

Total 28,682   29,342   29,520   28,356   26,743   -6.8%

Source:  FY2014-FY2016 = Maryland non-confinential data sets; 
              FY2017-FY2018 = HSCRC Experience Report data sets
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Table 10 
HMH and UC FMF Historical and Projected Emergency Department Visits 

FY2015 – FY2024 

 
 

Under the current edition of the ACEP Guide, Figure 5.1 estimates treatment space need 

per emergency department visits in five thousand visit increments, starting at 10,000 visits per 

year.  ACEP Guide at 116.  Included in ACEP Guide, Figure 5.1 are also estimates for 

departmental gross square feet.  Excluding psychiatric emergency visits at UC FMF which are 

separately discussed, UC FMF emergency visits will range between the 25,000 and 30,000 

annual visits tiers in the ACEP Guide.  At 25,000 annual emergency department visits, the ACEP 

Guide projects a “low range” need for eighteen (18) treatment spaces in 14,850 departmental 

gross square feet and a “high range” need for twenty (20) treatment spaces in 17,500 

departmental gross square feet. At 30,000 annual emergency department visits, the ACEP Guide 

“low range” projects a need for twenty-one (21) treatment spaces in 16,800 departmental gross 

square feet and a “high range” need for twenty-five (25) treatment spaces in 21,875 departmental 

gross square feet.  Excluding triage spaces which are not counted as treatment spaces and the 

behavioral health crisis treatment unit which is separately addressed, the proposed project 

Historical Projection % Change
FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY18-FY24

Emergency Department Visits

HMH
Inpatient Visits 3,472     3,179     3,626     3,583     3,599     3,615     3,631     -        -        -        -100.0%
Outpatient Visits 25,870   26,341   24,730   23,160   23,263   23,366   23,470   -        -        -        -100.0%

Total 29,342   29,520   28,356   26,743   26,862   26,981   27,101   -        -        -        -100.0%

%Change 2.3% 0.6% -3.9% -5.7% 0.4% 0.4% 0.4% -100.0% 0.0% 0.0%

UC FMF
IP Psych Visits (1) -        -        -        -        -        -        -        653        656        659        
Outpatient Visits (2) -        -        -        -        -        -        -        26,453   26,571   26,689   

Total -        -        -        -        -        -        -        27,106   27,227   27,348   

%Change 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.4% 0.4%

      Total 29,342   29,520   28,356   26,743   26,862   26,981   27,101   27,106   27,227   27,348   2.3%

%Change 2.3% 0.6% -3.9% -5.7% 0.4% 0.4% 0.4% 0.0% 0.4% 0.4%

Note (1):  Reflects Behavioral Health patients that will be admitted to UC Behavioral Health on the UCH Medical Campus at Havre de Grace
Note (2):  Includes approximately 3,000 patients that were previously admitted at HMH, but will enter UC FMF as outpatients and then be
                transferred to other hospitals for inpatient admission
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includes twenty (20) emergency department treatment spaces, including eighteen (18) standard 

exam rooms, two (2) resuscitation rooms, and two (2) isolation rooms, all housed in 15,674 

departmental gross square feet.  Accordingly, the general emergency department treatment space 

is within the ACEP Guide’s “low range” and “high range” guidelines.   

The applicants assume that with the exception of 0.4% of historical visits that originate 

from northeast Cecil County and a limited number of EMS priority 1, non-stroke patients, the 

residents of HMH’s service area will continue to utilize UC FMF when experiencing emergency 

health conditions.  These utilization projections are supported by UC FMF’s plans to implement 

an Acute Stroke Ready Pilot and MIEMMS protocol changes allowing stable priority 2 and 

priority 1 stroke patients to be transported to UC FMF. The increase in accessibility to Interstate 

95 rather than HMH’s landlocked campus in downtown Havre de Grace is also likely to result in 

an increase in patient walk-ins particularly from Aberdeen due to UC FMF being more readily 

accessible than HMH.  Finally, UM UCH has been educating and will continue to educate the 

community consistently that approximately 90% of their care can be received on the UC Medical 

Campus at Aberdeen.  The Applicants, therefore, anticipate the community will appropriately 

seek care at UC FMF when experiencing medical emergencies.    

In sum, the number and size of UC FMF’s emergency department treatment space is 

consistent with the ACEP guidance. 

2. UC FMF Demonstrates and Need for Five Behavioral Health Crisis 
Treatment Spaces Which Were Designed in Accordance with the ACEP 
Guidelines. 

The proposed UC FMF also includes five (5) behavioral health crisis treatment spaces 

adjacent to the general emergency department.  The applicants have provided a separate analysis 

for the emergency department psychiatric visits because the ACEP low range states “under 3%” 
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of emergency department visits are psychiatric patients and, therefore, “you would probably not 

define a specialized area in the emergency department for behavioral health patients.”  ACEP 

Guide at 111.  Because the applicants are planning separate psychiatric treatment space based on 

the needs of the particular population to be served and more than 3% of its emergency 

department visits are psychiatric patients, the applicants excluded these treatment spaces from 

the ACEP low range analysis above because the ACEP low range definition is inapt.   

In fiscal year 2017, approximately 7.0% of HMH’s emergency department visits were 

diagnosed with a behavioral health condition.  To plan for a small unit, though, it is necessary to 

size the behavioral health crisis treatment spaces around the peak period of utilization.  In fiscal 

year 2017, HMH experienced an annual peak utilization of 132 emergency psychiatric patients 

during the 5:00 pm hour.  See Table 11 below.   

Table 11 
 HMH Peak Hour Psychiatric Emergency Department Visits 

FY2017 

 

Source: HMH FY2017 internal utilization report  

Extrapolating the peak period to all hours of the day yields 2,640 emergency psychiatric 

patients per year.  The applicants used an extrapolation at the 5:00 pm hour to ensure a sufficient 

number of behavioral health treatment spaces to meet peak demand for psychiatric patients who 

generally have longer lengths of stay.  In fiscal year 2017, psychiatric patients had an average 

visit of 10.9 hours when seen during the 5:00 pm hour as compared to 3.3 hours for non-

psychiatric patients over the course of fiscal year 2017.  These considerations position the 

FY2017
Hour of Visit 5:00 P.M.
Inpatient Visits 48
Outpatient Visits 84

Total Visits 132
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behavioral health crisis treatment spaces in the ACEP Guide mid-range for the volume of 

projected behavioral health visits. 

The five behavioral health treatment spaces will not be in peak demand all of the time.  

Psychiatric patients are projected to be 7.0% of UC FMF’s emergency department visits.  To 

meet the peak demand, though, there is a need for five (5) behavioral health treatment spaces, 

including four (4) standard treatment rooms and one (1) isolation room, or twenty percent (20%) 

of the total twenty-five (25) treatment spaces in the UC FMF emergency department. 

Each of the exam rooms is designed to be 175 and 180 square feet and the overall 

department is 3,497 square feet.  Moreover, the overall design of the behavioral health crisis 

treatment space is consistent with the ACEP Guide recommendations for design of a behavioral 

health services area within an emergency department.  See ACEP Guide at 218 – 221.    

Combining psychiatric and non-psychiatric visits results in a need for 25 treatment spaces 

and 19,171 departmental gross square feet for the emergency department, which is still within 

the ACEP “high range” of 25 treatment spaces and below the ACEP “high range” of 21,875 

departmental gross square feet. 

UC FMF has demonstrated a need for five behavioral health crisis treatment spaces, and 

that the size and design meets the need of the particular characteristics of the population to be 

served. 

3. The Overall Size of UC FMF Is Consistent with FGI Design Standards 
and Applicable ACEP Guidance Based on the Characteristics of the 
Population to be Served. 

Excluding 25,408 departmental square feet of public and administrative space that will be 

shared between UC FMF and UC Behavioral, UC FMF is designed to be 56,849 departmental 

square feet.  For purposes of financial projections an additional 12,451 square feet of 25,408 
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gross square feet that will be shared with UC Behavioral Health has been allocated to UC FMF.  

The proposed project has been allocated a total of 69,300 square feet, which includes the 

following patient and ancillary services with departmental gross square feet: 

a) General Emergency Treatment – 15,674 
b) Behavioral Health Crisis – 3,497 
c) Observation – 11,907  
d) Imaging – 8,455  
e) Lab – 1,159  
f) Pharmacy – 937  
g) Public – 3,914 
h) Administration – 6,267 

 
See Exhibit 1 at Table B. 

In addressing the overall size of UC FMF and its consistency with ACEP low range 

guidance, it should be noted that the ACEP Guide indicates that the low, mid, and high ranges 

are “general guideline[s]” used to set “preliminary benchmarks for sizing emergency 

departments,” which can be adjusted for “each unique emergency department project” and that 

the size parameters are merely “estimates.”   Id. at 109, 116-117.  The low, mid, and high ranges 

are also not exacting tiers but represent a continuum based on projections.  See id. at 109.   

Further the ACEP Guide’s consideration of a freestanding emergency department does not 

contemplate such a facility as a replacement for an existing hospital’s emergency and 

observation capacity.  On the contrary, the ACEP Guide’s discussion of freestanding emergency 

departments suggests that such facilities may be developed to “decant” or move certain 

emergency services from an existing crowded main hospital emergency department.  See ACEP 

Guide at 260-61.  In other words, the ACEP Guide was not written to address acute general 

hospital conversions to freestanding emergency departments. 
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The ACEP Guide categorizes emergency department designs into low, mid, and high 

range using sixteen factors.  Among the factors to categorize a facility in the “low range” are: (a)  

less than 8% of patients will be expected to be admitted to a hospital; (b) the average length of 

stay is projected to be less than 2.25 hours; (c) patients admitted to the hospital are expected to 

be transported out of the emergency department in 60 minutes or less after disposition; (d) more 

than 45% of patients are expected to be classified as ESI 4 and 5 combined; (e) and less than 

10% of patients are expected to be older than 65.  ACEP Guide at 109-11.  Further, the ACEP 

Guide “low range” design and size standards indicate that facilities in the “low range” would 

have fewer than three percent (3%) of behavioral health patients and the size and design 

standards do not account for specialty suites to accommodate behavioral health patients.  Id. at 

111.  The ACEP Guide “low range” size and design standards also state that “imaging studies 

will not be performed within the department, so there is no need to add space for imaging rooms” 

and only allow for “minimal” administrative offices within the emergency department, which is 

not possible at a freestanding facility.   Id. at 111-12.  Just as significantly, the ACEP “low 

range” standards contemplate that “[clinical decision units]/observation space will be located 

outside of the emergency department and [are] not part of [the] architectural project.”  Id. at 110.   

As further reflected in Table 12 below, UC FMF falls within the “high” range of the 

ACEP Guide for seven (7) of the ACEP range criteria, in the “mid” range for six (6) of the 

ACEP Guide criteria, and in the “low” range for only three (3) of the ACEP Guide criteria.5  

                                                 
5  It should be noted, however, that the State Health Plan Chapter for Freestanding Medical 
Facilities, COMAR 10.24.17.04(c)(8)(d)(ii), requires an applicant to “demonstrate that the 
building gross square footage is consistent with the low range guidance, unless, based on the 
particular characteristics of the population to be served, the applicant demonstrates the need for 
additional building gross square footage.”  The ACEP Guide does not contemplate an 
observation unit as part of the “architectural project” for an emergency department in the “low 
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Overall, UC FMF projects to be in the mid-high range based on the ACEP Guide criteria, the 

projected need for emergency and observation services for the community formerly served by 

HMH, and for the projected service line requirements.   

Table 12 
Evaluation of UC FMF ACEP Factors 

 

a) Projected Percentage of Admitted Patients at UC FMF 

With respect to the percentage of patients admitted to a hospital, UC FMF projects to be 

in the mid-range of the ACEP guide based on historic emergency department visits at HMH and 

                                                                                                                                                             
range,” states that “imaging studies will not be performed within the department, so there is no 
need to add space for imaging rooms.”  Further, the ACEP Guide only provides for a 1.25 
building gross square footage adjustment factor for a “freestanding facility,” which factor 
appears only to account for wall thickness, mechanical penthouses, stair shafts, etc. ACEP Guide 
at 113. To the extent that UC FMF is classified in the low range for the “location of clinical 
decision unit (CDU) or observation space” and imaging modalities under Table 5.2 of the ACEP 
Guide, the observation and imaging departments should be excluded from the demonstration 
required by COMAR 10.24.17.04(c)(8)(d)(ii).  As reflected in Exhibit 1, Table B, UC FMF’s 
observation department is 11,907 gross departmental square feet and the imaging department is 
8,455 gross departmental square feet.  As a result, the overall size of UC FMF’s “emergency 
department” should be reduced by this amount if the observation and imaging departments are 
excluded from the emergency department. 
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projected visits to UC FMF.  Starting in fiscal year 2022, patients that were previously admitted 

at HMH will be treated at UC FMF as outpatients and then transferred to other hospitals for 

inpatient admissions. In fiscal year 2022, there is a projection of 653 emergency department 

visits that will result in admission to UC Behavioral Health. An additional 2,938 emergency 

department visits will be admitted to other hospitals in fiscal year 2022 growing to 2,964 by 

fiscal year 2024.  Emergency department visits that are projected to be admitted as inpatients 

represent 13.2% of the total projected 27,348 emergency department visits to UC FMF in fiscal 

year 2024.   

UC FMF’s projected number of inpatient admissions is consistent with utilization trends 

at HMH, adjusted to eliminate 2% of inpatient emergency department visits related to non-stroke 

EMS Priority 1 patients that will not be transported to UC FMF.  UC FMF’s projection that in 

fiscal year 2024, 13.2% of emergency patients will be admitted to UC Behavioral Health, 

UCMC, and other hospitals is below the statewide hospital emergency department admission 

average of 14.8% inpatient admissions as reported by the Maryland Health Care Commission to 

the Maryland House Health and Government Operations Committee at a February 10, 2015 

hearing. 

While the percentage of patients projected for UC FMF exceeds that of existing 

Maryland FMFs, for the reasons discussed below, UC FMF will be a fundamentally different 

than the three existing FMFs, Shore Emergency Center at Queenstown, Bowie Health Center, 

and Germantown Emergency Center.  According to the Maryland Health Care Commission’s 

presentation to the Maryland House Health and Government Operations Committee, an average 

of 5.1% of patients treated in fiscal year 2014 at Maryland’s three existing FMFs were admitted 

as hospital inpatients.  Importantly, however, none of the existing FMFs was planned, designed, 
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equipped, or staffed to serve as a replacement for an existing hospital emergency department.  

Moreover, each of these existing FMFs is limited in its capacity and ability to serve the acuity of 

patients currently seen at HMH.  No existing FMF in Maryland has observation beds, none is 

accredited by the Joint Commission as an Acute Stroke Ready Hospital and only one, UM Shore 

Emergency Center at Queenstown, has an EMS base station.   

Perhaps more significant in relation to the admission rates at existing Maryland FMFs, 

until July 1, 2017, MIEMSS protocols prohibited EMS providers from transporting patients who 

were experiencing emergency medical conditions to two of the three existing Maryland FMFs.  

Under MIEMSS protocols, EMS providers could only transport patients who either did not 

require medical attention at all or who suffered from non-emergent conditions to Bowie Health 

Center and Germantown Emergency Center.  Under a pilot protocol applicable only to UM 

Shore Emergency Center beginning on July 1, 2014, EMS providers could transport stable 

Priority 2 patients, defined as patients suffering from a “less serious condition yet potentially 

life-threatening injury or illness, requiring emergency medical attention but not immediately 

endangering the patient’s life,” following a consultation with clinical personnel staffing the base 

station at Shore Emergency Center at Queenstown.  See MIEMSS, The Maryland Medical 

Protocols for Emergency Medical Services Providers Protocols at 268-18, 305 (July 1, 2014).  

As a result, the number of patients suffering from actual emergency medical conditions treated at 

existing FMFs in Maryland in fiscal year 2014 was largely limited to walk-in patients.  The low 

acuity of patients seen at the existing Maryland FMFs in fiscal year 2014 certainly drove the low 

hospital admission rate for patients treated at these facilities as summarized by the Commission 

in its report. 
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Effective July 1, 2017, MIEMSS protocols have been updated to permit EMS providers 

to now transport stable Priority 2 patients to all Maryland FMFs with a required medical 

consultation via base station communication.  See MIEMSS, The Maryland Medical Protocols 

for Emergency Medical Services Providers Protocols at 355 (July 1, 2017).  Assuming Maryland 

FMFs undertake measures to safely and effectively treat stable Priority 2 EMS patients, the 

expansion of the MIEMSS freestanding pilot protocol to all Maryland FMFs has likely increased 

the acuity of patients seen at FMFs and also correspondingly increased the percentage of patients 

admitted for inpatient care.  UC FMF is designed and will be staffed to treat such patients.  

Indeed, as described above, UC FMF will maintain HMH’s EMS base station designation in 

accordance with a pilot program approved by the EMS Board to allow EMS providers to 

transport priority 1 stroke patients to UC FMF if a Primary Stroke or Comprehensive Stroke 

Center is greater than fifteen (15) additional minutes away.   

In sum, because UC FMF will have been planned, designed, equipped, and staffed to 

serve as a replacement for an existing hospital and to meet the emergency health care needs of its 

service area population, UC FMF will treat a greater percentage of high acuity patients who will 

require admission following emergency treatment than at existing Maryland FMFs.  The 

projected number of patients who will be admitted is based on historic use rates in the service 

area population and falls within the mid-range of the ACEP Guidelines.  

b) Projected ALOS for UC FMF Emergency Visits 

The historic emergency department utilization at HMH and projected utilization at UC 

FMF also falls within the ACEP Guide “mid-range” criteria.  An analysis of the average length 

of stay for emergency department visits at HMH in fiscal year 2017 presents an average of 3.6 

hours.  See Table 13 below.   
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Table 13 
HMH Historical Emergency Department Hours per Visit 

FY2017 

  

Source: UCHS Internal Utilization Report 

UC FMF also projects that 7.0% of UC FMF emergency department visits will be 

patients suffering from emergency psychiatric conditions; such patients have a much longer 

visits the emergency department with the average being 10.9 hours at HMH during the 5:00 pm 

hour.  Factoring in the psychiatric patients, the average visit time is expected to average 

approximately four (4) hours.   

c) UC FMF Patient Care Services 

In UC FMF’s emergency department space programming, the applicants focused on 

patient and family experience, recognizing that negative patient satisfaction scores are generally 

associated with small, shared, less private care spaces.  Such negative patient satisfaction scores 

are associated with patient confidentiality concerns as well as infection prevention 

considerations.  The applicants expect that patient satisfaction will be a significant factor in 

ensuring that the community utilizes UC FMF to its full potential.  As a result, UC FMF has been 

designed with private emergency department treatment spaces, which fall within the ACEP “high 

range,” as opposed to using rapid medical evaluation areas and/or vertical areas, including 

FY2017
ED Visits 28,476     

Average Minutes per Visit 238.48
Less: Average Minutes from Registration to ED Bay (21.49)

Average Minutes per Visit in ED Bay 216.98

Average Hours per Visit in ED Bay 3.6
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patient recliners, three-walled patient areas, or cubicles as contemplated by the ACEP “low 

range.” 

d) Inner Waiting Areas and Results Waiting Areas 

UC FMF has been designed such that patients will remain in private treatment spaces for 

their entire visit, which falls within the ACEP Guide “high range” criteria.  The applicants do not 

agree with the author of the ACEP Guide that inner waiting or results waiting spaces in an 

emergency department are consistent with best practices or better outcomes.  Rather, maintaining 

patients in triage provides benefits with respect to patient to flow.  As acuity has risen within 

hospitals and emergency departments, the safety of inner waiting or results waiting spaces has 

also been questioned because such spaces do not provide for close patient monitoring. 

e) Location of Clinical Decision Unit or Observation Space 
 

As reflected on Exhibit 2, the observation unit at UC FMF will be adjacent to the 

emergency department and is part of the applicant’s architectural project consistent with the 

ACEP Guide “high range” criteria.  However, as patients are changed to observation status, they 

will leave the emergency department treatment space which consideration falls within the ACEP 

Guide “low range” criterion.  To the extent the observation unit is deemed not to be part of the 

UC FMF emergency department, the overall size of the emergency department should be 

reduced by 11,907 square feet for purposes of COMAR 10.24.17.04(c)(8)(d)(ii). 

f) Boarding Time of Admitted Patients 
 
UC FMF projects to be with the ACEP Guide “high range” for this criteria with an 

average boarding time for admitted patients projected to be 315 minutes.  The goal for optimal 

patient management is to achieve an average two-hour (120 minute) transport time for emergent, 
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high acuity patients requiring a higher level of care. This two-hour window will start from the 

time a decision to admit a patient has been made and continue until the patient arrives at the 

receiving facility. The two-hour transport window will be accelerated for patients experiencing 

life threatening conditions; for example, UC FMF will have accelerated transport protocols for 

stroke and cardiac patients.   

For non-emergent transports, a three to four-hour transport window will start from the 

time the receiving facility confirms bed availability.  This transport time is consistent with 

existing patient boarding times at HMH and UCMC and will include transit time in an 

ambulance.  UC FMF will require time to coordinate placement of most patients in an MSGA 

unit the receiving facility before transporting the patient.  Moreover, UC FMF must still comply 

with the Emergency Medical Treatment and Labor Act (“EMTALA”), including the requirement 

to have a prepared room before transporting a patient and confirmation of acceptance from the 

receiving facility.  See 42 C.F.R. §489.24(e)(2).  UC FMF will not transfer patients to another 

emergency department unless the patient’s condition requires surgery or the patient is suffering 

from time dependent diagnosis that requires immediate transport.   

From a clinical perspective, UC FMF cannot accelerate the boarding time by routing 

patients awaiting transfer to an inpatient unit to UC FMF’s observation unit.  Such a practice 

would not be consistent with the standard of care.  The applicants’ intend to staff the observation 

unit at UC FMF with acute care nurse practitioners under the supervision of hospitalists.  Patients 

requiring transfer from UC FMF’s emergency department for an acute inpatient admission will 

necessarily require a higher level of care than will be provided in UC FMF’s observation unit.  



#643207 46 
011888-0023 

Therefore, it would be clinically inappropriate to send emergency department patients awaiting 

an acute inpatient admission to UC FMF’s observation unit.6   

Moreover, from compliance and billing perspectives, admitting patients from the 

emergency department to the observation unit while the patient is awaiting transfer to an 

inpatient facility would also be inappropriate.   UC FMF’s observation unit will not be merely a 

patient holding area but rather a unit dedicated to ongoing assessment and reassessment to 

determine whether an inpatient admission is necessary or whether the patient can be safely 

discharged.  Medicare guidance, which is followed by Medicaid and most commercial insurers, 

defines observation care as: 

a well-defined set of specific, clinically appropriate services, which include 
ongoing short term treatment, assessment, and reassessment, that are furnished 
while a decision is being made regarding whether patients will require further 
treatment as hospital inpatients or if they are able to be discharged from the 
hospital. Observation services are commonly ordered for patients who present to 
the emergency department and who then require a significant period of treatment 
or monitoring in order to make a decision concerning their admission or 
discharge. Observation services are covered only when provided by the order of a 
physician or another individual authorized by State licensure law and hospital 
staff bylaws to admit patients to the hospital or to order outpatient services. 

Centers for Medicare and Medicaid Services, Medicare Claims Processing Manual, Ch. 4 § 

290.1 (Effective Date: 07-01-09) (emphasis added).  Because a clinical decision to transfer 

emergency patients to a higher level of care will have already been made, it would not be 

appropriate to admit a patient awaiting such a transfer for observation services.   

                                                 
6  In certain cases, patients already admitted to UC FMF’s observation unit may require an 
inpatient admission.  In such cases, UC FMF’s observation unit staff will be supported by 
UC FMF emergency department physicians as needed to ensure the observation patient receives 
medically necessary treatment and intervention before the patient can be admitted.   
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g) Turnaround Time for Diagnostic Tests 

The applicants’ projected average imaging study turnaround time is presumed to be 

consistent with historical trends at HMH.  In the first through third calendar quarters of 2018, 

95.7% of imaging studies during the day and evening shifts had a turnaround time within 60 

minutes.  For overnight imaging study interpretations, 85.1 % were completed within 60 minutes 

during the first through third calendar quarters of 2018.  For laboratory testing, in fiscal year 

2019, 91.6% of HMH’s emergency department laboratory tests had a turnaround test result 

within 40 minutes.  Based on these figures, HMH and UC FMF are projected to be within the 

ACEP Guide “mid-range” for this criterion as reflected on Table 5.2 of the ACEP Guide. 

h) Percentage of Behavioral Health Patients 

As reflected in the applicants’ need analysis for behavioral health treatment spaces above, 

in fiscal year 2017, an average of 7.0% of HMH’s emergency department visits were diagnosed 

with a behavioral health condition.  This projects that UC FMF will be in the mid-to-high range 

as contemplated by the ACEP Guide.   

i) Percentage of Non-Urgent Patients 
 
Based on the historic emergency severity index (“ESI”) levels of patients treated at HMH 

in fiscal year 2018, UC FMF projects to be the ACEP Guide mid-range with approximately 28% 

of non-urgent patients. See Table 14 below.7   

                                                 
7  The percentage of ESI level 4 and 5 patients seen in HMH’s emergency department in 
fiscal year 2018 includes 111 emergency department patients not assigned an ESI severity index 
classification.    
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Table 14 
HMH FY 2018 ED Visits and Disposition 

ESI Treatment 
Level 

ED Discharges Inpatient Admits Observation 
Admits 

Grand Total 

1 113  139  49  301 

2 2,798  2,031  1,232  6,061 

3 10,376  1,559  1,460  13,395 

4 6,961  84  55  7,100 

5 399     1  400 

Unclassified 108  2  1  111 

  20,755  3,815  2,798  27,368 

 

j) Age of Patients 
 
In fiscal year 2018, patients 65 and older comprised 22.6% of the total number of 

emergency department visits to HMH, while in fiscal year 2017, patients 65 and older comprised 

21.4% of emergency department visits.  See Table 15 below.   

Table 15 
HMH Percentage of Emergency Department Patients >= 65 

FY 2018 and FY 2017 

 

FY 2018 
Patients  

>= 65 
Total Visits 

>= 65 % of 
Ttl 

ED Visits 6,178  27,368  22.6% 

 

Source: UCHS internal utilization report 

Of the 65 and older patients, in fiscal year 2017, 48.0% arrived to HMH’s emergency 

department by ambulance (Table 16), and in fiscal year 2018, 48.8% arrived to HMH’s 

emergency department by ambulance (Table 17).   

FY2017
Patients        

>= 65
Total          
Visits

Patient >= 65    
% of Total

ED Visits 6,097 28,502 21.4%
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Table 16 
HMH % of Emergency Department Patients >= 65 Arriving by Ambulance 

FY 2017 

 

 

Source: UCHS Internal Utilization Report 

Table 17 
HMH % of Emergency Department Patients >= 65 Arriving by Ambulance 

FY 2018 

 

Age 
Grouping 

Patient Status 
Arrived by 
Ambulance 

Total Cases 
% by 

Ambulance 

>= 65 
Inpatient 1,232 1,849 66.6% 

Outpatient 1,783 4,329 41.2% 

>= 65 Total 3,015 6,178 48.8% 

< 65 
Inpatient 719 1,966 36.6% 

Outpatient 3,387 19,224 17.6% 

< 65 Total 4,106 21,190 19.4% 
 

Ambulance transport for nearly fifty percent (50%) of the aged 65 and over population, 

particularly EMS transport, is expected to limit any patient self-selection of the emergency 

department to which these patients are transported.  Moreover, it is also doubtful that any age 

patient, much less those aged 65 and over, would be inclined to drive past UC FMF, a full 

service emergency department, to another hospital further away such as UCMC (12.4 miles), 

Age Group Patient Status
Arrived  by 
Ambulance Total Cases

% by 
Ambulance

Inpatient 1,277 1,867 68.4%
Outpatient 1,652 4,230 39.1%

2,929 6,097 48%
Inpatient 663 1,893 35.0%

Outpatient 3,295 20,512 16.1%
3,958 22,405 17.7%
6,887 28,502 24.2%

>= 65

>= 65 Total

< 65

< 65 Total
Grand Total
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Union Hospital (21.8 miles) or Franklin Square Medical Center (23.2 miles) in a medical 

emergency. 

As noted by the Commission in its February 2, 2015 Report on the Operations, 

Utilization, and Financial Performance of Freestanding Medical Facilities, EMS transport 

protocols are likely contributing factors to low utilization of existing Maryland FMFs by the 

population aged 65 and older.  As set forth above, UC FMF projects that only a limited number 

of non-stroke priority 1 patients that are currently treated at HMH could not be treated at 

UC FMF in accordance with revised MIEMSS protocols and the pilot stroke protocol approved 

for UC FMF.  As a result, UC FMF is projected to be in the ACEP Guide “high range” with 

greater than twenty percent (20%) of emergency department patients aged sixty-five or older.   

k) Imaging Facilities within the Emergency Department 
 

With respect to imaging facilities, Table 5.2 of the ACEP Guide “low range” provides, 

“imaging studies will not be performed within the department, so there is no need to add space 

for imaging rooms.”  At UC FMF, an imaging department is a necessary component of the 

facility to safely and effectively treat emergency and observation patients and is necessarily a 

part of the construction project.  To the extent the imaging unit is deemed not to be part of the 

UC FMF emergency department, the overall size of the emergency department should be 

reduced by 8,455 square feet for purposes of COMAR 10.24.17.04(c)(8)(d)(ii). 

The imaging unit being developed at UC FMF will be used by both UC FMF patients 

arriving for urgent and emergent care on an unscheduled basis and for patients at the adjacent 

special psychiatric hospital requiring such services.  UC FMF’s imaging unit will not be used for 

scheduled outpatient use. In the first six (6) months of fiscal year 2018, HMH outpatient 
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emergency department utilized imaging services as presented below in Table 18. The historical 

relationship of imaging services to emergency department visits will continue at UC FMF with 

the exception of nuclear medicine, which will not be offered at UC FMF.   

Table 18 
Imaging Services Utilized by Outpatient Emergency Department Visits 

FY 2018 (1) 

 

Note (1): Reflects annualized 6 months (July 2017 – December 2017) of St. Paul’s Non-
Confidential Patient Level Data.   

With respect to MRI, CT, and ultrasound, the applicants do not project that these imaging 

modalities will be used as efficiently at UC FMF as they are presently used at HMH, where they 

serve both emergency department patients and inpatients.  However, MRI, CT, and ultrasound 

are necessary to provide clinically appropriate care to emergency and observation patients at UC 

FMF.  More specifically, MRI is necessary to treatment patients with Transient Ischemic Attack 

(“TIA”) or suspected stroke.  Indeed, as described in footnote 3 above, MRI has been shown as 

superior to CT to identify acute ischemic stroke as per the AHA/ASA Guidelines in 2010 and 

2013.  Further, as described in footnote 3, CT and MRI are necessary at UC FMF to maintain 

Acute Stroke Ready Joint Commission Accreditation under the EMS pilot protocol applicable to 

UC FMF.   
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l) Family Amenities 

As reflected in Exhibit 2, UC FMF will have multiple provisions for family consultation 

and nourishment, which are necessarily a part of UF FMF’s construction project and thus fall 

within the ACEP Guide “high range” for this criterion.  The “Quiet Room” as show on Exhibit 2 

will be used for family consultation with the emergency department providers and/or chaplain.  

The “Rec Room” or reception room in the observation department will accommodate family 

consultations.  Finally, UC FMF will share approximately 25,491 square feet the UC Behavioral 

Health, which will include family nourishment and waiting areas.   

m) Specialty Components – Geriatrics, Pediatrics, and Detention 

UC FMF will not have any specialty components for geriatrics, pediatrics, or detention, 

and therefore has classified each of these criterion within the ACEP “low range.”   

n) Need for Administrative Space 
 

Because UC FMF is a freestanding facility, it will necessarily need administrative office 

space in its emergency department, including but not limited to telemedicine and flight control 

for the on-site helicopter pad.  The applicants have therefore placed UC FMF within the ACEP 

Guide “mid-range” for this criterion.   

* * * 

In sum, UC FMF falls within the “high” range of the ACEP Guide for seven (7) of the 

ACEP range criteria, in the “mid” range for six (6) of the ACEP Guide criteria, and in the “low” 

range for only three (3) of the ACEP Guide criteria.  Overall, UC FMF projects to be in the mid-

high range based on the ACEP Guide criteria, the projected need for emergency and observation 

services for the community formerly served by HMH, and for the projected service line 
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requirements.  At the mid-range, projected 27,000 emergency department bed visits equates to a 

need for 17,404 departmental square feet.   

Although the ACEP Guide provides for a 1.25 multiplier as a building square footage 

adjustment factor for a freestanding facility, this adjustment factor is inadequate given UC 

FMF’s utilization projections, projected patient volumes and acuity levels, and needed specialty 

programs at UC FMF to serve a community that will lose its acute general hospital.  Applying 

the 1.25 multiplier at the ACEP low range with 30,000 annual emergency visits would result in a 

facility of only 26,250 building gross square feet at the low range.  Although the applicants have 

sought to demonstrate that the 1.25 multiplier is inapplicable to the proposed UC FMF, the 

ACEP Guide provides no rationale for the 1.25 multiplier for a freestanding facility nor a 

description of the services contemplated at such a freestanding facility.  At bottom, the 1.25 

adjustment factor referenced in the ACEP Guide is nothing more than an adjustment to account 

for wall thickness, mechanical penthouses, stair shafts, etc.  See ACEP Guide at 113.    

The ACEP Guide 1.25 adjustment factor for a freestanding facility fails to account for the 

need for an observation suite, imaging and laboratory services, a pharmacy, behavioral health 

crisis treatment spaces, or extensive administrative space within its square footage 

recommendations.  Nor does the ACEP Guide contemplate the space required to obtain an EMS 

Base Station designation, to provide telemedicine services, or for a helicopter control room.   

Contrary to the ACEP low range, the space programming at UC FMF will necessarily 

house observation, imaging, lab, and pharmacy, and other ancillary services which are intended 

to support the diagnostic and treatment needs of patients seen at UC FMF.  Each of three distinct 

patient populations to be treated at UC FMF – general emergency, behavioral health crisis, and 

observation patients – require access to these ancillary services as a core aspect of their 
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treatment.  The ACEP Guide low range fails to allocate any space for existence of these services.   

Additionally, the imaging, lab, and pharmacy departments at UC FMF will also support UC 

Behavioral Health’s patients needing these services.  Therefore, each of these ancillary service 

departments have been sized in order to support each of the different patient populations to be 

treated at UC Medical Campus at Aberdeen, ultimately reducing the need for redundant services 

while seeking economies of scale. 

As set forth above with respect to the emergency department treatment spaces and 

immediately below with respect to the size of the observation treatment spaces, UC FMF was 

designed in accordance with the 2018 FGI Guidelines to comply with licensing regulations and 

modern standards of care.  Each of these departments either comply with the ACEP low range 

and any deviations are necessary to provide effective treatment for the population to be served.   

Overall, the project design is, however, consistent with the ACEP Guide except where the 

ACEP Guide conflicts with the FGI Guidelines.  For example, UC FMF’s imaging department 

includes the following components and square footage: 

a) MRI – 518 square feet, exclusive of the control room; 
b) CT – 448 square feet, exclusive of the control room; 
c) Diagnostic imaging suite with X-ray – 259 square feet; 
d) Two cardio-vascular ultrasound modalities at 458 square feet combined.   

The ACEP Guide recommends General Radiology room space at 250 to 325 square feet. 

ACEP Guide at 165.  UC FMF’s diagnostic imaging suite and two cardio-vascular ultrasound 

rooms are consistent with the ACEP Guide design recommendations.  The ACEP Guide, 

however, recommends MRI and CT space at 300 to 325 square feet plus 120 to 150 square feet 

for the control room.  Id.  These room sizes are inadequate to meet the clear floor space 

requirements of the FGI Guidelines. For an MRI scan room, FGI Guidelines require a minimum 
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of 4 feet clearance around all sides of the gantry and recommend the room size be per the 

equipment manufacturer’s recommendations, in addition to making sure certain functions for the 

entry into the room and resuscitation fall outside of the 5 Gauss line, the limit beyond which 

ferromagnetic objects are strictly prohibited. Best practice provides space for the maneuvering of 

a patient stretcher on either side of the gantry, thereby exceeding the stated minimum in the 

guidelines. Therefore, a 325 square foot MRI room is too small, given the FGI Guideline 

standards.  UC FMF’s MRI room has been designed according to best practices and actual design 

and constructability experience.  Similarly, for a CT room, the FGI Guidelines require a 

minimum of 4 feet clearance around all sides of the gantry and recommend the room size be per 

the equipment manufacturer’s recommendations. Best practice provides space for the 

maneuvering of a patient stretcher on either side of the gantry, thereby exceeding the stated 

minimum in the guidelines.  Again, UC FMF’s CT room has been designed according to best 

practices and actual design and constructability experience.   

In sum, each component of UC FMF is designed according to FGI Guidelines 

requirements and is consistent with size recommendations found in the ACEP Guide unless such 

guidance conflicts with the FGI Guidelines required for licensure.    

I. The Number and Size of UC FMF’s Observation Treatment Spaces is 
Consistent with the Population to be Served – COMAR 10.24.19.04(C)(8)(e). 

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF demonstrate the proposed number and size of observation spaces is consistent 

with applicable guidance included in the most current edition of the ACEP Guide, based on 

reasonably projected levels of visit volumes.  The ACEP Guide does not provide a projection 

regarding need for the number of treatment spaces.  Instead, the ACEP Guide instructs that its 
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author “generally program[s] [clinical decision unit or observation] spaces in the range of 900 to 

1,100 patients per space annually.  Use the lower number if your patients use the [clinical 

decision unit] for 12+ hours, and use the higher number if your patients use the space for 8 to 12 

hours.”  ACEP Guide at 273.8  The State Health Plan also states that applicants must demonstrate 

that the FMF will achieve 1,100 visits per year per observation space (an average of 3 visits per 

day, per observation bed), unless, based on the particular characteristics of the population to be 

served, the applicants demonstrate the need for a greater number of observation spaces.  

COMAR 10.24.19.04(C)(8)(e)(i).   

1. The Number of Observation Treatment Spaces at UC FMF is Consistent 
with the Needs of the Population to be Served – COMAR 
10.24.19.04(C)(e). 

UC FMF projected its service area according to the methodology set forth in Section II.E 

above.  As set forth below, the applicants projected need for observation treatment spaces at UC 

FMF in accordance with its projected emergency department visits.  Between fiscal years 2015 

and 2018, observation cases at HMH increased 18.1% (Table 19).  In 2018, these patients stayed 

for an average of 25.9 hours or 1.1 days on average.   

                                                 
8  Notably, the ACEP’s 900 patients per space projection for 12+ hours in observation is 
internally inconsistent.    Even at the lowest length of stay, 12 hours, 900 visits per space projects 
to 2.46 visits per day, which is impossible.   



#643207 57 
011888-0023 

Table 19 
HMH Historical Observation Cases and Hours 

FY2015 – FY2018 

 

Between fiscal years 2019 and 2021, observation cases are projected to increase at 0.5% 

per year associated with population growth.  In this same time period, the applicants project a 

decrease in the number of observation cases at 0.25% annually associated with reductions in 

potentially avoidable utilization.  With the transition of HMH’s emergency and observation 

services to UC FMF in fiscal year 2022, observation patients with stays longer than 48 hours are 

projected to be transferred to UCMC.  Overall, the applicants expect that there will be a 2.9% 

increase in observation cases at UC FMF in fiscal year 2024 when compared with observation 

cases at HMH in fiscal year 2018.  (Table 20).  

Table 20 
HMH and UC FMF Historical and Projected Observation Cases 

FY2015 – FY2024 

 
 

Historical % Change
FY2015 FY2017 FY2017 FY2018 FY15-FY18

Observation Cases 3,761      3,896      4,019      4,443     18.1%

Observation Hours 108,982  112,075  115,522  114,915 5.4%

Observation Hours per Case 29.0        28.8        28.7        25.9       -10.7%

Observation Days per Case 1.2          1.2          1.2          1.1         -10.7%

Historical Projection % Change
FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY18-FY24

Observation Cases

HMH 3,761     3,896     4,019     4,443     4,458     4,474     4,491     -        -        -        
%Change 2.3% 3.6% 3.2% 10.5% 0.3% 0.4% 0.4% -100.0% 0.0% 0.0% -100.0%

UC FMF 4,516     4,543     4,571     
%Change 0.6% 0.6%

    Total 3,761     3,896     4,019     4,443     4,458     4,474     4,491     4,516     4,543     4,571     
%Change 3.6% 3.2% 10.5% 0.3% 0.4% 0.4% 0.6% 0.6% 0.6% 2.9%
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Determining the average length of stay to apply to the observation patients at HMH 

through fiscal year 2021 and at the FMF beginning in fiscal year 2022 requires an understanding 

of the observation hours that can be billed and those hours that are not billed.  Per the HSCRC 

Experience Report dataset, HMH reported 114,915 observation hours in fiscal year 2018 (Table 

19).  Included in these hours are 23,762 hours related to observation patients that were eventually 

admitted as an inpatient and 91,153 hours for patients that remained in outpatient status their 

entire stay.  According to billing requirements for those patients that were eventually admitted, 

only those observation hours that occurred prior to 12:00 am of the day of admission can be 

billed.  This billing requirement severely limits the number of incurred observation hours that are 

actually reported.   

During the 12 months ended August 2018, it was determined that HMH billed 135,672 

hours, an 18% increase over the hours billed during the twelve months ended June 2018 (fiscal 

year 2018).  In addition, there were 27,231 hours that were not billed due to their occurrence on 

the day of admission.  Rather than staying in a bed an average of 1.1 days as reported in fiscal 

year 2018, observation patients actually stayed in beds for an equivalent of 1.5 days (Table 21). 
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Table 21 
HMH’s 2018 Observation ALOS 

 

 Observation and medical patients will continue to overlap in the existing beds until a 

distinct observation unit is opened in the FMF in fiscal year 2022.  As such, it would be double 

counting to consider the full length of stay for an observation patient while also counting their 

inpatient days when often times the patients stay in the same bed.  When a dedicated observation 

unit is opened, though in fiscal year 2022, the full length of stay needs to be considered when 

determining the required number of observation beds.  Table 22 presents a continuation of the 

1.1 day length of stay through fiscal year 2021, but then increases it in fiscal year 2022 to reflect 

the unbilled hours.  Partially offsetting the increase in length of stay for unbilled hours is a 

reduction in the length of stay at the FMF for those observation cases with stays that have 

historically been greater than 48 hours that will be transported to UCMC.   

2018
Inpatient Outpatient Total

FY2018 HSCRC Experience Report
Cases 1,640           2,803           4,443           
Hours 23,762         91,153         114,915       
ALOS (Days) 0.6               1.4               1.1               

HMH Internal Report on Observation Hours for 12 Months Ended August 2018
Cases 1,624           2,843           4,467           
Hours

Billed 25,752         109,920       135,672       
Unbilled 27,231         -               27,231         

Total 52,983         109,920       162,903       

Unbilled % of Total 51.4% 0.0% 16.7%

ALOS (Days) 1.4               1.6               1.5               
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Table 22 
HMH and UC FMF Historical and Projected ALOS 

FY2015 – FY2024 

 

Because the observation beds at HMH are currently comingled with the medical surgical 

beds at HMH, there is limited concern about not having enough observation beds during peak 

periods of utilization. The medical surgical beds provide additional capacity which observation 

patients can utilize.  At the FMF, though, there are no adjacent medical surgical beds to handle 

peak utilization.  During the 12 months ended August 2018, the average daily census of 

observation patients at HMH was 18.6 patients. The peak utilization during this time was 38.4 

observation patients.  

While observation patients at HMH are staying in beds for a day or more, the ACEP 

Guide recommends that observation beds accommodate three patients per day (1,100 visits per 

observation space equals three visits per observation bed, per day).  Considering these guidelines 

to project the need for observation spaces is unreasonable, particularly when historical data and 

observation use rates are known and projections of observation use at UC FMF can be 

reasonably projected.9  To this end, the projected average length of stay of 1.25 days or 30 hours 

for observation cases at UC FMF is 3.75 times longer than the three (3) stays per day 

                                                 
9  It should also be noted that the ACEP Guide standard incorporated into the State Health 
Plan is based on the experience of a single architect, the author of the ACEP Guide, and not a 
broader data analysis of trends in observation utilization, average observation lengths of stay, or 
use rate demographics.  

Historical Projection
FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024

HMH 1.21       1.20       1.20       1.08       1.08       1.08       1.08       
%Change -0.7% -0.1% -10.0% 0.0% 0.0% 0.0%

UC FMF 1.25 1.25 1.25
%Change 16.3% 0.0% 0.0%
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contemplated by the ACEP Guide recommendation for programming at 1,100 visits per 

observation space, per year.   

Applying the ACEP Guide author’s recommendation of 1,100 observation visits per 

observation space would result in only four (4) observation spaces at UC FMF, which would be 

grossly inadequate to serve the needs of the service area population, overwhelm UCMC and 

other area hospitals with transfers from UC FMF for patients who could otherwise be safely and 

effectively treated in observation at UC FMF, and result in significant increased costs to the 

health delivery system in the form of inter-facility ambulance transfers.  Such transfers could 

also jeopardize patient care outcomes and patient satisfaction.  Moreover, the increased number 

of transports resulting from a lack of observation treatment spaces at UC FMF would be certain 

to burden EMS providers, which have provided support for the proposed project.  Though the 

applicants’ discussions with the service area community, the community also expects UC FMF 

to provide the same level of observation and emergency services as currently provided at HMH.   

Rather than using the ACEP Guide to project observation bed need for a hospital 

converting to an FMF – an idea not at all contemplated by the ACEP Guide – it is more 

appropriate to project observation bed need at UC FMF similar to MSGA bed need that 

considers length of stay and occupancy but also considers peak utilization.  Based on the 

assumptions presented above, there is a projected need in fiscal year 2024 of thirty-two (32) 

observation beds at UC FMF to accommodate peak utilization (Table 23).  Unfortunately, the 

building in which UC FMF will reside has a capacity limit of 24 beds.  Based on fiscal year 2018 

actual experience, it is expected that observation utilization will exceed the building capacity 

approximately 14% of the days during the year, requiring inter-facility transfers to UCMC or 

other area hospitals as appropriate. 
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Table 23 
HMH and UC FMF Historical and Projected Observation Bed Need 

FY2015 – FY2024 

 

Thus, the number of observation treatment spaces is consistent with the needs of 

characteristics of the population to be served.   

2. The Size of UC FMF’s Observation Treatment Spaces is Consistent with 
Licensing Standards – COMAR 10.24.19.04(C)(8)(e)(ii).   

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF demonstrate the size of each observation space at the FMF not exceed 140 

square feet, exclusive of any toilet or bathing area incorporated into an individual observation 

space, unless based on the particular characteristics of the population to be served, the applicant 

demonstrates the need for larger observation spaces.  COMAR 10.24.19.04(C)(8)(e)(ii).   

The ACEP Guide generally projects a square footage range of 135 to 150 for each 

observation room.  ACEP Guide at 157.  However, the ACEP Guide also instructs that, “if you 

decide to equip the [observation] rooms with standard inpatient hospital beds, you’ll need larger 

rooms – 150 to 160 [square feet].”   Id. at 271.   

Projection
FY2019 FY2020 FY2021 FY2022 FY2023 FY2024

Bed Need

HMH (1) 16           16           16           

UC FMF (2) 32           32           32           

 Total 16           16           16           32           32           32           

Bed Recommendation (3) 24 24 24

Note (1):  Reflects average daily census and 80% occupancy target
Note (2):  Reflects peak utilization adjusted for patients staying greater than 48 hours
Note (3):  Reflects building capacity
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Because the projected average length of stay of patients in observation at UC FMF is 1.16 

days or 27.8 hours, significantly longer than the ACEP Guide considers, the observation unit has 

been planned to use standard inpatient hospital beds rather than gurneys.  To comply with 

licensing regulations and modern standards of care, UC FMF has been designed to comply with 

the 2018 FGI Guidelines.  Pursuant to 2014 FGI Guideline 2.2-3.2.2.2, observation beds require 

a minimum clear floor area of 120 square feet. Further, because the observation rooms may 

accommodate patients for up to forty-eight (48) hours and there will be no inpatient beds in 

which to house patients at UC FMF, the observation rooms have been designed to create a 

comfortable patient stay and to allow visitors.  UC FMF’s observation rooms have been designed 

to be between 188 and 265 square feet, exclusive of in room toilet and bathing areas.  This size 

allows for a standard hospital bed in each observation room and other required furniture such as 

side chairs and storage to be accommodated in the room while satisfying the minimum 

requirement of 120 square feet of clear floor area.  Two of the observation rooms, Rooms 6 and 

9< located in the corners of the unit are larger just because of their location where there is 

additional building structure.   Room 9 will be used a bariatric observation room.   

The design of UC FMF’s observation unit also took into consideration enhanced security, 

room design to support high quality clinical practice (i.e. medication administration delivery 

system), and enhanced the patient and family experience: 

 Infection Prevention & Control: 

 Provision of individual toilets and showers reduces the incidence of infections 
 Physical separation within the semi-private rooms to enhance infection prevention  

 Fall Prevention: 

 Due to the configuration of the rooms staff can see the entire patient room from 
entry 
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 Space design supports area for family attendance providing added support to the 
patient who may be at risk for falls 

 Room design provides for a clear path of travel within the room reducing 
obstacles likely to cause falls 

 Bathrooms are configured in close proximity to the head wall decreasing distance 
patient needs to ambulate to the bathroom reducing likelihood of falls 

 Room design includes continuous handrails from the head of the bed to the toilet 
room reducing the likelihood of falls 

 Toilets and showers were designed to minimize fall risk 

 Operational Efficiencies: 

 Clear path of travel within the room for efficient patient transfers and transports 
 Design allows for adequate space at each patient zone for mobile lift equipment 

when needed  
 Design allows staff visibility of the entire room 

 Patient Care/Clinical practice enhancements: 

 Standardized head wall provides clear individual patient zone 
 Design provides a physical, visual, and auditory separation between patients 

enhancing clinical practice (medication zones) 

 Patient & Family Experience: 
 Room design allows for a patient’s significant other to stay in a recliner chair 

during their short stay providing additional support the patient may need thereby 
enhancing their short stay observation experience.  

 

In sum, the size of UC FMF’s observation treatment spaces is needed to meet the needs 

of the population to be served and to comply with licensing standards. 

J. Utilization, Revenue, and Expense Projections – COMAR 10.24.19.04(C)(8)(f) 

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF provide utilization, revenue, and expense projections for the FMF, along with 

a comprehensive statement of the assumptions used to develop the projects.  UCMC and HMH 

have completed Tables A, B, C, D, E, I, J, and K, which are related to UCMC’s proposed 

project and relocation of MSGA beds from HMH to UCMC, as well as the projected utilization 
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and financial performance of UCMC, inclusive of the UC FMF which becomes a department of 

UCMC beginning in fiscal year 2022.  These tables are included with Exhibit 1.  Table I 

includes utilization projections that reflect both the inpatient and outpatient utilization of UCMC 

and outpatient emergency department visits, observation cases, and related outpatient ancillary 

services at UC FMF.   Also enclosed with Exhibit 1, are Tables F, G, and H that cover the 

entire utilization and financial performance of all UM UCH hospital facility components, 

including UCMC and HMH during the period from fiscal year 2015 to fiscal year 2021 and 

UCMC, UC FMF, and UC Behavioral Health between fiscal years 2022 and 2024. The financial 

projection assumptions related to revenue, expenses and financial performance underlying 

Tables G, H, J and K are also provided with Exhibit 1.  Additionally, Exhibit 1 includes a Table 

L that incorporates the workforce for HMH’s emergency department in fiscal year 2017 and UC 

FMF in fiscal year 2024.  Included in the figures are full-time equivalent employees (“FTEs”) 

dedicated to the provision of services to patients when they are in the emergency department. 

1. UC FMF Emergency Department Utilization 

The projection of emergency department visits at UC FMF assumes the continuation of 

emergency services at HMH adjusted for annual population growth from actual experience in 

fiscal year 2018 through fiscal year 2024 with the following exception.  In fiscal year 2022, there 

is an assumed two percent (2%) reduction in non-behavioral health inpatient projected visits to 

account for the redirection of non-stroke EMS priority level 1 patients arriving by ambulance 

who previously would be brought to HMH, but which patients will go to other hospitals with 

inpatient beds based on drive time and service line.  The projected emergency visits are 

presented in Table 24. 
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Table 24 
HMH and UC FMF Historical and Projected Emergency Department Visits 

FY2015 – FY2024 

 

2. UC FMF Observation Utilization 

The applicant projects an increase in observation cases based on actual experience 

through fiscal year 2018. Between fiscal years 2019 and 2021, observation cases are projected to 

increase annually with population growth.  In this same time period, the applicant projects a 

decrease in the number of observation cases at 0.25% annually associated with reductions in 

potentially avoidable utilization.  With the transition of HMH’s observation patients to UC FMF, 

in fiscal year 2022, the observation patients with stays longer than 48 hours are projected to be 

transferred to UCMC.  Based on these assumptions, the applicant expects that there will be a 

2.9% increase in observation cases at UC FMF in fiscal year 2024 as compared with observation 

cases at HMH in fiscal year 2018.  The projected Observation cases are presented in Table 25. 

Historical Projection % Change
FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY18-FY24

Emergency Department Visits

HMH
Inpatient Visits 3,472     3,179     3,626     3,583     3,599     3,615     3,631     -        -        -        -100.0%
Outpatient Visits 25,870   26,341   24,730   23,160   23,263   23,366   23,470   -        -        -        -100.0%

Total 29,342   29,520   28,356   26,743   26,862   26,981   27,101   -        -        -        -100.0%

%Change 2.3% 0.6% -3.9% -5.7% 0.4% 0.4% 0.4% -100.0% 0.0% 0.0%

UC FMF
IP Psych Visits (1) -        -        -        -        -        -        -        653        656        659        
Outpatient Visits (2) -        -        -        -        -        -        -        26,453   26,571   26,689   

Total -        -        -        -        -        -        -        27,106   27,227   27,348   

%Change 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.4% 0.4%

      Total 29,342   29,520   28,356   26,743   26,862   26,981   27,101   27,106   27,227   27,348   2.3%

%Change 2.3% 0.6% -3.9% -5.7% 0.4% 0.4% 0.4% 0.0% 0.4% 0.4%

Note (1):  Reflects Behavioral Health patients that will be admitted to UC Behavioral Health on the UCH Medical Campus at Havre de Grace
Note (2):  Includes approximately 3,000 patients that were previously admitted at HMH, but will enter UC FMF as outpatients and then be
                transferred to other hospitals for inpatient admission
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Table 25 
HMH and UC FMF Historical and Projected Observation Cases 

FY2015 – FY2024 
 

 
 

3. Laboratory and Imaging 

Laboratory and imaging services are projected to grow and decline in relation to the 

projection of emergency and observation patients that are presented above. 

4. Projected UC FMF Revenue 

The presentation of projected revenue in Tables H and K reflect the utilization 

projections presented above and the 2018 regulated Global Budget Revenue (GBR) assumptions 

related to update factors, demographic adjustments, revenue variability, and uncompensated care.  

These assumptions are included with the tables. 

5. Projected UC FMF Staffing and Expenses 

The presentation of projected staffing at UC FMF, as presented in Table L, reflects the 

changes in volumes presented above and assumptions related to expense inflation, expense 

variability with changes in volumes and one-time adjustments to the projection of staffing and 

expense when HMH closes and UC FMF opens in fiscal year 2022. 

Historical Projection % Change
FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY18-FY24

Observation Cases

HMH 3,761     3,896     4,019     4,443     4,458     4,474     4,491     -        -        -        
%Change 2.3% 3.6% 3.2% 10.5% 0.3% 0.4% 0.4% -100.0% 0.0% 0.0% -100.0%

UC FMF 4,516     4,543     4,571     
%Change 0.6% 0.6%

    Total 3,761     3,896     4,019     4,443     4,458     4,474     4,491     4,516     4,543     4,571     
%Change 3.6% 3.2% 10.5% 0.3% 0.4% 0.4% 0.6% 0.6% 0.6% 2.9%
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6. Projected UC FMF and UCMC Financial Performance 

As presented in Table K, UC FMF is projected to earn between $671,000 and $1.33 

million in net income between fiscal years 2022 and 2024.  These earnings will contribute to the 

overall financial health of UCMC which is projected in Table H to include UC FMF between 

fiscal years 2022 and 2024. 

K. The Proposed Construction Costs is Reasonable and Consistent with Industry 
Experience – COMAR 10.24.19.04(C)(8)(h). 

 
The construction costs are reasonable and consistent with industry experience.  The 

following compares the project costs to the Marshall Valuation Service (“MVS”) benchmark.    

Marshall Valuation Service 
 Valuation Benchmark 

Type Hospital 
Construction Quality/Class Good/A 
Stories                             2  
Perimeter                        851  
Average Floor to Floor Height                       15.0  
Square Feet 69,300 
f.1 Average floor Area                   34,650  

A. Base Costs 
Basic Structure $365.78 
Elimination of HVAC cost for adjustment 0 
HVAC Add-on for Mild Climate 0 
HVAC Add-on for Extreme Climate 0 

Total Base  Cost $365.78  

Adjustment for 
Departmental Differential 
Cost Factors                       1.03  

Adjusted Total Base Cost $375.57  



#643207 69 
011888-0023 

B. Additions 
Elevator (If not in base) $0.00  
Other $0.00  

           Subtotal  $0.00  

Total  $375.57  

C. Multipliers 
Perimeter Multiplier 0.89877228 

Product $337.55 

Height Multiplier                       1.07  
Product $360.84  

Multi-story Multiplier  1.000 
Product  $360.84  

D. Sprinklers 
Sprinkler Amount $3.20  

        Subtotal  $364.04  

E. Update/Location Multipliers 
Update Multiplier 1.07 

Product $389.53  

Location Multipier 1.01 
Product $393.42  

Calculated Square Foot Cost Standard $393.42  
 

The MVS estimate for this project is impacted by the Adjustment for Departmental 

Differential Cost Factor.  In Section 87 on page 8 of the Valuation Service, MVS provides the 

cost differential by department compared to the average cost for an entire hospital.  The 

calculation of the average factor is shown below.   
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Department/Function BGSF MVS Department Name 

MVS 
Differential 

Cost 
Factor 

Cost 
Factor 
X SF 

ACUTE PATIENT CARE         
          
Emergency Department (ED)         15,674  Emergency Suite 1.18 18,495  
Imaging          8,455  Radiology 1.22 10,315  
Observation         11,907  Inpatient Unit 1.06 12,621  
Lab          1,159  Laboratories 1.15 1,333  
Pharmacy             937  Pharmacy 1.33 1,246  
Administration          6,267  Offices 0.96 6,016  
Behavioral Health (BH) ED Crisis Unit           3,497  Emergency Suite 1.18 4,126  
Public          3,914  Public Space 0.8 3,131  

Maintenance          1,436  Mechanical Equipment and Shops 0.7 1,005  

Med Gas + Body Hold             641  Mechanical Equipment and Shops 0.7 449  

Mechanical               88  Mechanical Equipment and Shops 0.7 62  
Public Toilets             585  Public Space 0.8 468  
Circulation          1,219  Internal Circulation 0.6 731  
Exterior Walls          1,071  Unassigned 0.5 536  
Lower Level 
Receiving             281  Storage and Refrigeration 1.6 450  
Dietary             863  Dietary 1.52 1,312  
Maintenance          3,041  Mechanical Equipment and Shops 0.7 2,129  
Maintnenance Staff Lounge and Lockers             366  Employee Facilities 0.8 293  
Nursing Staff Lounge and Lockers             326  Employee Facilities 0.8 261  
Provider Staff Lounge and Lockers             529  Employee Facilities 0.8 423  
Provider Offices             270  Offices 0.96 259  
Housekeeping             249  Housekeeping 1.31 326  
Storage             855  Storage and Refrigeration 1.6 1,368  
Mechanical          1,541  Mechanical Equipment and Shops 0.7 1,079  
Public Dining             480  Dining Room 0.95 456  
Public Toilets             168  Public Space 0.8 134  
Public Conf             419  Public Space 0.8 335  
Shared Vertical Circulation             466  Internal Circulation 0.6 280  
Shared Exterior Walls             421  Unassigned 0.5 211  
Shared Circulation          2,176  Internal Circulation 0.6 1,306  
Total 69,300                  1.03  71,155   
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Cost of New Construction 

 
      A.  Base Calculations Actual Per Sq. Foot 
Building $21,662,478 $312.59 
Fixed Equipment $0.00 
Site Preparation $1,993,356 $28.76 
Architectual Fees $2,241,008 $32.34 
Permits $956,053 $13.80 
Capitalized Construction Interest Calculated Below Calculated Below 
    Subtotal $26,852,895 $373.39 

 

 However, as related below, this project includes expenditures for items not included in the 
MVS average. 
 

     B.  Extraordinary Cost Adjustments 

Project Costs 
Associated Cap  
Interest & Financing 

             Site Demolition Costs $28,170 Site 
             Storm Drains $4,848 Site 
             Rough Grading $11,779 Site 
             Paving $161,072 Site 
Exterior Signs on building $23,040 Site 
Landscaping $88,661 Site 
Walls $34,633 Site 
Yard Lighting $18,564 Site 
Dewatering $69,266 Site 
Sediment Control & Stabilization $16,070 Site 
Helipad $33,926 Site 
Premium for Minority Business Enterprise 
Requirement $79,734 Site 
Canopies $386,080 Building $87,066 
Pneumatic Tube System $96,000 Building $21,649 
Jurisdictional Hook-up Fees $608,933 Building $137,322 
Premium for Minority Business Enterprise 
Requirement $866,499 Building $178,941 
Jurisdictional Hook-up Fees $608,933 Permits 

Total Cost Adjustments $3,136,208 $424,978 
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 Associated Capitalized Interest and Loan Placement Fees should be excluded from the 

comparison for those items which are also excluded from the comparison.  Since only 

Capitalized Interest and Loan Placement fees relating to the Building costs are included in the 

MVS analysis, we have only eliminated them for the Extraordinary Costs that are in the Building 

cost item.  This was calculated as follows, using the Canopy as an example:  (Cost of the 

Canopy/Building Cost) X (Building related Capitalized Interest and Loan Placement Fees). 

1. Explanation of Extraordinary Costs 

Below are the explanations of the Extraordinary Costs that are not specifically mentioned 

as not being in contained in the MVS average costs in the MVS Guide (at Section 1, Page 3) but 

that are specific to this project and would not be in the average cost of a hospital project. 

Premium for Minority Business Enterprise Requirement – UMMS projects include a 

premium for Minority Business Enterprises that would not be in the average cost of hospital 

construction.  This premium was projected to be 4%. UMMS consulted with its cost 

estimators/construction managers on the impact on project budgets of targeting 25% inclusion of 

MBE subcontractors or suppliers as part of its projects, and their conservative estimate is that it 

adds 3-4% to the costs, compared to projects that do not include MBE subcontractors or 

suppliers. This estimate has been confirmed through UMMS’ experience with past construction 

jobs. UMMS now uses this percentage in all of its construction cost estimates. 

Eliminating all of the extraordinary costs reduces the project costs that should be 

compared to the MVS benchmark.  
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     C. Adjusted Project Cost  Per Square Foot 

Building $19,704,966 $284.34 
Fixed Equipment $0 $0.00 
Site Preparation $1,423,593 $20.54 
Architectual Fees $2,241,008 $32.34 
Permits $347,120 $5.01 
Subtotal $23,716,686 $342.23 

Capitalized Construction Interest $3,515,928 $50.73 
Total $27,232,615 $392.97 

 

Building associated Capitalized Interest and Loan Placement Fees were calculated as 

follows: 

Hospital New Renovation Total 

Building Cost $21,662,478 

Subtotal Cost (w/o Cap Interest) $26,852,895 $26,852,895 

Subtotal/Total 100.0% 0.0% Net Interest Financing Total 
Total Project Cap Interest &Financing  
[(Subtotal Cost/Total Cost) X Total Cap  
Interest] $4,885,163 $0 $4,439,767 $445,396 $4,885,163 

Building/Subtotal 80.7%  

Building Cap Interest&Financing $3,940,906  

 Associated with Extraordinary Costs  $424,978 

Applicable Cap Interest & Loan Place. $3,515,928 
 

As noted below, the project’s cost per square foot is consistent with the MVS benchmark.  
 

MVS Benchmark $393.42 
The Project $392.97 
Difference -$0.46 
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III. THE CONVERSION OF HARFORD MEMORIAL HOSPITAL TO A 
FREESTANDING MEDICAL FACILITY WILL RESULT IN THE DELIVERY 
OF MORE EFFICIENT AND EFFECTIVE HEALTH CARE SERVICES. 

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF demonstrate that the conversion to an FMF will result in the delivery of more 

efficient and effective health care services including an explanation of why the services proposed 

for the FMF cannot be provided at other area hospital EDs, FMFs, or other health care facilities, 

and demonstrate why other less expensive models of care delivery cannot meet the needs of the 

population to be served.  COMAR 10.24.17.04(C)(8)(i).  

As an initial matter, in addressing the efficiency and cost effectiveness of health care 

service delivery, the applicants incorporate by reference UM UCH’s response to COMAR 

10.24.01.08(G)(3)(c) in support of UM UCH’s CON application to establish UC Behavioral 

Health.  Further, an assessment of the availability and accessibility of emergent and urgent care 

in UC FMF’s projected service area is set forth in Section II.F above.  In short, there will be no 

acute general hospitals with emergency departments or other FMFs in UC FMF’s projected 

service area.   

While there are nine (9) urgent care centers in UC FMF’s service area (see Table 7 

above), in fiscal year 2018, seventy-one (72%) of HMH’s emergency department visits fell 

within an ESI Treatment Level which could not be successfully transitioned to an urgent care 

center.  This assumes that only patients at ESI Levels 4 and 5 who were discharged from HMH’s 

emergency room could be transitioned to an urgent care center.  The remaining 28% represent a 

patient population who self-selects care at a traditional emergency department rather than an 

urgent care center.  Certainly, there are many factors that drive patient selection for site-of-
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service; however, one key factor is a patient’s inability to discern the lowest level of care for 

their presenting need(s).  Another factor is the limited hours of operation of urgent care centers.   

Moreover, it cannot be disputed that the emergency departments at acute general 

hospitals in nearest proximity to UC FMF could not absorb the approximate 27,000 emergency 

visits currently treated at HMH’s emergency department and projected for UC FMF.  In addition, 

UCMC would not be in a position to absorb even a significant fraction of this volume of 

emergency department visits without its own substantial emergency department expansion 

project and associated capital expenditures.   

Table 26 
HMH FY 2018 ED Visits and Disposition 

ESI Treatment 
Level 

ED Discharges Inpatient Admits Observation 
Admits 

Grand Total 

1 113  139  49  301 

2 2,798  2,031  1,232  6,061 

3 10,376  1,559  1,460  13,395 

4 6,961  84  55  7,100 

5 399     1  400 

Unclassified 108  2  1  111 

  20,755  3,815  2,798  27,368 

 
Finally, UM UCH has engaged and continues to engage in a number of population health 

initiatives as described in Section II.G above.  Despite these ongoing efforts, the number of 

emergency department visits from UC FMF’s projected service area has not seen an appreciable 

decline in utilization.  See Table 26 above.   
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IV. THE CONVERSION OF HARFORD MEMORIAL HOSPITAL TO A 
FREESTANDING MEDICAL FACILITY IS IN THE PUBLIC INTEREST. 

The State Health Plan requires that applicants seeking to convert an acute general 

hospital to an FMF demonstrate the conversion is in the public interest, based on an assessment 

of the converting hospital’s long-term viability as a general hospital through addressing such 

matters as:  (i) trends in the hospital’s inpatient utilization for the previous five years in the 

context of statewide trends; (ii) the financial performance of the hospital over the past five years 

and in the context of the statewide financial performance of Maryland hospitals; (iii) the age of 

the physical plant relative to other Maryland hospitals and the investment required to maintain 

and modernize the physical plant; (iv) the availability of alternative sources for acute care 

inpatient and outpatient services that will no longer be provided on the campus after conversion 

to a freestanding medical facility; (v) the adequacy and appropriateness of the hospital’s 

transition plan; and (vi) an assessment of the parent hospital’s projected financial performance or 

the projected financial performance of the parent hospital and other health care facilities that 

share a global budget with the parent hospital. 

The conversion of HMH to UC FMF is in the public interest with respect to each of these 

criteria based on the analyses presented below.  

1. The Conversion of HMH to UC FMF is in the Public Interest Based on 
HMH’s Inpatient Utilization for the Previous Five Years in the Context of 
Statewide Trends.   

Table 27 presents a 6.3% decline in HMH’s hospital acute inpatient admissions between 

fiscal years 2013 and 2017.  While less than the 10.8% decline in acute care hospital admissions 

across the State of Maryland, HMH’s reduction in admissions has led to the discussion of 

merging beds with UCMC which is in the public interest.   
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Table 27 
Comparison of HMH Historical Admissions to Statewide Trends 

FY2013 – FY2017 

 

 

2. The Conversion of HMH to UC FMF is in the Public Interest Based on 
HMH’s Financial Performance Over the Past Five Years and in the 
Context of the Statewide Financial Performance of Maryland Hospitals. 

HMH generated operating margins ranging from 5.0% to 10.5% between fiscal years 

2013 and 2017.  These operating margins exceed those of the statewide average operating 

margins which ranged from 1.3% to 3.7% (Table 28).  Notwithstanding HMH’s operating 

margins, HMH has outlived the useful life of its physical plant.  Continued operation of HMH 

for the long term would require significant capital improvements with estimated costs of $239.3 

million to bring the entire facility to modern standards (updated to a midpoint of construction in 

2020).  Given the significant capital required to renovate HMH, it would not continue to generate 

operating margins following any such renovation project.   
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Table 28 
Comparison of HMH Operating Margins to Statewide Financial Performance 

FY2013 – FY2017 

 
 

3. The Conversion of HMH to UC FMF is in the Public Interest Based on the 
Age of HMH’s Physical Plant Relative to Other Maryland Hospitals and 
the Investment Required to Maintain and Modernize the Physical Plant. 

The average age of HMH’s physical plant was 18.8 years in 2016.  This compares to the 

statewide average of 10.8 years (Table 29). In a publication by Moody’s Investors Service, dated 

August 28, 2018, it presents the median average age of plant for hospitals that it rates as 11.5 

years.  The statewide average is consistent with that median while HMH is well above it. 

Table 29 
Comparison of HMH Average Age of Plant to Statewide Trends 

FY2015 – FY2024 

 
 

For HMH to achieve the statewide average would require approximately $100 million in 

capital expenditures to modernize its physical plant.  This estimate of capital expenditures 

Average Age of Plant (years)

2012 2013 2014 2015 2016

HMH 18.3          18.9          16.7          15.7          18.8           

Statewide Average 12.0          11.2          12.7          12.0          10.8           

Source: Annual Filings
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reflects the level of investment in assets with a 25 year useful life that would be required to 

increase annual depreciation expense to achieve a 10.8 year average age of plant. 

4. The Conversion of HMH to UC FMF is in the Public Interest Taking into 
Consideration the Alternative Sources for Acute Care Inpatient and 
Outpatient Services That Will no Longer be Provided on the Campus After 
Conversion to a Freestanding Medical Facility. 

The conversion of HMH to UC FMF coupled with the other projects for which the 

applicants and UM UCH have sought the Commission’s approval is in the public interest.  As 

stated above, in conjunction with conversion of HMH to UC FMF, UM UCH has submitted a 

CON application to establish a forty (40) bed special psychiatric hospital on the campus of 

UC Medical Campus Aberdeen.  The proposed psychiatric hospital’s inpatient units are 

organized into two separate “neighborhoods” to serve male and female patients from young 

adults (over age 18) to seniors.  One fifteen (15) bed neighborhood will be principally dedicated 

to geriatric psychiatry, while the other neighborhood will contain twenty-five (25) adult non-

geriatric psychiatric beds.  In addition to inpatient behavioral health services, UC Behavioral will 

provide a broad array of outpatient services, including a partial hospitalization program, an 

intensive outpatient program, and a variety of outpatient, ambulatory behavioral health services, 

which will allow patients to transition through multiple stages of treatment at one centralized 

location. 

UCMC and HMH have also applied for an exemption from CON review to construct a 

three-story, 78,070 square foot addition above the existing Kaufman Cancer Center at UCMC to 

accommodate all MSGA beds to be relocated from HMH to UCMC and 77 observation beds to 

be located in two new dedicated observation units.  Upon the conversion of HMH to UC FMF, 
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the addition at UCMC would open and existing inpatients at HMH would be transferred to 

UCMC or UC Behavioral Health as appropriate.   

UM UCH also plans to renovate an existing medical office building at the UC Medical 

Campus at Aberdeen to house both primary and specialty care physician practices in order to 

provide access to additional providers in HMH’s historical service area, including:  (1) primary 

and specialty care physicians practices; (2) rehabilitation services (physical, occupational, and 

speech therapy); (3) outpatient infusion services (currently not offered at HMH); (4) imaging; 

and (5) laboratory services (draw station).  The only existing outpatient services at HMH that 

will not be provided on the campus of UC Medical Campus at Aberdeen are:  (1) outpatient 

pulmonary function testing; and (2) possibly a sleep study lab.   

5. The Conversion of HMH to UC FMF is in the Public Interest Taking into 
Consideration the Adequacy and Appropriateness of HMH’s Transition 
Plan. 

The conversion of HMH to UC FMF is in the public interest taking into consideration the 

adequacy and appropriateness of the applicants’ transition plan.  The applicants’ transition 

planning focused around the overarching plan for transitioning emergency and observation 

services from HMH to UC FMF, the development of the special psychiatric hospital, needed 

outpatient behavioral health services, the relocation of acute inpatient MSGA beds from HMH to 

UCMC, and provision of other outpatient services at UC Medical Campus at Aberdeen. This 

transition plan supports the overarching vision that UM UCH has for its community, which 

includes creating an optimal patient care delivery system for the future health care needs of both 

Harford and Cecil County residents.  This vision focused on the following: 

• Quality and patient satisfaction with a focus on providing care in the right setting 
at the right time; 

• Development of systems of care beyond the walls of a health care facility; 
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• A comprehensive network of specialty and primary care physicians; and 
• Multi-faceted ambulatory services. 

The projected timeline for transitioning acute care services will be dependent on the 

Commission’s approval of the special psychiatric facility – UC Behavioral Health, however, the 

projected timeline for the opening of UC Behavioral Health is the end of calendar year 2020 or 

early-mid calendar year 2021.   

An initial transition plan for job retraining and placement for HMH employees has been 

started with the early projections of the potential number of employees who will be impacted by 

the conversion recognizing that there will be retirements as well as traditional employee 

transitions over the course of the next three or more years.  As a component of the applicants’ 

early planning there has been a projection of the full time equivalent needs for UC FMF, UC 

Behavioral Health, and the expanded acute services at the UCMC.  Future planning will include 

the identification of alternative locations for employment such as within the planned medical 

office building to be developed at UC Medical Campus at Aberdeen where a wide array of 

outpatient ambulatory services will be provided in conjunction with primary and specialty care 

physician practices as well as the expansion of ambulatory surgical services within the 

community as a component of the overall UM UCH’s Vision 2020 project.  In addition, 

UM UCH plans to implement a Workforce Planning workgroup beginning in calendar year 2018.  

This workgroup will be comprised of multiple internal and external stakeholders including 

participation from the UM UCH Patient and Family Advisory Committee, the Susquehanna 

Workforce Network, the Harford County Government, and Harford Community College. 

As it relates to preliminary plans for re-use of HMH’s physical plant, UM UCH engaged 

the commercial real estate firm Cushman & Wakefield to provide a comprehensive evaluation of 
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the property as well as the community and market conditions, in order to assess the potential for 

successful re-use and/or redevelopment of the site. Through in-depth analysis of demographic 

and employment trends, extensive community stakeholder interviews, and economic 

development strategies, Cushman & Wakefield has identified demand drivers that would 

positively influence both UM UCH’s and the City’s interests in redevelopment of the property. 

These drivers have been synthesized into potential development options that could deliver both 

attractive financial returns and sustainable community benefits.  The uses are broadly 

characterized as a mixed use development in a walkable, town center setting concept.   

Cushman & Wakefield has concluded that the site would be attractive to investors and 

developers as a multi-phase, master-planned development that could provide a significant 

economic development benefits to the City of Havre de Grace and the surrounding community, 

and thus achieve the important shared goals for re-use of the property – maximizing financial 

returns and enhancing the second generation use of the property for the community’s benefit.  

6. The Conversion of HMH to UC FMF is in the Public Interest Based on an 
Assessment of UCMC’s Projected Financial Performance.   

UCMC is projected to generate operating profits in each year of the projection period 

(Table 30).  The assumed retention of HMH’s GBR will enable UCMC to absorb the addition of 

depreciation and interest expenses associated with UC FMF. 
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Table 30 
UCMC Historic and Projected Operating Income 

FY2015 – FY2024 

 

For the reasons set forth above, the conversion of HMH to UC FMF is in the public 

interest.   

CONCLUSION 

For all of the reasons set forth above, HMH and UCMC respectfully request that the 

Commission authorize the conversion of HMH to a freestanding medical facility and associated 

capital expenditures. 

Respectfully submitted, 

 
James C. Buck 
Gallagher, Evelius & Jones LLP 
218 N. Charles Street, Suite 400 
Baltimore, Maryland 21201 

Counsel for UM Upper Chesapeake Medical  
Center, Inc. and  
UM Harford Memorial Hospital, Inc. 

November 21, 2018  

UCMC + UC FMF
Financial Performance

FY2017 - FY2024

Historical Projection ($ in millions)
FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024

Revenue 300.8$   306.9$   280.7$   282.7$   290.2$   368.6$   379.3$   390.3$   

Expenses 284.2     272.3     248.5     255.5     260.0     343.5     351.6     360.8     

Operating Income 16.6$     34.6$     32.1$     27.2$     30.2$     25.0$     27.6$     29.4$     
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I hereby declare and affirm under the penalties of perjury that the facts stated in 

this application and its attachments are true and correct to the best of my knowledge, 

information, and belief. 

November 19, 2018 

11/19/18 

 

 

Date  Ed Anderson 

Project Executive 

ERDMAN 
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I hereby declare and affirm under the penalties of perjury that the facts stated in 

this application and its attachments are true and correct to the best of my knowledge, 

information, and belief. 

November 19, 2018   

Date  Andrew L. Solberg 

A.L.S. Healthcare Consultant Services 
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Table A Physical Bed Capacity Before and After Project All applicants whose project impacts any nursing unit regardless of proJect type or scope, must complete
Table A.

Table G Construction Characteristics All applicants proposing new construction or renovation must complete Table C.

Table E Propct Budget All applicants, regardless of project type or scope, must complete Table E

Table G Revenues & Expenses, Uninflated. Entire Facility Existing facility applicants must complete Table G. The projected revenues and expenses in Table G
should be consistent with the volume projections in Table F.

Table I Statistical Projections - New Facility or Service
Applicants who propose to establish a newfacility, existing facility applicants who propose a new service,
and applicants who are directed by MHCC staff must complete Table l. All applicants who complete this
table must also complete Tables J and K.

Table K
Revenues & Expenses, lnflated - New Facilityor
Service

Applicants who propose to establish a newfacility and existing facility applicants who propose a new
service and any other applicant that completes a Table I must complete Table K. The projected revenues
and expenses in Table K should be consistent with the proiections in Tables I and J.
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TABLE B. DEPARTMENTAL GROSS SQUARE FEET AFFECTED BY PROPOSED PROJECT

Add or delete rows if See additional instruction in the column to the of the table.

69,300Total 69,300

1,071Exterior Walls 1,071

2,176Shared Circulation 2,176

421Shared Exterior Walls 42',1

466Shared Vertical Girculation 466

419Public Gonf 41S

168168Public Toilets
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Mechanical 1,54'l'1,541

Storage 855855

249Housekeeping 249

270Provider Offices 270

529Provider Staff Lounge and Lockers 529
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Maintnenance Staff Lounge and Lockers 366366

Maintenance 3,0413,041
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TABLE C. CONSTRUCTION CHARACTERISTICS

an additional Table C for each structure.

*As

Type ol Exterlor walls for proposed project
Type of HVAC System for proposed project VAV, ducted return, AHUs with chilled and hot water
Other

Dry System
Wet System 69,300

Sprinklers red
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OT-HER COMPONENTS
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building being renovated)*
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TOTAL Site and Off-Site Costs included and excluded from
Marshall Valuation Service*

$0

$569,763
TOTAL Estimated On-Site and Off-Site Costs not included in
Marshall Valuation Costs

$o

$0Subtotal Off-Site excluded from Marshall Valuation Costs

Olher (SpecMadd rows if needed)

Jurisdictional Hook-up Fees

Utilities

Roads

OFFSITE COSTS

$569,763Subtotal On-Site excluded from Marshall Valuation Costs

$79,734Premium for Minoritv Business Enterprise Requirement

$33,926HeliDad

Sediment Control & Stabilization $16,070

$69,266Dewaterinq

$18,564Yard Liohtino

$34,633Walls

$88,661Landscaoino

Exterior Siqns on building $23,040

Pavinq $161,O72

$11,779Rouoh Gradinq

$4,848Storm Drains

$28,1 70Site Demolition Costs

Subtotal included in Marshall Valuation Costs $1,423,593

Utilities from Structure to Lot Line

$1,423,593Normal Site Preparation

SITE PREPARATION COSTS

RENOVATION

cosrs
NEW CONSTRUCTION

cosrs

If project includes non-hospital space structures (e.9., pa*ing garges, medical office buildings, or energy

ANO TION

BUILDING COSTS



T

rows5.
nor4.

l. Land

uildindHosDiIal TotaOther Structure
s53.889.154s2.723-779I i_612_93:$'tf

$1.029.2931.007.034 '2.036.327
c. Local
b. State
a. Federal

or7

5. Mortoaoe
lncome

3, Authorized Bonds s52.859.861$51.716.745
date and

1. Gash

$53.449-154OF 6'12 s?3$t

s6.208.766:6.122.629SUBTOTAL !312-331 .395

$3.349.835.r. t?A n1 6.623.84'1
$1.181.081i1.181.081 i2.362.163

s227.508 $455,016

rows 1 ,768,618s884.30Ss884.309
c1 s110.322$110.322

b. Bond Discount
a. Loan Placement Fees $45s,711

TOTAL CAPITAL COSIS s47.680.387
$1.204.511.174.762e. s2.379.278

I Land Purchase 4.496.623s2.25fJ.254
$44.176.57St tto n(a

16.376.164SUBTOTAL s33.37't .102S't6-99tt-938

interest $4.537.48't4.439.767
$3.603,55,3.526.299 7129.454

,| $'$8.853.903,410.0s8

$2.654.630s0SUBTOTAL
$20.00c

57
Fixed

(1) Buildino 2.476.709s2.476.709
b. Renovations

SUBTOTAL s24527-OlA
$986,50, 1.942.557

$2.104,24i1.993.356 4.101.604

$19,349,1712',t.662.47
a.

[FtTAteosTs
, USE OF FUNDS

8.8 as a

as a useon on

TNSIRUCI/O{V; Estimates for Capital Costs (1.a+), Financing Costs and Other Cash Requirements (2.a9), and Working Capital Staftup Costs (3) must reflect current

cosls as of lhe date of application and include all costs for construction and renovation. Explain the basis fot construction cosf esttnafes, renovation cosf estlmates,

contingencies, interest during construction period, and inflation in an attachment to the applicatlon.

-itll!-

* Describe the terms of the lease(s) below, including information on the fair market value of the item(s), and the number of years, annual cost, and the interest

rate for the lease.



TABLE F. STATISTICAL PROJECTIONS - ENTIRE FACILITY (UCMC + UC FMF + HMH + UC BEHAVIOFIAL HEALTH + OBSERVATION)

assmpfpns uvd. Appli@nts must exdain why the assmptbns tre reapnabb.

'(JIALPAI'EN' 
DAY!j

!. other (soecitv/add rows ot needed)
r C^mhrphan<ivF C2ra

Rehahiliteii6n

fotel Acde
:2. Acute Psvchiatric tlc Behavioral Health

:1. Acute Psvchiatric HMH

I OhcrFtri.

Pe.lietric

fotal MSGA

b2. tcu/ccu HMH

hl tct t/cct I I tcMc
Genercl MSGA & Obse@tion
a5. Observation Hl\,lH

a4 ObcFrurtian I l(: FMF

a3 Obseruation I ICMC

a2. Gene.al Medical/Suroi€|" HMH

A1 Ganerrl Mcdi^2us"rdi^.1* I lCnrc

2. PATIENT OAYS

TOTAI D'S.:HAPGFS
. other {SDecifv/add rows of needed)

o. Comorehensive Care

f Rehebilitetion

e2. Acute Psvchiatric uC Behavioral Health

F1 Adilc Psv.hietric HMH

:- Pediatric

Total MSGA

c2. lcu/ccu HMH

rl tcu,/ccu ucMc

Genenl I/'SGA & ObseMetion
a5. Obseruation Hl\4H

a4 Obseruation [iC FMF

13 ObcFrurtian I I(:MC

a2. General Medical/Suroi€l' HMH

a'1 General Me.licel/Srirdiel* I I(:MC

I. DISCHARGES

lndicate CY or FY

a_1 -?-55

7.502

, toA
2a?

72.415

1-515

? AOn

67.700

4.670

,t) 169

1?472

a7 aRc

a4 M7

?t M7

1 )46

1 ?Al

28-336

203

n1a

27.419

3.896

14 L1n

2.931

I nA2

FY 20t6

Two Most Recent YeaF
(Actual)

42741

A' 7t1

7 446.

2 776

31E

72.115

1.496

? L14

67.2U
4.813

13)44
13246

a5 q?2

71 015

a4 414

1 )??

I aAA

1?3

2E-t93

179

t60

2A 16,4

4.019

at 1)7
3_034

A97A

FY 2017

7A-922

7A Ot'

7 737

2 E1t

2U
68.439

1.465

a%2
63.631

4.744

1ag 1

1) 314

?? A9q

7a n71

?2 D71

1 lqA

1 
'qA

104

30.tt72

175

R42

29 AAa

4.443

11 oqa

3.O21

A 061

FY 20t8

uurrent
Year

ao-il1

m 5/t1

8 134

2 E17

tat
69.653

1.499

? 41q

a .7v
4.4o2

13 8qa

1) 60'l

aa M1

77 t16

2? 416

1 )i1
1.299

'to7

30-809

179

A6n

29 770

4.454

110R5

3.087

A r41

FY 2019

occupancy) lnclude additional yeaF, if needed in order to be consistent with
T.hlaG G .hd H

42224

A? 22t

a 542

) 422
'AF

70-91{

1.534

?ma
6s.881

4.818

1a9 1

12 8q6

u 2?A

a7 v6

aa v6

1 )n7

I anl
106

31-t6t

R7q

m o0g

4.474

14 M1
3-155

A Lr7

FY 2020

E3-612

2a 6lt

8 60C

2 429

tE1

72.24
1.571

?ry?
67.070

4.434

13 qq6
13 201

?q n?q

il1n

at a4

1 )14

r aoa

105

31.82e

147

Rqq

?rt.aa2

4.491

1t 1nc

3.228

A 619

FY 2021

-o76

at /176

11 4?1

2 6?t
tta

79.474

4 704

75.t66

7 nn8

22 o-aa

LA 12q

a5 61t

a4 47t
1 367

I ant
1?1

32.72n

I 1R6

31 -53/

1LAt1

11 4M

FY 2022

95-574

AE A7A

11 574

? q?R

zAA

8t.2tg

4 A1A

76.400

7 onn

)) 177

A7 21E

a5 qnt

?4 An2

I 375

I 11n

1?O

33-097

1 21t

a1 gea

5 606

1la1A

11 660

FY 2023

97-135

a7 124

'tl 7H

2W
tu

42.614

a q??

77.68t

7 00!
)) ari

AA UE

a6 7nt

?6 aM
1 3aa

't.312

11C

33-448

I 2At

a2 2ta

5 6nS

1i717

11 grF

FY 2024



TABLE F. STATISTICAL PROJECTIONS - ENTIRE FACILITY (UCMC + UC FMF + HMH + UC BEHAVIORAL HEALTH + OBSERVATION)

numtur of bedsaN ocupilcy perentage slpuld fu rewted on the bassof/i6nsd tE,ds. ln anattachrntb ttB applimfnn, prvide anexdiation q basislot the c/okctions and spcify atl
aemptbns ued. Applicanb must ex@n why the awmpthns ile reasnabb.

TOTAL LICENSED BEDS

h. Other lsoecitu/add rows of nccdrd\

q. Comorehensive Care

i. Rehabilitation

Tdtat Acuh
e2 Adir Psvchialric llc Rchrvih.rl Hc2lrh

s1. Acute Psvchiatric HMH

C. Obstetric

: Pediatric

To'El MSGA
c2. lcu/ccu HMH

c'l. lcu/ccu ucr\4c
Genenl MSGA & Obseruation
15. Observation Hl\4H

14. Obseruation uC FMF

a3. ObseNation UCMC

a2. General Medical/Suroi€l* HMH

t1 General Medi€l/Srrrdi€l* I ICMC

I. NUMBER OF LICENSED BEDS

I U I AL AVEffiAE LENG I 
'] 

OI- S I AY
1 Other fsoecifu/a.l.l roG of nccdr.ll
I ComDrehensive Cere

Rehabilitalion

fotal Acute

12 Adile Psvchi2fdc LIC Behevidral HFrlth

:'1. Acute Psvchiatric HMH

l. Obstetric

). Pediatric

fotal MSGA

12. tcu/ccu HMH

11. tcu/ccu ucMc
Genenl iltSGA & ObseMetion

aS Ohserurtidn HMH

14. Obsetuafion LIC FMF

r3. Observation IJCMC

a2. General Medicausurqical* HMH

CY or FY FY 2017 FY 2018 FY 2019 FY 2020 FY 2021 FY2022 FY 2023 FY 2024

AVERAGE LENGTH OF STAY

4.'l 'l

,ae

1n

1

251

6

't4

,41
'16

A'
l\

124

20
25

4A
25

12

'1 t

4.6

Two Most Recent Years
(Actual)

tR7

247

)6
1n

250

6

14

t4
17

AA

41

124

2.

?6

A1

)t

2.8

RA

4l
?4
1.2

11

44

t7t

27t

?a

10

237

6

14

211

L9

41

1't2

2.4

2A

1C

?,
2.2

AA

Lf;
22
1.1

4'l

uurrenr
Year

280

2AO

2A

1n

,|

241

6

14

221

AA

42

't14

2.4

)4

AC

lq
2)

AA

L6
2)
11

1n
41

rrolecreo rears ienqrng ar reasr w9 yeaF aler projecl Gompteuon ano Iu[
occupancy) lnclude additional yea6, if needed in order to be consistent with

Trhlec G end H

28s

t9
10

'l

245

14

225
17

4A

43

117

2.4

2A

7.1

1q
2?
2.3

4.4

40
?2
1'l

1n
41

289

2q

1

2g

14

228

17

4E

u
124

2.4

2A

71

2A

2.3

4.4

t2
11

1t
41

326

Ln

1a

27a

17

258

2A

76

158

2

t6
AA

1A

t1
2.4

4.4

)A

125

720

4a

't0

1

274

17

262

'A

76

27
2A

'1.9

)1
25

40
24

1?5

'1.5

33/l

A(

1r

'1

2e1

11

266

24

,165

1.S

2.1

?F

4A

,A

1r5
15



TABLE F. STATISTICAL PROJECTIONS . ENTIRE FACILITY (UCMC + UC FMF + HMH + UC BEHAVIORAL HEALTH + OBSERVATION)

numbet of beds and orcupancy per@ntage shoud be rprted on the bass of /rensd beds. ln an afachrnt to tle aNation, govde an explartion q basisfor ttg projections aN specity ai
ass/)mplans ued. Apdicants must explain why the awmptions arc rcastr,nable.

OJ. HOUTS HMH
HoLlrs [iC FMF

I. HOUTS UCMC

a2. Number of PatienG UC FMF

e1 Number df Peiients I ICMC

7. OBSERVATIONS*

TOTAL OUTPAT'ENTWS'TS
12. Partial Hosoitalizfion Prooram tlc Behavioral Health

i1. Partial Hosoitaliation Prooram HMH

12 lnlensive Or*oaiient Psvch Prddrem I lC Rrhzviorrl HFalrh

11 lntcnsivF Orfnalient P.vch Prodrrm HMH

2. OutDatient Psvch Clinic UC Behavioral Health

'1. Outoatient Psvch Clinic HMH

i Psvch Emerdencv Deoadmcnt
. Imaoino RVtls UC Behaviorel Health
lmaoino RVtls HMH

1 lmaoino RVtls tjCMC
:3 Laboratoru RVLls tiC Behaviorel Heelth
)2. Laboratorv RVlJs HMH

;1. LAbOTAIOT RVTJS UCMC

a3. Emergencv Department HMH ( I otal)
.? Fmerdan.v npn2dmpnt I lC FnrF /T^trl\
a'1- EmeroenN Deoartment UCMC tTotal)

6. OUTPATIENT VISITS

TOTAL OCCUPANCY %

h Olh€r ls.F.itu/rdd r6ws 
^f 

nepdad\

q. ComDrehensive Care

F- Rehabilitation

, otal acute
e2. Acute Psvchiatric IJC Behavioral Health

c1 Adilc Psv.hiafri. HMH

d Obsfefric

c. Pediatric

Total MSGA

i'2 lcttCCt I HMH

b1- tcu/ccLi ticMc
Genenl MSGA & Obsevation

a5. Observation HMH

a4. Obseruation UC FMF

a3 Obseruetion tICMC

a2. General Medical/Suroical' HMH

a1. General Medical/Suroical* lJClVlC

5. OCCUPANCY PERCENTAGE 1MPORTANT NOTE: Leao veil fumulas should be charced bv aDDlicant to rcflect 366 davs rer vear.

lndicate CY or FY

112.O75

29? O6,n

3 896

11 L1A

t6 l5A 6q6

1 lqn

5 0,5'

2 803?57

....................g
1-169

29.52rJ

65 25'l

75.10/"

79.4./.

79 10/"

7A 90/"

63 6%

7C EV"

AA to/"

7i ao/"

ao 40/^

80.0%

79 Lo/"

a? oo/"

4o.20/"

FY 2016

(Actual)

115.522

317
4 019

12 127

17 17t OA7

1Ma

5 64F

? 69a 7AA

12.O44.57

28,356

64 502

79.00/.

79.Oo/"

AA qOA

7A i%
91 Ao/"

79.1%

AR ?O/^

B Ao/^

ao 20/"

79.90/,

7R 90/"

A? 5.0/"

79.4o/"

FY 2017

'114.915

4 443

1?q?o

t6 475 662

5 75C

2 447 416
11 494 331

26,743

61 445

78.90/.

7A 
']Pr,

a1 qo/^

AA AO/^

6 10/"

79.1./.

A6 qoA

A' LOA

ao 30/"

80.0%

79 004

A2 ao/"

ao 20/"

FY 20 18

current
Year

115.254

4 45,n

1a qa6

15 itt tnt

1 300

1.286

5 R74

? 5514 276
10 945 039

26,862

61 412

74.9%

7A

ag Goa

Aq nq
63 60/"

79.!/6

A6 qol
ao 40/"

80.20k

79 10/"

A2 
'o/"

ao 20/"

FY 2019

Protecleo Years (enorng at rea$ wo yeaF aner proFct compteton ano ruil
occupancy) lnclude additional years, if needed in order to be consistent with

TrhlEc G and H

'1 '15 620

4 474

1L OLa

4C 71n ni'

, Ann

1.214

5 qq?

2 5C9 157

1 1 2?A 467
1 246

26 941

6? 1Fl

79.20k

79 20/"

Rn 70l

Aq 10/

67 1q"

79.50/L

7o no/^

An 50/^

RO 40/"

80.0%

79 AOA

At )o/"

80 10/

FY 2020

1 16 014

4 Lq.l

lL aia

16-628.300

? Ann

1.'t46

A 111

) 6,45 Ag.1

11 453 817
1 ?5?

271l1

62 553

75.2%

81.3%

Aq ?o/^

6A 70/"

79.30/"

7n 10/^

n0 5%

79.40/6

70 qoa

Rt )o/"

ao 10/"

FY 2021

5 An6

14.523

19-517.282

3 qon

1 5q1

6?v

1 Anr lqn

14 742 1

27 106

6? O41

79.10/"

7A ?o/"

A9 Ao/^

AR 1 0/"

79.60/"

75 gq^

7q 90/"

an ooa

7q 40/^

80 00/"

FY 2022

14.618

19.896_799

q )io

1 424

6 354

1 R2A 4q2

27 227

63 41F

79.6%

79 ?o/"

87 Eo/"

80-00/6

nn nol

RO no/"

80.00/6

7q 90/^

ao 10/"

FY 2023

1 64.1 92

14 717

20.288-7U

5rm

1.658

6 445

1 R5? 415

27 344

6a 7q7

79.7

AO 401

A9 aot

AB qOI

80.001

Rn ool

RO iot

80.001

7q aot

ao ?ot

FY 2024



TABLE G. REVENUES & EXPENSES, UNINFLATED - UPPER CHESAPEAKE HEALTH SYSTEM

basis for the and all used. must why the assumpflons are reasonable.

NET INCOME II.OSS)
c. lncome Taxes
SUBTOTAL
b. Non-Ooeratino lncome
a. lncome From Ooeration
3. INGOME
TOT AL O P ER AT I N G EXPE VSES

j. Other Expenses (Purchased Services and
Other Exoenses)

i. Suoolies
h. Proiect Amortization
q. Current Amortization
f. Proiect Deoreciation
e. Current Deoreciation
d. lnterest on Proiect Debt
c. lnterest on Current Debt
b. Contractual Services
a. Salaries & Waoes (includino benefits)

NET OPERATING

t. Other Operating Revenues (Specitr/add
rows if needed)

Net Patient Senzices Revenue
e. Charitv Care
d. Contractual Allowance
c. Allowance For Bad Debt
Gross Patient Servlce Revenues
a. Gross oatient services revenue

1. REVENUE
lndicate GY or FY

$ 24.248

$ 24.248
18.640

$ 5.608

$ 430.484

58,623

83.351

22.137

8.150
13.253

$ 244,970

271

$ 435.821
14.970
75.402
14.O27

$ 540.220
540.220

FY 2017

Two Most Recent Years
(Actual)

$ 38-881

$ 38.881
17.578

$ 21.303

$ 426.605

65,064

84.O45

22.922

9.808
10.o71

s 234 694

3,093

$ 444.814
14.471
85.596
14.080

$ 558.961
558 961

FY 2018

$ 27_889

$ 27.889
10,085

$ 17.4O4

$ 409.396

55,238

64.830

23.591

9.523
10_029

$ 246_185

3,255

$ 423.945
6.s36

93.732
14.266

s 538.479
538.479

FY 2019

Gurrent Year
Projected

$ 410.714

54,902

66.164

22.634

9.271
1 0.1 80

247 564

2,955

6.499
95,854
14.200

536 269

FY 2020

Frojecreq Years (enqrng a[ reasr rwo years aner prolecr compreuon ano rulr
occupancy) Add columns if needed in order to document that the hospital will
generate excess revenues over total expenses consistent with the Financial

Feasibilitv standard.

20-443

; 20.443

11.957

) 419.716

i 536.269

$ 21_455

$ 21.455
7,815

s 13.640

$ 410.043

52,O43

67.476

23.518

8.964
10.328

$ 247.714

2,955

$ 420.727
6.s16

96_016
't4.237

$ 537.497
537.497

FY 2021

$ 12-471

$ 12.471
9.075

$ 3.396

$ 417.024

49,875

66.901

7.438
23.O42

8.961
8.643
8.558

$ 243.607

2,843

$ 417.577
5.812

99 960
13.706

$ 537.055
537.055

FY 2022

$ t3_893

$ 13.893
9,513

s 4.381

$ 417.890

49,329

67.795

7.438
23.575

8.794
8.313
8.700

s 243.542

2,843

$ 419.427
5.842

100.241
13.773

$ 539.283
539.283

FY 2023

s 14-615

$ 14.615
1 0,1 35

$ 4,480

$ 419.655

48,821

68.717

7.438
24.980

8.619
8.030
8.840

s 244.210

2,843

$ 421.291
5.872

100.524
13.839

$ 541.526
541 526

FY 2024



TABLE G. REVENUES & EXPENSES, UNINFLATED - UPPER CHESAPEAKE HEALTH SYSTEM

basis for the and all used must the are reasonable.

TOTAL
6
5
4
3
2) Medicaid
1) Medicare

Total MSGA

TOTAL
6) Other
5
4
3
2) Medicaid
1) Medicare

a. Percent of Total Revenue
4. PATIENT MIX
lndicate CY or FY

r Other
r Self-oav
r Commercial lnsurance
r Blue Cross

Self-oav
Commercial lnsurance
Blue Cross

100-ooa
3.3o/o

O.4Yo

163%
7.2o/o

9.5o/o

63.40h

100-00/6
3.5o/o

0.6%
25.4Yo
11.8o/o

11.5o/o

47.1o/"

FY 2017

Two Most Recent Years
(Actual)

,loo_oo/^
3.3o/o

O.4Yo

16.3Yo
7.2o/o

9.SVo

63.4o/o

700_oo/"

3.5o/o

0.6%
25.4%
11.8"h
11.5o/o

47.1o/"

FY 2018

100_o%
3.3o/o

O.4o/o

16.3%
7.2o/o

9.5%
63.4o/r

l00-00/6
3.5o/"
0.6%

25.4o/o
11.4'/"
11.5o/o

47.10

FY 2019

Current Year
Projected

700_oo/^

33%
O.4o/o

16.3o/o

7.2o/o

9-5o/o

63.4o/o

7OO-Oo/"

3.5o/o

0.6%
25.4'/o
11.8%
11.5%
47 "1o/"

FY 2020

Projected Years (endrng at least tr ro years aner project compleilon anc tul!
occupancy) Add columns if needed in order to document that the hospital will
generate excess revenues over total expenses consistent with the Financial

Feasibilitv standard.

lOO-00/6

3.3Yo
o.4%

16.3o/o

7 -2o/"

9.5o/o

63.4Yo

100.0%
3.5%
0.6%

25.4'/o
11.8o/o

11.5o/o

47.1o/"

FY 2021

100-oo/"
33%
o.4%

16.30h
7 -2o/"

9.59
634%

100.0%
3.5Yo
o.6%

25.4o/o
11.8%
11 5o/"

47.104

FY 2022

100_oo/"

33%
0.4o/o

163%
7 -2o/"

95%
63.4%

100.0%
3.SYo

0.6%
25.4o/o

11.8o/o

11-5o/"
47.1o/"

FY 2023

100-oo/"
3.3Vo

o.404
16"30/n

7.2o/o

9.5olo

63.4%

100.0%
3.SYo

0.6%
25.4o/o

11.8o/o

11.5o/o

47.1o/o

FY 2024



Table G - Key Financial Projection Assumptions for UM Upper Chesapeake Health System (Excludes HSCRC Annual Update Factors & Expense lnflation)

Total $146.5M of routine and other (non project related) capital spend over the projection period.Routine Capital Expenditures

0.0% increase per year

0.0%

0.0%

0.0%

0.0%

0.00

- For the hospital entities, identified at the cost center level and varies based on cost center level statistics

and key volume drivers.

Ranges from 1 0% for overhead departments to '100% for inpatient nursing units

0o/o lor all cost centers except inpatient nursing (50%) and Laboratory (1 00%)

Ranges from 0% for overhead departments to 1 00% for the Emergency Department

Ranges from 0% for overhead departments to 50% for certain ancillary departments

Ranges from 0% for overhead departments to 50% for certain ancillary departments

- Beginning in FY201 I and F2020, 34OB savings is assumed at UCMC, however the savings is offset by the

increased cost of the implementation of the following systems: electronic medical records (EPIC), human

resource module (Lawson), and time and attendance svstem (Kronos).
- At UCMC beginning in FY2019, a $3.6M performance improvement plan is assumed with an incremental

$900k of performance improvement per year assumed throughout the proiection period.
- At Upper Chesapeake Medical Services (physicians) a $72k performance improvement plan is assumed

beginning in FY2019, increasing to a $766k cumulative performance improvement planbv FY2024.

Continued amortization of existing debt and related interest expense:
- 4.75% interest on $55.3M 2008C Series bonds
- 4.75% interest on $1 18.5M 2011 B&C Series bonds
- 3.6% interest on $50.0M 201 1A Series bonds

4.5% interest on $200.0M bonds over 30 years

- Average life of 26 years on $183M (less land and debt service reserve fund) of construction project

expenditures and 1 0 years on routine capital expenditures

Expenses

r lnflation

o Salaries and Benefits

o Professional Fees

o SupPlies

o Purchased Services

o OtherOperating Expenses

. Expense Volume Driver

. Expense Variability with Volume Changes

o Salaries and Benefits

o Professional Fees

o Supplies & Drugs

o Purchased Services

o Other Operating Expenses

. Other Operating Expenses

. lnterest Expense - Existing Debt

. lnterest Expense - New Debt (Project Related)

. Depreciation and Amortization

Based on each entitys FY2019 projected operating results.Other Revenue

Based on each entitys FY2019 projected operating results. Removed where appropriate

Based on each entitys FY2019 projected operating results.

Based on each entity's FY2019 projected operating results.

Based on each entitys FY2019 poected operating results.

Based on each entitys FY2019 p@ected operating results.

Based on each entity's FY20'19 projected operating results.

Revenue

. Gross Charges

o Update Factor

o Demographic and Other Rate
Adiustment

o Variable Cost Factor

. Revenue Deductions

o Contractual Allowances

o Charity Care

o Allowance for Bad Debt

- Refer to COE Table F, including assumptions, and Need Assessment section of the application for volume

methodology and assumptions
Volumes

Projection period reflects FY2019 - FY2O24

Projection is based on the Upper Chesapeake Health System FY2019 projected results, including Upper Chesapeake Medical Center, Harford Memorial Hospital, Upper

Chesapeake Medical Services, Upper Chesapeake Health System (Parent entity) and several other entities that comprise the majority of UCHS with assumptions identified

relow.



TABLE H. REVENUES & INFLATED - UPPER CHESAPEAKE HEALTH SYSTEM
revenues

should be conslsfent with the projections in Table F and with fhe cosfs of Manpower listed in Table L. Manpower. lndicate on the table ff the reporting
is Calendar Year (CY) or Fiscal Year (FY). ln an aftachment to the application, provide an explanation or basls for the projections and specify all assumptions

must the are reasonable. the

i. Supplies

h. Proiect Amortization

g. Current Amortization

f. Project Depreciation

e. Current Depreciation

d. lnterest on Project Debt

c. lnterest on Current Debt

b. Contractual Services

a. Salaries & Wages (including
benefits)

NET OPERATING REVENUE

e. Other Operating Revenues
(Soecifu/add rows if needed)

Net Patient Services Revenue
d. Charity Care
c. Contractual Allowance
b. Allowance For Bad Debt
Gross Patient Service Reyenues
a. Gross Patient Service Revenues

lndicate CY or FY

NET INCOME /LOSS)
c. lncome Taxes
SUBTOTAL
b. Non-Ooeratinq lncome
a- lncome From Oneraiion

j. Other Expenses (Speciff/add rows if
needed)

18.640

$ 244,970

436-092

271

435.821
14,970
75,402

$ 14.027
540,220

$ 540.220

FY 2017

S 2it.2/t8

$ 24.248

$ 5.608

58,623

83,3s1

22,137

8,150

13,253

FY 2018

$ 38-881
1 t.5ta

$ 21.303

65,064

84,045

22,922

9,808

10,071

$ 234,694

$ 447_908

3,093

$ 444.814
14,471

85,596
$ 14.080
$ 558,961

$ss8.961

Two Most Recent Years
(Actual)

s 38 AB,t

$ 27.889
10,065

$ 423,945

93,732
$ 14.266
$ 538.479
$ 538,479

FY 2019

Gurrent Year
Projected

?7 AA0s

$ 17.804

55,238

64,830

23,591

9,523

10,029

$ 246,185

s 427_200

3,255

6,536

$ 21.464
4,487

FY 2020

s 12-977

56,000

68,149

22,634

9,271

10,485

$ 253,258

s 432-771

2,985

$ 429,789
6.655

98,154
$ 14,541
$ 549.140

$549,1 40

S ,7 /t64

$ 23.585
7,815

$ 563.606

FY 2021

$ 23.585

$ 15_76E

54,146

71,585

23,518

8,964

10,957

$ 259,240

$ 111_179

3,014

$ 441,164
6,833

100,681
$ 14.928

$563,606

16.102

8,643

9,352

$ 260,805

$ 151_299

2,929

$ 448,370
6.240

107,331
$ 14.717

i 576,659
$576,659

FY 2022

16.102

s 7_027

52,927

73,104

7,438

23,042

8,961

$ 18.889
9,513

$ 266,732

$ 161_121

2,959

$ 461,165
6.423

110,216
$ 15.143
$ 592.947

$s92,947

FY 2023

$ 18_889

$ 9.376

53,395

76,304

7,438

23,979
8,794

8,313

9,792

s 477_320

2,988

$ 474,331
6.611

1 13,180
$ 15,582
$ 609.704

$609,704

1. GROSS REVENUE
FY 2024

Projected Years (encling at least two years after project completion
and full occupancy) Add columns if needed in order to document

that the hospital will qenerate excess revenues over total exDenses

$ 20_960

$ 20-960
10.135

s {0-825

TOTAL 41430

53,903

79,662

7,438

24,980

8,619

8,030

10,248

$ 273,616

Z. EXPENSES



TABLE H. REVENUES & INFLATED - UPPER CHESAPEAKE HEALTH SYSTEM
revenues

should be consisfent with the projections in Table F and with fhe cosfs of Manpower listed in Table L. Manpower. lndicate on the table if the reporting
is Calendar Year (CY) or Fiscal Year (FY). ln an aftachment to the application, provide an explanation or basis for the projections and specify all assumptions

tncome.

5) Self-pay

4) Commercial lnsurance

3) Blue Cross

2) Medicaid

1) Medicare

TOTAL
6) Other

5) Self-pay

4) Commercial lnsurance

3) Blue Cross

2) Medicaid

1) Medicare

lndicate CY or FY

TOTAL
6)Other

100.o%

100_o%

3.5o/o

0.6%

25.4o/o

11.8o/o

11.5o/o

47.1o/o

FY 2017

3.3o/o

0.4o/o

16.3o/o

7.2o/o

9.5%

63.4o/o

100.0o/

FY 2018

Two Most Recent Years
(Actual)

3.3Yo

0.4Yo

16.3o/o

7.2o/o

9.5o/o

63.4o/o

100-oo/"

3.5o/o

0.6%

25.4%

11.8Yo

11.5o/o

47.1o/o

100.o%

47.10h

FY 2019

Current Year
Projected

3.3o/o

0I%
16.3%

7.2%

9.5o/o

63.4o/o

100_o%

35%
0.6%

25.4o/o

11.8%

11.50h

100.0%

FY 2020

3.3o/o

0.4o/o

16.3%

7.2o/o

9.5%

63.4o/o

100-oo/"

3.5o/o

0.60/o

25.4o/o

11.8o/o

115%
47.1o/o

100.0%

FY 2021

3.3o/o

o.4%

16.3o/o

7.2o/o

95%
63.4%

100.0%
3.5o/o

0.6%

25.4o/o

11.8o/o

11.5o/o

47.10/o

100.0%

100.0ot

3.5%

0.6%

25.4o/o

11.8o/o

115%
471%

FY 2022

3.3o/o

O.4o/o

16.3%

7.2o/o

95%
63.4o/o

100.0%

100.0%

25.4o/o

11.8o/o

11.5o/o

47.1o/o

FY 2023

3.3o/o

O.4o/o

16.3o/o

7.2o/o

95%
63.4o/o

3.5o/o

0.6%

100.0%

11.8Ya

11.So/a

47.1o/a

a. Percent ofTotal Revenue
4. PATIENT MIX

FY 2024

Projected Years (ending at least two )/ears after proJect Gompletion
and full occupancy) Add columns if needed in order to document

that the hosoital will qenerate excess revenues over total expenses

100.0%

3.3o/o

o.40h

16.3o/o

7.2o/o

9.5o/o

63.4o/o

3.5o/o

0.6%

25.4o/o



- Total $146.5M of routine and other (non project related) capital spend over the projection period.Routine Capital Expenditures

2.3o/o

3.0o/o

3.0%

3.0o/o

2.0o/o

- For the hospital entities, identified at the cost center level and varies based on cost center level statistics

and key volume drivers.

Ranges from 10% for overhead departments to 1 00% for inpatient nursing units

Oo/o for all cost centers except inpatient nursing (50%) and Laboratory (100o/o)

Ranges from 0% for overhead departments to 1 00% for the Emergency Department

Ranges from 0% for overhead departments to 50% for certain ancillary departments

Ranges from 0% for overhead departments to 50o/o for certain ancillary departments

- Beginning in FY2019 and F2020,3408 savings is assumed at UCMC, however the savings is offset by the

increased cost of the implementation of the following systems: electronic medical records (EPIC), human

resource module (Lawson), and time and attendance svstem (Kronos).
- At UCMC beginning in FY2019, a $3.6M performance improvement plan is assumed with an incremental

$900k of performance improvement per year assumed throughout the proiection period.
- At Upper Chesapeake Medical Services (physicians) a $72k performance improvement plan is assumed

beginning in FY2019, increasing to a $766k cumulative performance improvement planby FY2024.

Continued amortization of existing debt and related interest expense:
- 4.75olo interest on $55.3M 2008C Series bonds
- 4.75olo interest on $1 18.5M 201 1 B&C Series bonds
- 3.60lo interest on $50.0M 201'lA Series bonds

4.5% interest on $200.0M bonds over 30 years

- Average life of26 years on $183M (less land and debt service reserve fund) ofconstruction project

expenditures and '1 0 years on routine capital expenditures

Expenses

. lnflation

o Salaries and Benefits

o Professional Fees

o SuPPlies

o Purchased Services

o Other Operating Expenses

. Expense Volume Driver

. Expense Variability with Volume Changes

o Salaries and Benefits

o Professional Fees

o Supplies & Drugs

o Purchased Services

o Other Operating Expenses

Other Operating Expenses

. lnterest Expense - Existing Debt

o lnterest Expense - Project Debt

. Depreciation and Amortization

Based on each entity's FY2019 projected operating results'

Cther Revenue

Cther Revenue

Based on each entity's FY2019 projected operating results.

Based on each entity's FY2019 projected operating results.

Based on each entity's FY2019 projected operating results.

Based on each entity's FY2019 projected operating results.

Based on each entity's FY2019 projected operating results.

Based on each entitv's FY2019 proiected operating results.

Patient Revenue

. Gross Charges

o Update Factor

o Demographic and Other Rate
Adiustment

o Variable Cost Factor

. Revenue Deductions

o Contractual Allowances

o Charity Care

o Allowance for Bad Debt

- Refer to CON Table F, including assumptions, and Need Assessment section of the application for volume

methodology and assumptionsVolumes

Projection period roflects FY202O -FY2O24

Table H - Key Financial Projection Assumptions for UM Upper Chesapeake Health System(lncludes HSGRG Annual Update Factors & Expense lnflation)

Projection is based on the Upper Chesapeake Health System FY2019 projected results, including Upper Chesapeake Medical Center, Harford Memorial Hospital, Upper

Chesapeake Medical Services, Upper Chesapeake Health System (Parent entity) and several other entities that comprise the majority of UCHS with assumptions identifi€d

below.



TABLE I. STATISTICAL PROJECTIONS - ENTIRE UC FMF

/NSIRUCflO/V; Complete this Eae fu the entile facilv, including the proposed project. lndicate on the table lf the repofing perbd is Calendar Year (CY or Fiscal Year (FV.
For secfbns 4 & 5, the number of beds and occupancy percentage should be reported on the basis of licensed beds. ln an attachment to the application, provide an explanation
or basis for the Wjections and specify all assu/npfbns used. A pplicants must explain why the assumptbns are rea&nable.

TOTAL AWRAGE LENGTH OF STAY

h OthFr asbccifu/a.l.i r wq .f naa.la.ll
o. Comorehensive Care

f. Rehabilitation

Total Acute

e. Acute Psvchiatric

d Ohqtptd.
:. Pediatric

Total ttSGA

c lcu/cctJ
Cencnt MSGA 2 Obetuetidn
a2. Obseruation UC FMF

a1 General Medt€l/suroical*
. AVER,AGE LENGTH OF STAY IOAtiENt I

|OTAL PATIENT DAYS
1. Other (SDecifv/add rows oi needed)

r. Comorehensive Care

Rehabililation

fotal Aarrtc
J. Acute Psvchiatric

i. Obstetric

:- Pedialric

fotal MSGA

h tct t/ccl I

G enenl MSG A & O bsevation
a2 Obsetuation tlC FMF

al Generrl Medicel/Sr rr6icel*

2. PATIENT DAYS

TOIAL DISGHARGES
h. Olher (Soecifv/add rows of needed)

d (:omnrchanqiva Crre

t Rehahililation

Total Acute

c Adrlp Pqvchiatri.

.l Obsfetric

c. Pediatric

fotal MSGA

h lcl t/cct I

General MSGA & Oh*ruation
a2 Obseruation I lC FMF

al - General Medical/Suroical*

1. DISCHARGES

lncticate CY ot FY FY 2016

Two Most Recent Yea6
(Actual)

FY 2017 FY 2018

Curent Year
Prcjected

FY 20,t9

t roFctec Years (endrng at least two yearls arter proFct comple$on ano tult
occupancy) lnclude additional years, if needed in order to be consistent with

T.htac G .hd H

FY 2020 FY 2021

't.28

1)F

1)s

1.25

1.25

7.OO8

7 004

7.008

7.008

7 004

5.606

5.606

5-606

5 606

FY 2022

1.25

12F.

12F

1.25

1.25

7-OO8

7 nnn

7_OOA

7.008

7 noA

5.606

s.606

s-606

5 A06

FY 2023

't.24

12F

125

1.25

1.25

7.OO8

7 00n

7-00a

7.008

7 no8

5_606

5.606

s-606

5 6nA

FY 2024



TABLE I. STATISTICAL PROJECTIONS - ENTIRE UC FMF

/NSIRUCnON; Complete this hble for the entire facilu, including the proposed project. lndicate on the table if the rcpoding perbd is Calendar Year (CY or Fiscal Year (FY.
For secfbns 4 & 5, the number of beds and occupancy percentage should be reported on the basb of licensed beds. ln an attachment to the applicatbn, provide an explanation
ot basisfor the projections and specify ail assumptbns used Applicants mu€t explain why the assumptions are rea€f,nable.

separale acute psychiatric unit.

11 HouF tICMC
a2. Number of Patients uC FMF

al Numbpr.f Peliantq I I(:M(]
7. OBSERVATIONSff

TOTAL OUTPATIENT WSITS

3. Other (Soecifv/add rows of needed)

.l lmedind RVI lq

: I aborrtotu RVtJs
l. Same-dav Suroerv cases

e. Emeroencv Deoartment LJC FMF (Total)
6. OUTPATIENT VISITS

|OTALOCCUPANCY%
1 Olher lshecifv/add rdffi of nee.le.ll

r Comnrehensive (:erc
Rehabilitation

fotal Acute
?. Acute Psvchiatric

i Obstetric

: Pe.lielric

fotal MSGA

b_ tcu/ccu
Genent MSGA & ObscMerion

a2 Ohsatuelidn I l(] FMtr
al - General Medical/Suroical*

5. OCCUPANCY PERCENTAGE 'TMPORTANT NOTE: LeaD vear formulas should be chanoed bv aDDliant to reflect 366 davs Dq vear.

TOTAL LICENSED BEDS
h. Other (Soecifu/add rows of needed)

d Comnrahcnsivp (:rrc
F. Rehabiliiaiion

Totat Acute
e. Acute Psvchiatric
d ObsteJric

c. Pediatric

Total MSGA

b tcu/cctJ
Genenl MSGA & ObseMation
a2. obseryaton uc FMF
a1 Genprel Ma.linrl/Silrdi.al*
4. NUMBER OF LICENSED BEDS

lndicaE CY or FY FY 2016

Two Most Recent Years
(Actual)

FY 2017 FY 20'.t8

Curent Year
Prcjected

FY 2019

rrulccreu rcdIS leatullg at tcast two years atter prolecr collpEuoil aIru Iuil
occupancy) lnclude additional yeaE, if needed in order to be consistent with

FY 2020 FY 2021

16a-1

s 606

2-1,r2"382

488 098

1.59 t.1 ta

27 106

80.0%

80.0%

80.0%

AO Ool"

aO.OY6

21

2tt

24

2L
2A

FY 2022

164 192

s 606

2"'ttm-5'r2

494 6?9

1 .614.65 7'

27 r27

80.00/6

80.00/"

80.0%

8n oo4

ao.o70

2tt

2tt

24

21
?4

FY 2023

164 1

5 606

2.169.68,t

501 40 1

1.64(l.932

27 ?44

80.00t

80.001

80.001

AO not

ao.o

24

2tt

24

2t
?A

FY 2024



TABLE J. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE

/NSIRUCITON : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table J should reflect current
dollars (no inflation). Projected revenues and expenses should be conslsfent with the projections in Table I and with fhe cosfs of Manpower listed in Table L.

Manpower. lndicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). ln an aftachment to the application, provide an explanation or
basls for the projections and specify all assumptions used. Applicants must explain why the assurnpflons are reasonable. Spectfy fhe sources of non-operating
income.

NET INCOME TLOSS)
c. lncome Taxes
SUBTOTAL
b. Non-Ooeratino lncome
a. lncome From Ooeration
3. TNCOME

TOT AL OPERAT IN G EXPENSES

j. Other Expenses (Purchased Services,
Professional Fees and Other Exoense)

i. Supplies
h. Proiect Amortization
o. Current Amortization
f. Proiect Depreciation
e. Current Deoreciation
d. lnterest on Proiect Debt
c. lnterest on Current Debt
b. Contractual Services
a. Salaries & Waqes (includino benefits)
2.

f. Other Ooeratino Revenues (Soecifu)
Net Patient Servrces Revenue
e. Charitv Care
d. Gontractual Allowance
c. Allowance For Bad Debt
Gross Patient Service Reyenues
b. Outoatient Services
a. lnpatient Services

Indicate GY or FY

$

$

$

$

$

$

$

$

FY 2018

Projected Years (ending at least two years after project completion and full occupancy) Add years, if needed
in order to document that the hospital will generate excess revenues over total expenses consistent with the

Financial Feasibility standard.

s

$

s

$

$

$

$

s

FY 2019

$

$

$

$

$

$

$

s

FY 2020

$

$

s

$

$

$

$

$

FY 2021

$ 536

$ 29.896

3,771

2.142

2.135

422

170

5.052
2.760

$ 38.074
38.O74

FY 2022

536

536

18.805

i 30-262

$ 883

$ 883

$ 883

$ 29.808

3,757

2.165

2,171

2.572
406

$ 18.738

168
$ 30_523

5.096
2.784

s 38.403
38.403

$

FY 2023

$ 1_O57

$ 1_057

$ 1,057

$ 29.896

3,742

2.189

2,278

2.521
392

$ 18.774

167
s 30_786

5.1 40
2.808

$ 38.734
38.734

$

FY 2024



TABLE J. REVENUES & EXPENSES, UNINFLATED . NEW FACILITY OR SERVICE

/NSIRUCITON : After consulting with Commission Staff, complete this table for the new facility or servrbe (the proposed projec|. Table J should reflect current
dollars (no inflation). Projected revenues and expenses should be conslsfent with the projections in Table I and with fhe cosfs of Manpower listed in Table L.
Manpower. lndicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an aftachment to the application, provide an explanation or
basis for the projections and specify all assumptions used. Applicants must explain why the assumpfibns are reasonable. Specify the sources of nonoperating
income.

TOTAL
6) Other
5) Self-pav
4) Commercial lnsurance
3
2
1

Total MSGA

TOTAL
6) Other
5) Self-oav
4
3
2
1

a. Percent ofTotal Revenue
4. PATIENT MIX
lndicate CY or FY

Blue Cross
Medicaid
Medicare

Commercial lnsurance
Blue Cross
Medicaid
Medicare

0.0%

o.0%

FY 2018

Projected Years (ending at least two years after project completion and full occupancy) Add years, if needed
in order to document that the hospital will generate excess revenues over total expenses consistent with the

Financial Feasibility standard.

0.0%

0.0%

FY 2019

o-0%

0.0%

FY 2020

0_o%

0.0%

FY 2021

100.0%
9.4o/o

3.3%
19.9%

9.6olo

35.3%
22.6Yo

100.0%
6.7%
2.4%

21 .Oo/"

9.7o/"
27.8o/o
32.4o/o

FY 2022

100_ooa
9.4%
33%

19.9o/o

9.60lo

35.3olo
22.6Yo

100.0o/o
6.7%
2.4o/o

21 .Oo/"

9.704
27.8o/"
32.4o/o

FY 2023

100_oo/"

9.4o/o

3.3%
19.9o/o

9.6olo

35.3%
22.60/o

100-0%
6.7Yo
2.4o/.

21 -Oo/"

9-7o/"
27.8o/o
32.4o/o

FY 2024



Tabls J - Key Financial Projection Assumptions for ths Uppcr Chesapeake Frsestanding Medical Facility (Does not include HSCRC Annual Updats Factors &

Expense lnflation)

$0.3M in FY2022, growing to $1.2M in FY2023 and $2.4M inFY2024Routine Capiial Expsnditures

0.0% weighted average annual increase that reflects the following:

0.0%

O.9Yo

0.0o/'

O.Oo/o

0.Oo/o

ldentified at the cost center level and varies based on cost center level statislics and key volume drivers.

Ranges from 10% for overhead departmenb to 100% for inpatient nursing units

0% for all cost centers except inpatient nursing (50%) and Laboratory ('100%)

Ranges from 0olo for overhead departments to 100% for the Emergency Deparlment

Ranges from 0% for ov€rhead departmenis to 50% for certain ancillary departments

Ranges from 0olo for overhead departments to 50% for certain ancillary departments

- Additional adjuslmenls totaling approximately $3.0M were made to reduce other operaling expenses and
UCHS overhead allocations to rellect specific services at UC FMF and a smaller tacility.

4.8% allocation of the following UCHS debt:
- 4.75016 interest on $55.3M 2008C Series bonds
- 5.75% interest on $118.5M 201 1 B&C Series bonds
- 3.6% interest on $50.0M 201 14 Series bonds

4.5% interest on $51.8M bonds over 30 years

- Average life of 26 yeaa on $46.3M of construction projsct (land and debt service reserve fund are not

depreciated) expenditures and 10 years on routine capital expenditures

Expenses

. lnflation

o Salaries and Benefits

o Professional Fees

o Supplies

o Purchased Services

o OtheroperatingExpenses

. Expense Volume Driver

. Expense Variability with Volume Changes

o Salaries and Benents

o Professional Fees

o Supplies & Drugs

o Purchased Services

o OtheroperatingExpenses

. OtheroperalingExpenses

. lnterest Expense - Existing Debt

. lnterest Expense - Project Debt

. Depreciation and Amortization

0.0% increase per year

Clher Revenue

o Cafeteria Revenue

0.00% annual increase

Remains constant at 0.43% per year

UC FMF volume shifting at 100% VCF before the addilion of retained revenue for capital

- Removed assessments and qualityfrom HMH rates and changed the mark-up based on HMH FY20'16 OP
PDA payer mix and aci;ual FY20161FY2017 UCC

- Based on FY2018 HMH actual contractual allowances for HMH Behavioral Health, ED, and Observation
Services and remains constant at 8.9% of gross revenue per year

- Based on FY2018 actual charity care for HMH Behavioral Health, ED, and Observation Services and
remains constant at 4.4% of gross revenue per year

- No overfundino or underfundino of UCC

- Based on FY2018 actual bad debt for HMH Behavioral Health, ED, and Observation services and remains

constant at 7.250lo of gross revenue per year
- No overfundinq or underfundinq of UCC

Revenue

. Gross Charges

o Update Factor

o Demographic and Olher Rate
Adiustment

o Variable Cost Factor

o Other

. Revonue Deductions

o ContractualAllowances

o Charily Care

o Allowance for Bad Debt

- Refer to COE Table l, including assumptions, and Need Assessment section ofthe applicaton for volume

methodology and assumptions
y'olumes

Pro,iection period refled6 FY2O22 - FY2024

Projection is based on the Harford Memorial Hospital (HMH) FY2019 projected results with assumptions identified below.



TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE

/NSIRUCT/ON : After consulting with Commission Staff, complete this table for the new facility or seruice (the proposed project). Table K should reflect inflation. Projected
tevenues and expenses shou/d be consistent with the projections in Table I. lndicate on the table if the repofting period is Calendar Year (CY) or Fiscal Year (FY). ln an
attachnEnt to the application, provide an explanation or basis for the prajections and specry all assumptions used. Applicants must explain why the assumptions are
reasonable.

NET INCOME TLoSSI
c- lncome Taxes
SUBTOTAL
b Non-Oneratino lncome
a- lncome From Ooeration

TOT AL OP E RAT'A'G EXPEA'SES

j. O'ther Expenses (Purchased Services,
Professional Fees and Other Fvnenqe\

i Srrnnlies
h Proiecl Amortization
o Cr rrent Amorlization
f Proiecl f)enreciation
e Crrrreni F)enreciation
d lnlerest on Proiecl Deht
c. lnterest on Current Debt
b. Contractual Services
a. Salaries & Waoes (includino benefits)

NET OPERATING REVENUE

t. Other Operating Revenues (Specify/add rows
rf needed)

Net Petient Services Revenue
e. Charitv Care
d- Contractual Allowance
c. Allowance For Bad Debt
Gross Pat ent Service Revenues
b. Outoatient Services
a. lnoatient Services

lndicate CY or FY

s

.s

s

s

$

.s

$

$

$

FY 2018

Projected Years (ending at least two years after project completion and full occupancy) Add years, if needed in
order to document that the hospital will generate excess revenues over total expenses consistent with the

Financial Feasibility standard.

s

.s

s

*

s

s

s

$

$

FY 20't9

$

s

s

$

s

s

s

s

$

FY 2020

$

s

$

s

s

s

s

.$

s

FY 2021

$ 671

$ 671

$ 671

s 41.624

3,972

2.340

2.135

2.621
422

s 20 133

s 32 294

180

s 32,,r11

5 361
? 929

s 40-105
40.405

s

FY 2022

s 1_087

$ 1.O87

$ 1.087

s 42..t34

4,027

2.437

2.171

2.572
406

$ 20 523

s 33 22''

182

s 33,O39

5 516
3 0-14

$ 41-564
41.568

s

FY 2023

s 1.330

$ 1.330

$ 1.330

s a2.a4a

4,081

2.537

2.278

2.521
392

$ ?1 034

s 34'r7/t

184

s 33,990

5 675
3 100

$ 42-766
42.766

s

FY 2024



TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE

/NSIRUCI/ON : After consufing with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should reflect infation. Projected
revenues and expenses shou/d be consistent with the projections in Table L lndicate on the table if the repofting peiod is Calendar Year (CY) or Fiscal Year (FY). In an
aftachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are
reasonable.

TOTAL
6) Other
5) Self-oav
4) Commercial lnsrrrance
3) Blue Cross
2) Mediceid
1 ) Medicare

fOTAI
6) Clther
5) Self-oav
4) Commercial lnsurance
3) Blue Gross
2) Medicaid
1) Medicare

lndicafe CY or FY

0.00/6

o oo/^

FV 2n1e

Projected Years (ending at least two years after project completion and full occupancy) Add years, if needed in
order to document that the hospital will generate excess revenues over total expenses consistent with the

Financial Feasibility standard.

o.oo/o

o ooa

FY 20't0

o.ov6

o oo/^

FY 2n2/l

o.ovo

o ooa

FY 2ll2t

100.0%
9.404
3.30

19 90/"

I60/"
35 30/"

?2 60/"

7/l/j 00/^

6 70/"
2.4o/o

21.Oo/o

9.7o/o

27.8o/o
32.4o/o

FY 2.122

1O0.00/6

9.4o/o

3.30h

19 90/"

I60/"
35 30/"

22 60/"

',J/J 
004

6 70/"
2.4o/o

21.0o/o
9.7o/o

27.8o/o
32.4o/o

FY 2,J24

7/),) 00/^
9.4o/o

3.3Yo

19 90/"

I60/"
35 30/"

?2 60/"

'/Ja 
004

6 70/,

? 40/,

)1 00/,
9.7o/c

27.804
32.4o/c

FY 2'J24



Tabls K - Key Financial Projection Assumptions for Upper Chesapeake Frsestanding Medical Facility (lncludes HSCRC Annual Update Factors & Exp€nse lnflation,

$0.3M in FY2022, grotfling ro $1.2M in FY2023 and $2.6M in FY2024Routine Capilal Expenditures

2.3Yo

3.0o/o

3.O%

3.0o'/o

2.00h

ldentifi€d at the cost center level and varies based on cost center level statistics and key volume drivers.

Ranges from '10% for ovefiead departments to 1007o for inpatient nursing units

0% for all cost centeF except inpatient nursing (50%) and Laboratory (100o/o)

Ranges ftom 0% for overhead departments to 100% for the Emergency Department

Ranges from 0% for overhead departments to 50% for certain ancillary deparlments

Ranges from 0% for overhead deparlments to 50% for certain ancillary departments

- Additional adjustments totaling approximately $3.0M were made to reduce other operating expenses and
UCHS overhead allocations to reflecl specitic services at UC FMF and a smaller facilitv

4.8% allocation of the following UCHS debt:
- 4.75% interesl on $55.3M 2008C Series bonds
- 5.75% interest on $1 18.5M 201 1 BEC Sedes bonds
- 3.6010 int€rest on $50.0M 201'lA Series bonds

4.5% interest on $51.8M bonds over 30 years

- Average life of 26 years on $46.3M of construction project (land and debt service reserue fund are not
depreciated) expenditures and 10 yeals on rouline capital expenditures

Expenses

. lnflation

o Salaries and Benefits

o Professional Fees

o Supplies

o Purchased Services

o Other Operating Expenses

. ExpenseVolume Driver

Expsnse Variability with Volume Changes

o Salaries and Benefits

o Professional Fees

o Supplies & Drugs

o Purchased Services

o OtherOperatingExpenses

Other Operating Expenses

lnterest Expense - Exisling Debt

. lnterest Expense - Project Debt

. Depreciation and Amortization

1.0% increase per year

Other Revenue

o Cafeteria Revenue and Other
ODeralinq Revenue

2.3olo increase in FY2022 and 2.50o/o annual increase in FY2023 & FY2024

Remains constant at 0.43olo per lear

UC FMF volume shifting at 100o/o VCF before the addition of retained revenue for capital

- Removed assessments and qualityfrom HMH rates and changed the mark-up based on HMH FY2016 OP

PDA payer mix and aclual FY2016/FY201 7 UCC

- Based on FY2018 HMH actual contractual allowances for HMH Behavioral Health, ED, and Observation
Services and remains constant at 8.9% of gross revenue per year

- Based on FY2018 actual charity care for HMH Behavioral Health, ED, and Observation Seruices and
remains constant at 4.4% of gross revenue per year

- No overfundinq or underfundinq of UCC

- Based on FY2018 actual bad debt for HMH Behavioral Health, ED, and Observation seruices and remains
constant at 7.25% of gross revenue psr year

- No overfundinq or underfundinq of UCC

Patient Revenue

. Gross Charges

o Update Factor

o Demographic and Other Rate
Adiustrnent

o Variable Cost Factor

o Other

. Revenue Deduclions

o ContractualAllowances

o Charity Care

o AllowanceforBad Debt

Refer to COE Table l, including assumptions, and Need Assessment section of the application for volume
methodology and assumptionsVolumes

Projeclion period refl ecls FY 2022 - FY 2024

Poection is based on lhe Harford Memorial Hospital (HMH) FY2019 poected results with assumptions identified below.



TABLE L. WORKFORCE INFORMATION

Total Administration
General Hosoital
Risk Manaoement
Purchasino
Guest Services

HC Epidemiology & lnfection
Control

Performance lmprovements
Healthlink
Human Resources
Volunteers
Distribution
Clinical Resource Manaoement
Readmission
Qualifu Manaoement
Hosoital Education
Nursino Administration
Safetu
Administration
Telecommunications
MIS
Admiftino
Centralized Schedulino
Patient Accountino
Soiritualitu
Fiscal Services

Quality & Health lnformation
Manaoement

Medical Staff Administration

Administration (List general
categoties, add rows ff needed)

1. Reqular Emolovees

Job Gategory

projections in thb table are consistent with expenses Wovided in uninflated projections in Taues F and G.

Current
Year
FTEs

CURRENT ENTIRE FACILITY

Average
Salary per

FTE

$0

Current
Year Total

Cost
FTEs

PROJECTED CHAA'GES AS A RESULT OF
TH E PRO POS ED PRO JECT THRO U G H

TIE LAST YEAR OF PROJECTION
(0URRENT DOLLARS)

Average
Salary per

FTE

$0

Total Cost
(should be

consistent with
prokctions in

Table G, if
submifted).

FTEs

OTHER EXPECTED CHANGES IN
OPERAT'ONS THROUGH THE LAST
YEAR OF PROJECTION (CURRENT

DOLLARS)

Average
Salary per

FTE

s0

Total Cost

31
3.3
0.3
0.5
0.3

0.2

0.8
0.1
0.7
0.3
1.2
1.0
1.2
0.7
1.0
1.6
o.2
0.4
o.2
2.4
72
1.4
1.8
0.1

0.9

3.3

0.5

FTEs

FKUJEU 
' 
EU EN 

' 'REFACILITY THROUGH THE
LASr YEAR OF

PROJECTION (CURRENT
DOLLAfISI *

s

$13.79

s85.3S

$54.36

$40.11
$94.81

s160 74

$193.75

Total Cost
(should be

consistent with
projections in

Table J)

,191.47

21s.00

178.99
,27.49
,29.7C
16.17

16.03

94.59
53.63
94.48

15.55
96.45
i16.58

;53.7:
;90.23

i62.34

i33.75



TABLE L. N

Total Suooorl
Print Shoo
iecurifu

Environmental Services
Bio Med
Plant Ooerations

Total Direct Gare
Support Slaft (List general
categories, add rows if needed)
Nutritional Services

Laboratorv
Electroenceohalooraohv
Cardiovascular Ultrasound
)ardiovascular lnstitute

lmaoino Suooort RN
MRI
Cat Scan
Nuclear Medicine
General Ultrasound
Radioloov
OccuDational TheraDv
Phvsical Theraov
loeech Theraov

Resoiratorv Theraov
Pharmacv
lV TheraDV
Emeroencv Deoartment
Observation

add rows if

$0
$0

s0
s0

$0
$0
$0
$0
s0
$0

$0
$0
$0

$0

$0

$0

s0
s0
$0

s0
$0

s0
$0

$o

$0t
$0t
$0t
$0t
$0t
$0t

$01

$0t
s0t
$01

s0t
$01

s0t

$0t
s0t
$0t
$0t

$0t
s0t

$01

$0t
$01

$01

$0t so

$0
s0
s0
s0
SO

s0

$0
$0
$0
$0
$0
s0
$0

$0
$0
$0
s0
$0
s0

$0
s0

so
$0

o7
65.9
18.1

38.6
0.1

7"7
10.0

1.5
3.7

16.3
0.3
6.9
2.2
0.5
1.9
5g
1.8
2.1

16.3
1.0
3.1

0.1

4.7
5.2

1

80.40

16.'t4

7a a1
55.95

s't 7s.s4
s495 66
$179.50

12

10.00



TABLE TION

cosr

Total Sunoort Stafl

Total Direct Gare Stafl
Support Staff (List general
cateaoies. add rows ff needed)

Total Administration
Direct Care Staff (Llsf general
cateooies. add rows ff needed)

REG U LAR EM P LOYEES TOTAL
2. Gontractual Employees
Administration (Li st ge neral
categories, add rows if needed)

o-o

CO NTRACTU AL EM P LOYE ES TOTAL

$o

s0
$0

$0
$0

s0
$0
s0

$0

s0
s0
s0
s0

so

$0
$0

o-o

s0
s0
$0
$0
s0
s0

s0

$0
s0

s0

$0

$o

s0
$0

$0
$0

o.o sa

$0
$0
$0
s0
s0

$0
$0
$0

$0

$0
$0

$0
$0
$0

$0

0.0
0.0
0.0
0.0
0.0
o.o

0.0
0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.0
0.0

$0

$ 3,473

s0

WM

I



EXHIBIT 2 
  





DEPARTMENTS

CIRCULATION

DIETARY

ENGINEERING AND MAINTENANCE

HOUSEKEEPING

MAINT LOUNGE/LKR

MECH

NURSE LOUNGE/LKR

PROVIDER LOUNGE/LKR

PROVIDER OFFICES

PUBLIC DINING

PUBLIC SPACE

PUBLIC TOILETS

RECEIVING

SHARED EXTERIOR WALL

STORAGE

VERTICAL CIRCULATION

AREA SF

4,441

578 SF
RECV/ STAGING

276 SF
STAIR

137 SF
ELEV

503 SF

TRASH RECYC
HOLD

524 SF
STAFF LOUNGE

787 SF

BULK
STORAGE

218 SF

CLEAN
LINEN
STOR

72 SF
LKRS

75 SF
TLT

140 SF

EVS
CLOSET

155 SF

SOILED
LINEN
HOLD

114 SF

MAIL
RCV

114 SF
MGR OFFICE

114 SF
MM DIR OFF

114 SF
CLINICAL ENG

275 SF

DIR
ELECT

169 SF
MDF

648 SF

ELECTRICAL
EQUIP

566 SF
EMERG POWER

277 SF
WATER SERVICE

226 SF

FIRE
PROTECTION

93 SF
ELEV

271 SF

MED
GAS

148 SF

MED
GAS

STOR

111 SF

CL
ENG

75 SF
STORAGE

102 SF

EVS
STOR

131 SF

BLK STOR/SUP &
CHEM

115 SF

SHARPS
STOR

122 SF

BIO
MED

WORK

3,202 SF

MECHANICAL/
PLUMBING

EQUIP

110 SF

OFF
PURCH

306 SF
LOCKER ROOM

306 SF
LOCKER ROOM

110 SF

OFF
NUTRI

113 SF

OFF
DIR

MGR
113 SF

OFF
DIR

MGR
113 SF

FOOD
PREP

468 SF

PROVIDER
LOUNGE

121 SF

EQUIP
STOR

146 SF

EQUIP
REPAIR

146 SF

EQUIP
CLEAN

74 SF
EQUIP

72 SF
STOR

183 SF

FACILITY
CMMND/

CONTROL 744 SF

MAINT
SHOP

1,122 SF

WORK
ROOM

1,437 SF
DIETARY

190 SF

DIETARY
SUPPORT

84 SF
AV

68 SF
STOR

815 SF

COMMUNITY
ROOM

162 SF
TOILETS

180 SF
TOILETS

993 SF
DINING

91 SF
ELEV

91 SF
ELEV

256 SF
STAIR

156 SF

OFF
DIR

229 SF

BODY
HOLD

RM

122 SF

OFF
MAINT

122 SF

OFF
MAINT

122 SF

MGR
OFF

450 SF

MAINT
LOUNGE

72 SF

STAFF
LOCKERS

72 SF
STAFF TLT

53 SF
WORK

53 SF
WORK

53 SF
WORK

111 SF

VAC
PUMP

225 SF

RED BAG HAZARD
WASTE

1,762

6,206

508

748

3,144

665

1,080

550

979

855

342

572

859

1,745

951
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272 SF
STAIR

140 SF
ELEV

93 SF
ELEV

255 SF
STAIR

91 SF
ELEV

91 SF
ELEV

268 SF
STAIR

293 SF

PUBLIC
TOILET

293 SF

PUBLIC
TOILET

910 SF
LAB

839 SF
PHARMACY

124 SF
TRIAGE 1

124 SF
TRIAGE 2

127 SF
TRIAGE 3

127 SF
TRIAGE 5

127 SF
TRIAGE 4

127 SF
TRIAGE 6

91 SF
NOURISH

54 SF
TLT

54 SF
TLT

145 SF

EQUIPMENT
STORAGE

145 SF

EQUIPMENT
STORAGE

199 SF
EQUIPMENT

146 SF
EXAM 11

146 SF
EXAM 10

146 SF
EXAM 9

146 SF
EXAM 8

146 SF
EXAM 7

146 SF
EXAM 6

146 SF
EXAM 5

150 SF
EXAM 4

148 SF
EXAM 3

152 SF
EXAM 2

149 SF
EXAM 1

238 SF
REC

158 SF
VESTIBULE

188 SF
OBS RM 3

188 SF
OBS RM 1

51 SF
TLT

53 SF
TLT

188 SF
OBS RM 4

46 SF
TLT

33 SF
STOR

233 SF

OBS
ISO
RM
6213 SF

OBS
RM
7

63 SF
TLT

56 SF

ISO
TLT

213 SF

OBS
RM
8

60 SF
TLT

60 SF
TLT

261 SF

BARIATRIC
OBS
RM
9

192 SF
OBS RM 11

193 SF
OBS RM 12

55 SF
TLT

53 SF
TLT

192 SF
OBS RM 13

55 SF
TLT

53 SF
TLT

193 SF
OBS RM 14

192 SF
OBS RM 15

55 SF
TLT

53 SF
TLT

193 SF
OBS RM 16

192 SF
OBS RM 17

55 SF
TLT

53 SF
TLT

193 SF
OBS RM 18

192 SF
OBS RM 19

197 SF
OBS RM 20

55 SF
TLT

53 SF
TLT

341 SF

RESUSCITATION
EXAM 16

335 SF

RESUSCITATION
EXAM 17

184 SF
VEST

242 SF
DECONTAM

117 SF
EMS

108 SF
TLT/SHWR

108 SF
TLT/SHWR

274 SF

EXAM 18/ SAFE
ROOM

54 SF
TLT

78 SF
ANTE

78 SF
ANTE

185 SF

ISOLATION
EXAM

19

192 SF

ISOLATION
EXAM

20

243 SF

REHAB
STORAGE

210 SF
READING

238 SF

REHAB
WORKSPACE

120 SF
MEDS

132 SF

TECH
WORKSTATION

346 SF
ULTRASOUND

259 SF

GEN.
RAD.

442 SF
CT

59 SF
TLT

135 SF

CT
CONTROL

260 SF

MRI
CONTROL

518 SF
MRI

173 SF

MRI
EQUIP

66 SF
TLT

58 SF
TLT

99 SF
ON-CALL

139 SF
ON-CALL

81 SF

CLEAN
UTIL

54 SF
TLT

93 SF

SOILED
HOLD

62 SF
TLT

775 SF

STAFF
LOUNGE

180 SF

GOWNED
WAITING

180 SF

GOWNED
WAITING

54 SF
TLT

36 SF
LKRS

54 SF
TLT

377 SF
TECH WORK

427 SF
MGR OFF

60 SF
TLT

61 SF
EVS

241 SF
EKG

131 SF
STRESS

229 SF
TECH

147 SF
EQUIP

246 SF

VASCULAR
ULT

212 SF

CARDIAC
ULT

56 SF
SUPPLY

54 SF
TLT

429 SF
CARE TEAM

176 SF
MEDS

171 SF
WORK

73 SF

WC
STOR

149 SF
NOURISH

100 SF
SOILED

60 SF
TLT

60 SF
TLT

90 SF
CLEAN

145 SF
EXAM 12

146 SF
EXAM 13

146 SF
EXAM 14

148 SF
EXAM 15

280 SF

CENTRAL
BATH

93 SF
NOURISH

98 SF
SOILED

133 SF
CLEAN

269 SF
CARE TEAM

78 SF
MEDS

139 SF
DATA

139 SF
ELEC

3,545 SF
WAIT/LOBBY

188 SF
OBS RM 2

188 SF
OBS RM 5

53 SF
TLT

51 SF
TLT

115 SF
SECURITY

112 SF

QUIET
RM

934 SF

LOADING
DOCK

1,844 SF

AMBULANCE
ENTRY

257 SF
BREAKDOWN
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The Harford County Community Health Needs Assessment is a reflective assessment of the health 
status of Harford County. Assessments are an important component of meeting local community health 
needs and are used to inform decisions about public health strategies to improve the health, safety, and 
environment for Harford County residents. This assessment builds on previous efforts to identify and 
quantify public health concerns. It is a collaborative process that reports health indicator statistics and 
community stakeholder input in order to identify and prioritize our community health needs, areas for 
health improvement, and resources that can be mobilized to improve community health. 

The Community Health Needs Assessment describes the health status of Harford County residents, as 
individuals and as population groups, and provides population comparisons to residents of Maryland 
and to the nation as a whole. It also examines trends in health indicators of County residents over time, 
highlights racial and geographic disparities, and identifies areas of poverty and at-risk populations 
which will provide a basis for public health planning. Data in this assessment comes from a variety of 
National and State sources, including, but not limited to, the United States Census Bureau, Maryland 
State Health Improvement Plan, Maryland Vital Statistics, the Maryland Behavioral Risk Factor 
Surveillance Survey, the Injuries in Maryland report, and national County Health Rankings. 

The Harford County Community Health Needs Assessment (CHNA) is a compilation of secondary 
statistical data, key informant feedback, an online community survey, and focus group input. 
This assessment reflects the current status of the medical and social determinants of health for Harford 
County residents, and provides qualitative feedback on key health issues. Based on information 
provided in this report, the Harford County Local Health Improvement Coalition (LHIC) and the 
University of Maryland Upper Chesapeake Health (UMUCH) have prioritized the following health 
concerns in order of importance: Behavioral Health, Prevention and Wellness, and Family Stability 
and Wellness. 

Harford County Profile: Harford County is a relatively well educated affluent community located 
northwest of the city of Baltimore. With a population of close to a quarter million people, Harford 
County has grown from a primarily agricultural community to a more suburban environment whose 
main employers include: the Department of Defense Aberdeen Proving Ground and supporting 
contractors, the University of Maryland Upper Chesapeake Health, and local government/schools. The 
typical profile of a Harford County resident is a white (79.8%), employed (64.1%), high school graduate 
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(92.8%), who drives themselves to work (83.4%). Overall, while indicators of education and employment 
depict a prosperous community, persistent pockets of poverty exist both geographically, and along 
racial and gender lines. In Harford County, black households have a lower median income when 
compared to white; blacks are more than twice as likely to be poor; and women earn disproportionately 
lower incomes than men, presenting a particular poverty issue for female-headed households. Given 
the high rate of people who own cars, public transportation for those without access to vehicles 
remains a persistent problem. 

Key Findings Regarding the Prioritization of Behavioral Health, Prevention and Wellness, and Family 
Stability and Wellness 

Behavioral Health (Mental Health/Addictions): The suicide rate of a community is considered to be a 
key indicator of its mental health status. Harford County’s rate of 12.3 per 100,000 population far 
exceeds the 9.2 rate for the state of Maryland. According to the Maryland Behavioral Risk Factor 
Surveillance System (BRFSS) for 2013-2015, 21% of Harford County residents have been diagnosed with 
depressive disorder, compared to 16.1% for the state. In addition, 18.2% of high school students 
reported that they have seriously considered attempting suicide. While approximately 96% of Harford 
County residents are insured, there is a notable lack of mental health care providers to meet 
community 
needs. As such the Health Resources and Service Administration has designated all of Harford County as 
a Health Professional Shortage Area (HPSA) for mental health services. 

Since 2007 the number of drug and alcohol-related intoxication deaths has more than doubled in both 
Maryland and Harford County. The numbers of drug-related law enforcement incidents and overdose 
calls have also increased dramatically since 2011, by 57% and 95% respectively. Another indicator of the 
severity of the addiction problem in Harford County is the number of substance-exposed newborns 
(SEN) born in the community. Between 2000 and 2016, Harford County has experienced an eightfold 
increase in the rate of hospital encounters for newborns with maternal drug/alcohol exposure. This not 
only indicates an increase in substance abuse but also a lack of treatment access. 

Prevention and Wellness: As a whole, Harford County residents have access to a better food 
environment and greater access to exercise opportunities when compared to the state and the nation, 
however despite greater opportunities to engage in healthy behaviors regarding nutrition and exercise, 
Harford County adults are just as likely or more likely to be obese or overweight (72.4%) and physically 
inactive (26.3%) as the rest of the State. In addition, tobacco use is high among both adults (20.7%) and 
youth (16.9%) which correlates with high rates of chronic obstructive pulmonary disease (COPD) and 
lung cancer. Even more concerning is the high rate of students reporting they currently use electronic 
vapor products (24.6%), and the total percentage of students (32.1%) using any type of tobacco product 
(burned, smokeless, or electronic). Obesity, insufficient physical exercise, and tobacco use are some of 
the biggest drivers of preventable chronic diseases and increased risk for many health conditions. 
Obesity, often a symptom of diet and exercise, can have a tremendous impact on health and wellbeing. 
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Black adults were almost twice as likely to be obese than white adults, and adults without a high school 
diploma were almost twice as likely to be obese than their college graduate counterparts. As such 
minority and low-income families are disproportionately negatively affected. 

The top five causes of death in Harford County are cancer, heart disease, chronic obstructive 
pulmonary disease, stroke, and accidents which are consistent with the state and the nation. The role of 
accidents as the fifth leading cause of death is a relatively new phenomenon that could likely be 
attributed to the growing opioid epidemic and accidental overdoses, as well as an aging population. 

Family Stability and Wellness: While the majority of babies in Harford County are born into married 
families (69.4%) to mothers over the age of 20 (96.5%), there are significant ethnic and racial disparities. 
Most concerning is the significantly higher number of low birth weight babies born to black women 
(12.1%) as compared to white (7.6%), and the 2.5 times higher rate of infant mortality for black babies 
(14.4 per 1,000 births) as compared to white (4.8 per 1,000 births). 

The percentage of mothers receiving prenatal care in the first trimester in Harford County is 71.%, 
however when broken down along racial and ethnic lines the percentage of non-white mothers 
receiving prenatal care in the first trimester is significantly lower. According to 2016 Maryland Vital 
Statistics, 74.8% of white women received prenatal care in the first trimester, while only 59.7% of black 
women and 60.3% of Hispanic women did. The lack of prenatal care and the potentially negative health 
outcomes for newborns can have long-lasting detrimental developmental effects, including school 
readiness and long-term health complications. 

While Harford County’s violent crime and property crime rate are much lower than the state rate, crime 
and the resulting incarceration disproportionally affect low-income areas. In Harford County, the city 
of Aberdeen, one of the community’s lowest income areas, has a significantly higher rate of overall and 
violent crime rate than the surrounding municipalities. 

This community assessment is a result of the shared goal of the partnership and the dedication of 
University of Maryland Upper Chesapeake Health, Harford County Health Department, and Healthy 
Harford to create a healthier Harford County. 

4 C O M M U N I T Y  H E A L T H  N E E D S  A S S E S S M E N T



Mission 
University of Maryland Upper Chesapeake Health is dedicated to maintaining and improving the health of 
the people in its communities through an integrated health delivery system that provides high-quality care 
to all. University of Maryland Upper Chesapeake Health is committed to service excellence as it offers a 
broad range of healthcare services, technology and facilities. It will work collaboratively with its 
communities and other health organizations to serve as a resource for health promotion and education. 

Vision 
The Vision of University of Maryland Upper Chesapeake Health is to become the preferred, integrated 
healthcare system creating the healthiest community in Maryland.  

The University of Maryland Upper Chesapeake Health (UMUCH) is a community based, integrated, non-profit 
health system. The vision of UMUCH is to become the preferred, integrated healthcare system creating the 
healthiest community in Maryland. UMUCH is dedicated to maintaining and improving the health of the people in 
northeastern Maryland through an integrated health delivery system that provides high-quality care to all. Their 
commitment to service excellence is evident through a broad range of healthcare services, technologies, and 
facilities. They work collaboratively with the community and other health organizations to serve as a resource for 
health promotion and education. 

Presently, UMUCH is the leading healthcare system and second largest private employer in Harford County, 
employing 3,500 team members and over 650 medical staff physicians. 

Major centers and services include two acute care hospitals – UM Upper Chesapeake Medical Center in Bel Air 
and UM Harford Memorial Hospital in Havre de Grace. As part of the Bel Air campus, UMUCH also operates the 
Klein Ambulatory Care Center, two medical offices, and the Patricia D. and M. Scot Kaufman Cancer Center. 
UMUCH also owns and operates the Senator Bob Hooper House Hospice Center, provides community outreach, 
health screenings and educational programs through the HealthLink Community Outreach.  
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Healthy Harford is the healthy communities initiative of Harford County, dedicated to 
the health and wellness of the northern Chesapeake community. Founded in 1993 as a 
non-profit 501c3 by leaders from University of Maryland Upper Chesapeake Health, the 
Harford County Health Department, and Harford County Government, Healthy Harford 
is a coalition of local government agencies, businesses, non-profits, and citizens 
dedicated to improving the health of Harford County residents through education, policy 
changes, improvements in the built environment, increased access to care, and improved 
care coordination for people with chronic illness.   
  
Healthy Harford’s mission is to inspire and empower healthy people, healthy families, and 
healthy communities in mind, body, and spirit, with a focus of improving health and 
wellness in the Harford County region by promoting healthy lifestyles, building 
community partnerships, and proving care coordination. 

Healthy Harford

The Harford County Health Department (HCHD) is the local operating arm of the 
Maryland Department of Health (MDH). As such, it is governed by State rules but 
reports locally to the Harford County Council, which functions as the Harford County 
Board of Health. The health department's mission is to protect and promote the 
health, safety, and environment of the citizens of Harford County through 
community assessment, education, collaboration and assurance of services.  
Employing over 170 employees, the health department provides services in Havre de 
Grace, Aberdeen, Bel Air, and Edgewood. The health department is responsible for 
the delivery of a wide range of preventive health care, clinical services, and 
environmental health services to citizens living in Harford County. Its six major 
bureaus include: 

1. Administration 
2. Behavioral Health 
3. Care Coordination 
4. Clinical Health 
5. Environmental Health 
6. Family Health 

Harford County Health Department

A combined facility to treat mental health and opioid addiction issues is expected to open Summer 2018 in Bel Air. 
The Behavioral Health Crisis Center will offer walk-in crisis services, a 24/7 call/triage center and, eventually, 
residential crisis beds. 

As part of Vision 2020, UMUCH is moving towards replacing the downtown Havre de Grace UM Harford Memorial 
Hospital with a new modern freestanding medical facility, an expanded Behavioral Health Pavilion and psychiatric 
specialty hospital on their 97-acre property off of I95 and Rt 155. Included in this vision is the expansion of 
medical/surgical beds above the Kaufman Cancer Center as well as additional parking on the Bel Air campus. 
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A Statistical Secondary Data Profile depicting population and household statistics, education, and economic 
measures, morbidity rates, incident rates, and other health statistics for the Harford County community was 
compiled from publicly available sources. It should be noted that the availability of and lag time of secondary data 
may present some research limitations.

Quantitative Data: Existing Secondary Data

An online Community Survey of Harford County residents was conducted between October 2017 and February 
2018. The survey was designed to assess health status, health risk and behaviors, preventative health practices, 
and health care access primarily related to chronic disease and injury. A total of 1,741 resident surveys were 
completed, representing the geographical, gender, and ethnic diversity of the community.  

Harford County Community Health Survey

In order to gain a better understanding of the Harford County community, qualitative data was collected via the 
Local Health Improvement Coalition (LHIC) Community Forum meeting, as well as through a series of targeted 
focus groups.  

At the October 2017 LHIC Community Forum meeting twenty-eight stakeholder organizations representing 
diverse community interests discussed health and social determinants. These stakeholders provided particular 
insight into the challenges facing the medically under-served, low income, marginalized, and minority 
populations. 

In addition, four focus groups were convened to gather the input of targeted groups. These focus groups included 
members of faith-based organizations; Emergency Medical System (EMS) personnel; participants from the 
EpiCenter (a community center in a predominantly low-income minority community); and residents living with 
chronic disease.   

Qualitative Data: Community Forum and Focus Groups

The CHNA was comprised of both quantitative and qualitative research components. A brief synopsis of the 
research components is included below with further details provided throughout the document.
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In an effort to improve the health of all Marylanders, the Maryland Department of Health (MDH), through the 
office of Population Health Improvement, launched the State Health Improvement Process (SHIP). This initiative 
focuses on health priorities, both statewide and in each jurisdiction, and provides a framework for accountability, 
local action, and public engagement. SHIP measures are aligned with the national Healthy People 2020 objectives 
established by the Department of Health and Human Services, and target state goals set by the MDH. 

Using the SHIP framework, each of the 24 Maryland jurisdictions is responsible for convening a Local Health 
Improvement Coalition (LHIC) comprised of community stakeholders to determine local health priorities. The 
Harford County Health Department is the local LHIC lead entity for Harford County.  

In October of 2017, 28 stakeholder organizations from the Harford County community met at Harford 
Community College to evaluate community health goals for the next 3 to 5 years. In a half day Community Forum 
focusing on current health statistics, social determinants of health and their community impact, and current 
community challenges, three health priorities emerged: Behavioral Health, Chronic Disease 
Prevention/Wellness, and Family Health/Resiliency. LHIC Workgroups addressing these priorities were formed, 
and these groups will develop and implement the new Harford County Local Health Action Plan for addressing 
these priorities.  

Local Health Improvement Coalition (LHIC)
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Population  

The demographic composition of Harford County’s population is critical to understanding the health of the 
community because characteristics such as age, gender, race, and ethnicity all have an impact on people’s 
health. The distribution of these characteristics across the county is helpful in determining the number and types 
of resources that are needed to ensure the optimum health and well-being of the population.

In 2016, the total population of Harford County was estimated to be 249,776, which was an increase of 2.0% from 
2010 (244,826). The county is located in the northeastern part of the state, with the towns and cities of varying 
sizes, wealth, and diversity. Bel Air is Harford’s county seat, home to roughly 10,109 residents, or 4% of the 
county’s population. The cities of Aberdeen and Havre de Grace each make up 6% and 5%, respectively. The 
remaining 75% of the county’s population is mostly distributed along the Route 40 corridor and in rural parts of 
the county. The table below illustrates the change in population size for Maryland, Harford County, and selected 
zip codes.

Age Distribution  
Data on age can be used to determine the distribution of age-appropriate services throughout the county, such as 
those specifically designed for children or seniors. The population pyramid below provides a breakdown of 
Harford County residents by age and sex. The median age in Harford County is 38.6 for males and 41.3 for females, 
with the age category containing the largest percentage of the population being adults ages 50-54. The 
distribution of the population pyramid is close to the distribution of age and sex in the United States, although the 
county has a slightly lower percentage of younger people and a higher percentage of middle-aged adults.
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Racial and Ethnic Diversity 
Data on the racial and ethnic diversity of a population can help healthcare organizations create culturally 
competent health care services and deliverables. For example, 6.9% of Harford County residents reported 
speaking a language other than English at home. Race is also a social determinant of health and is a contributing 
factor to health inequities.  

The table below illustrates the substantial variation in the levels of racial and ethnic diversity across Harford 
County. While whites make up the majority of Harford County’s population, the percentages of African Americans 
and Hispanic/Latino residents are increasing in both Edgewood and Aberdeen. Since 2010, the populations of 
these two zip codes have started to more closely reflect the demographics found across the state of Maryland, 
while the racial composition of Havre de Grace has remained relatively stable over time.  
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Income and Poverty  
When compared to the United States, Maryland is a wealthy state, with a median household income ($76,067), well 
above the nation’s ($53,889). Harford County is one of Maryland’s wealthier jurisdictions, with a median 
household income of $81,052. However, the county’s higher income is not distributed equally across the county: 
the three municipalities in Harford County have vastly different median incomes, with the city of Aberdeen having 
the lowest ($58,635), followed by Havre de Grace ($70,520) and Bel Air ($84,911) (U.S. Census Bureau, 2016 
American Community Survey 5-year estimates).  

Percentages provided in the 2008-2010 American Community Survey, 3-year estimates (U.S. Census Bureau) 
indicate that the poverty rate in Harford County families has increased, climbing from 4% to 6%, in line with an 
increase in Maryland’s poverty rate (5.7% to the recent estimate of 7%) (U.S. Census Bureau, 2016 American 
Community Survey 5-year estimates).   

Harford County poverty rates for White and Black families are starkly different: the percentage of families with a 
householder who is White has an estimated poverty level of 5.1% while families with a Black or African American 
householder has a poverty level of 14.3% (U.S. Census Bureau, 2011-2015 American Community Survey 5-Year 
Estimates).  
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The disparity in household incomes in Harford County and the cities of Aberdeen and Havre de Grace is 
consistent with the percentage of families whose income is below the poverty level. Both in Maryland and in 
Harford County, poverty rates are highest in families headed by a female and for families with related children 
under 18 years of age. Harford County has a slightly higher poverty rate among families with a female head when 
compared to Maryland, and a slightly lower rate for people age 65 and over. Poverty rates for families are 
distributed unequally across the county, with almost a third of families with a female head and close to one- 
quarter of related children below the poverty level in Aberdeen. The poverty rates in Harford County are reflected 
in the percentage of families receiving food stamps, with Aberdeen having the highest percentage of families and 
the town of Bel Air having the lowest. 

The percentage of households in Harford County receiving food stamps has increased by 3% since the 2008-2010 
American Community Survey; 3-year estimates (U.S. Census Bureau) reported that 5% of Harford County 
households were food stamp recipients, consistent with the increase in the poverty level in the County. 
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Education and Employment
Harford County Public School District has 54 schools, including 7 Title I elementary schools, with the mission to 
ensure academic achievement for at-risk students attending schools in high poverty areas. All 7 are located in the 
southern portion of the County: three in Aberdeen, and one each in Edgewood, Havre de Grace, Joppa, and 
Abingdon (http://www.hcps.org/schools/).  

Harford County Public Schools had a total of 37,448 students in the 2016-2017 school year. The high school 
graduation rate was 89.09%, slightly higher than Maryland’s rate of 87.61% 
(http://reportcard.msde.maryland.gov/). According to Schooldigger, an organization that calculates school 
rankings based on test scores released by the Maryland Department of Education, Harford County Public Schools 
ranked 7th best out of the 24 public school systems in Maryland in 2016. This was a drop from 5th best in 2015 
(https://www.schooldigger.com/go/MD/districtrank.aspx). 

In 2016, 92.8 % of people 25 years and over in Harford County had at least graduated from high school and 34.5% 
had a bachelor's degree or higher. An estimated 7.2% did not complete high school. In comparison, in the town 
with the highest level of poverty, Aberdeen, an estimated 12.4% did not complete high school, and only 21.3% had 
college degrees. 

In Harford County, 64.1% of the population age 16 and over was employed; 31.0% were not currently in the labor 
force. An estimated 74.6% of the people employed were private wage and salary workers; 21% were federal, state, 
or local government workers; and 4.3% were self-employed in their own (not incorporated) business (U.S. Census 
Bureau, 2012-2016 American Community Survey). 
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Rental costs must also be taken into account when assessing the housing landscape of a community. The 
following table shows monthly mortgage and rental costs for Maryland, Harford County, and selected zip codes 
from the U.S. Census Bureau. 

Housing and Transportation
While the median value of homes in Harford County ($278,500) is only slightly less than Maryland’s ($286,900), the 
difference when considering housing prices by zip code is dramatic. Prices range from below the state value in 
the Edgewood area, where the median home value is $162,900, to well above the state in the Monkton area, where 
the median home costs $563,300. The following map shows median home values by zip code.  
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Transportation is also a concern in many parts of the county, especially for seniors, youth, and low-income 
individuals in the rural areas of northern Harford County. Amenities such as shopping, entertainment, and health 
services are often far away, and there are few public transportation options. The bus service has limited hours and 
routes making it difficult for those without cars to access them. Data show that 1.6% of residents in the county 
have no access to a vehicle, with that number reaching 3.4% in Havre de Grace. The table below shows vehicle 
availability for households in select zip codes for the county. 
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In addition, 45% of county residents work outside of Harford County, either in a different Maryland county or 
another state. The following table shows means of transportation to work for Maryland and Harford County. 
Notice that 83.8% of residents drove alone to work and only 9.1% carpooled. With limited availability of public 
transport throughout the county, only 1.7% of residents use public transportation when compared to 9% of 
Maryland residents.  

In 2015, Harford County had an annual violent crime rate of 239 per 100,000 people, which is much lower than 
Maryland’s rate of 471. Similarly, the rate of property crime in Harford County was lower than the state’s at 1,257 
per 100,000 when compared to 2,395. The chart below shows the overall crime rates in both Harford County and 
Maryland; both have been decreasing since 2011. 

Crime
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The chart below shows the violent, property, and overall crime rates for the towns of Bel Air, Aberdeen, and Havre 
de Grace. The violent and overall crime rates in Aberdeen are significantly higher than the county’s as a whole 
(565), illustrating the inequity in living conditions for families residing in this area. 

Despite the dramatic decreases in both violent crime and property crime in Harford County and throughout the 
state, the number of drug-related incidents reported by the Harford County Sheriff’s Office has increased by 
136% from 2011 to 2016. This growing trend has shifted the focus of law enforcement to combat the drug crisis in 
Harford County. 
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Access to Healthy Foods and Recreational Opportunities

In Harford County, most residents have access to grocery stores where healthy foods are available. According to 
the 2017 County Health Rankings, which provides a measure of “Limited Access to Healthy Foods,” 97% of 
residents live close to a grocery store, with only 3% or an estimated 8,400 people having limited access to healthy 
food. This measure is based on the percentage of the population that is low income and does not live close to a 
grocery store. While access to grocery stores is not a problem for most Harford County residents, many families 
require assistance in purchasing foods: 8.2 % or 91,727 of households in Harford County received food stamps 
from the Supplemental Nutrition Assistance Program in 2015 (U.S. Census, Fact Finder). Of these, 31,422 were 
families with children under 18 and 33,941 were families with one or more people in the household 60 years or 
older.  

A more pressing issue for a small percentage of Harford County residents is having an inadequate amount of food 
or “food insecurity” at some time during each year. Food insecurity is the USDA’s measure of lack of access, at 
times, to enough food for an active, healthy life for all household members and limited or uncertain availability of 
nutritionally adequate foods. Per the USDA Food Environment Atlas, households experiencing food insecurity 
experience this condition, on average, in seven months of the year. It is estimated that in 2015 the food insecurity 
rate for the Harford County population was 8.4% or 20,990 people. This is less than Maryland’s rate of 11.4%. In 
Harford County, the weekly food budget shortfall for food insecure people was $17.38 per person, per week in 
2015. In summary, most Harford County residents have access to grocery stores to purchase healthy foods. 
However, a number of these residents face food insecurity at some time during the year, with healthy foods out 
of reach. 

To help Harford County residents keep active, the County’s Department of Parks and Recreation maintains 12 
community centers, 7 senior activity centers, and over 25 parks and open spaces. The department sponsors a 
number of programs for adults, preschoolers, youth and families and also works with members of the general 
community through 20 Recreation Councils in the development of programs. Healthy Harford, a non-profit 
organization, was established a number of years ago to promote health and wellness in the county, providing 
opportunities for the public to participate in physical activities by sponsoring and advertising various events. 
Most recently, Healthy Harford worked with county partners to promote the Harford County parks; the program 
was based on a Healthy Parks/Healthy People program designed by the National Parks Department to reframe 
the role of parks and public lands as an emerging, powerful health prevention strategy.  

Healthy behaviors can help to prevent and protect people from getting diseases and also to maintain or improve 
overall health and wellbeing. Healthy behaviors are estimated to affect 40% of health outcomes and make up the 
most significant factor influencing the health of individuals. Practicing good behaviors enhances health, while 
harmful behaviors may lead to disease, injury or death. 



2 1

Health 
Behaviors

C O M M U N I T Y  H E A L T H  N E E D S  A S S E S S M E N T

Tobacco Use  
According to the 2015 Behavioral Risk Factor Surveillance Survey (BRFSS), 20.7% of Harford County adults 
reported that they currently smoked cigarettes every day or some days. Adults with annual incomes less than 
$15,000 were 5.7 times more likely to smoke than those with income at or above $75,000 in 2014. Educational 
attainment also contributed to smoking rates: adults without a high school diploma were 9.7 times more likely to 
smoke than college graduates according to the 2014 BRFSS. The graph below outlines smoking rates over the past 
ten years for Harford County and Maryland.  

School-aged students were considered smokers if they smoked at least 1 cigarette or cigar in the past 30 days. 
The 2016 Youth Risk Behavior Surveillance System Survey (YRBS) found that the percentage of current smokers in 
Harford County high schools was 9.3% when compared to 16.9% in 2014. While this rate has decreased over time, 
the percentage of students reporting that they currently use electronic vapor products exceeded the number of 
current smokers at 14.3% according to the 2016 YRBS. The percentage of students using any type of tobacco 
products (cigarette, smokeless tobacco, cigar, or electronic vapor products) was 21.9% (2016 YRBS). 
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Alcohol and Substance Abuse 

Since 2007 the number of drug and alcohol-related intoxication deaths has more than doubled in both Maryland 
and Harford County. The graph below shows the number of intoxication deaths by substance for Harford County, 
including heroin, opioids, fentanyl, cocaine, alcohol, and all deaths. Notably, heroin and fentanyl have caused the 
largest increase in intoxication deaths due to the increasingly volatile nature of the chemicals being mixed into 
the local drug supply. The numbers of drug-related law enforcement incidents and overdose calls have also 
increased dramatically since 2011 by 57% and 95%, respectively, which can be seen in the 2011-2016 data in the 
graph below. 
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In BRFSS data for 2013-2015, 14.6% of Harford County adults reported binge drinking in the past month and 5.5% 
reported being chronic drinkers (1-2 or more drinks per day), both of which are close to the state percentages. 
The percentage of high school students reporting binge drinking was higher than the adult’s: 15.6% of Harford 
County high school students reported being binge drinkers in 2016. The graph below shows alcohol and substance 
use by grade for high school students. 

Healthy Eating, Active Living, and Obesity
Diet and exercise habits have a tremendous impact on health and wellbeing. Data from the 2013-2015 BRFSS 
indicate that only 65.9% of Harford County adults consume one or more servings of fruits per day and only 76.8% 
consume one or more servings of vegetables daily. Both percentages mirrored the state as a whole for fruit and 
vegetable consumption. 

Physical activity was also recorded during the same years and showed that 73.7% of adults reported engaging in 
some form of leisure time physical activity throughout the week. While this percentage does not indicate whether 
the respondents got the recommended 150 minutes of exercise each week, it is encouraging to see such a high 
percentage of adults participating in physical exercise. The state’s percentage was slightly higher at 76.5%.  

According to the 2015 BRFSS, Harford County’s obesity rate was 32.8%, which was higher than the state’s (28.9%). 
Several factors were shown to increase a person’s chance of obesity including income, race, and educational 
attainment. Black adults were almost twice as likely to be obese when compared to white adults, a disparity that is 
much more evident in Harford County than the state as a whole (2015 BRFSS). Adults without a high school 
diploma were also almost twice as likely to be obese than their college graduate counterparts. Adults making over 
$75,000 annually were slightly less likely to be obese than adults making less than $15,000. The graph below 
shows obesity, overweight, and normal weight trends between 2011 and 2015.  
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Perceived Health Status  
In the 2013-2015 BRFSS, respondents were asked to rank their overall health from poor to excellent. The survey 
indicated that the 40.8% of Harford County residents consider their health to be very good, which is above the 
state average (34.3%). However, Maryland respondents as a whole were more likely to identify as being in 
excellent health (21.4%) than Harford County respondents (16.9%). The graph below shows the percentage of 
perceived health status for each ranking. 

The Health Outcomes section of this report provides an overview of the health conditions of Harford County 
residents by exploring perceived health status, the leading causes of death and hospitalization, chronic and 
communicable disease, injury, mental health, and maternal and child health. The combination of these outcomes 
paints the picture of how the health behaviors outlined in the previous section manifest in a community. 

The same data indicated that Harford County's white non-Hispanic and black non-Hispanic populations have 
differences in perceived health status, with 56.6% of whites reporting very good or excellent health status as 
compared 60.4% of blacks. The white population had a higher percentage reporting good health (30.5%) than the 
black population (24.1%), and a lower percentage reporting fair health (9.2%) compared to the black responses 
(15.3%). 
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Leading Causes of Death and Hospitalization  
Data from the Maryland Vital Statistics Administration indicate that the top three leading causes of death in 
Maryland include heart disease, cancer, and cerebrovascular disease (stroke). The role of accidents as the fourth 
leading cause of death is a relatively new phenomenon that could likely be attributed to the growing opioid 
epidemic and accidental overdoses. Harford County's leading causes of death do not mirror the state's. The 
county's three leading causes of death include cancer, heart disease, and chronic obstructive pulmonary disease 
(COPD). The graph below includes age-adjusted mortality rates per 100,000 for the leading causes of death in 
both Maryland and Harford County. In addition, between 2014 and 2016 the number of years of potential life lost 
in Harford County was 5,800 per 100,000 population when compared to 6,500 for the state of Maryland. For 
African Americans in Harford County, that number increased to 7,600 years of life lost.  
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The image below shows rates of emergency department (ED) visits per 1,000 residents in Harford County by zip 
code. Lighter colors on the image indicate higher ED visit rates, while darker colors indicate lower rates. The rate 
for Maryland was 353.2 per 1,000 residents in 2016. Harford County’s rate was slightly lower at 316.1. When each 
zip code was examined individually, it was found that the zip codes with the highest ED visit rates were Aberdeen 
(580), Edgewood (502), and Havre de Grace (460), all of which were well above the state and county averages.  
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Using the Centers for Medicare and Medicaid Service's definition of chronic conditions, 2016 data for Harford 
County indicated that the three most common conditions associated with ED visits were hypertension, tobacco 
use, and hyperlipidemia (high concentration of fats or lipids in a patient’s blood). Havre de Grace’s top three 
chronic disease indicators were the same as those recorded for the county. However, while Aberdeen and 
Edgewood had tobacco use and hypertension as their leading indicators, the third and fourth highest indicators 
were depressive disorders and asthma, respectively, which suggest that these conditions were not being 
successfully treated on an outpatient basis. The top ten indicators for the entire county are listed in the table 
below. 
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Chronic and Communicable Disease
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According to the Vital Statistics Administration, the leading cause of death in Harford County was cancer in 2016. 
Cancer mortality rates are also worse in Harford County than for the State of Maryland. While the state’s 
mortality rates have steadily declined over time, Harford County’s rate has remained relatively stable. Cancer 
mortality rates for Harford County and Maryland are shown below. 
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Cancer incidence rates by type are shown in the figure below for Harford County, Maryland, and the United 
States. Notice that Harford County rates are the same or worse for every cancer type when compared both locally 
and nationally. 

In addition to higher rates of cancer in the county, racial disparities exist for three types of cancers that have 
positive outcomes when screening occurs regularly. The figure below depicts incidence rates for lung cancer, 
colorectal cancer, and prostate cancer among white and black residents from 2010 to 2014. 
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Harford County adults have been shown to have a higher percentage of several vascular diseases when compared 
to Maryland adults. The chart below shows the percentage of adults that have been told that they have 
experienced a heart attack, been diagnosed with heart disease, or had a stroke. In each case, the percentage of 
Harford County adults is slightly higher than the state percentages. 

For other chronic conditions such as diabetes, asthma, Chronic Obstructive Pulmonary Disease (COPD), 
hypertension, and high cholesterol, the prevalence of each of these conditions is higher in Harford County than in 
the state, with the exception of diabetes. The following chart summarizes prevalence rates for each condition and 
compares them to the state prevalence. 

A notifiable disease is any condition that, when identified in a patient, is required to be reported to the 
government so that its incidence can be monitored for potential outbreaks and clustering. In Maryland, there are 
86 notifiable diseases that are reported to the Centers for Disease Control (CDC). Of those diseases, the highest 
case rates in Harford County were observed for chlamydia, Lyme disease, gonorrhea, salmonellosis (salmonella), 
and aseptic meningitis. The following chart provides rates for Harford County and Maryland per 100,000 
residents. Notice that Harford County’s Lyme disease rate is much higher than the state rate. In addition, 23 
Harford County residents were diagnosed with HIV in 2016.  
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A mother’s well-being before, during, and after pregnancy can affect the health of a child from infancy to 
adulthood. The percentage of births to mothers receiving prenatal care in the first trimester of pregnancy was 
71.0%, which was high when compared to Maryland’s (67.8%). Births to mothers under the age of 20 made up 
only 3.5% of births in the county, while births to unmarried mothers made up 30.6% of births. The chart below 
highlights disparities in prenatal care by race in Harford County. 

Maternal and Child Health
In 2016 there were 2,701 live births in Harford County. The chart below outlines maternal and child health data for 
the county. Maternal characteristics and birth outcomes in Harford County vary by race, indicating health 
disparities exist for mothers and babies for racial and ethnic minorities. Maternal characteristics and birth 
outcomes are provided by race in the chart below. Notice that the infant mortality rate for blacks in the county is 
more than three times higher than the rate for all races combined.  
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According to County Health Rankings data between 2011 and 2015, the overall death rate from injuries in Harford 
County per 100,000 population was 61, which was slightly higher than the rate for Maryland (58). The rate of 
motor vehicle crash deaths was 11 per 100,000 in Harford County and 9 in Maryland. In addition, the percentage 
of motor vehicle deaths in which alcohol-impairment was the primary factor was higher in Maryland at 33%, than 
the 24% for Harford County deaths.  

The table below shows causes of death and their corresponding death rates in both Harford County and Maryland 
from the 2016 Maryland Vital Statistics Annual Report. Intentional injuries from suicide and homicide accounted 
for 2.1% of deaths in Harford County in 2016 and unintentional injury deaths accounted for around 5.8%. While 
injury deaths from motor vehicle accidents have decreased over the past ten years, deaths from intentional self- 
harm (suicide), poisoning, and falls have continued to increase throughout the state. 

Injury
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Mental Health

A combination of qualitative data collected in hospitals, schools, and community surveys paints a startling picture 
of mental health for both children and adults in some of Harford County’s most vulnerable communities. The 
Maryland BRFSS data for 2013-2015 indicates that 21% of Harford County residents have been diagnosed with 
depressive disorder, compared to 16.1% for the state. In addition, hospital data made available by the Chesapeake 
Regional Information System for our Patients (CRISP) reporting system, which serves as a regional health 
information exchange for Maryland, Virginia, West Virginia, and the District of Columbia, indicates that the rates 
of hospitalizations and emergency department visits for mental health-related conditions are similar in Harford 
County and the state of Maryland, but geographic disparities appear in the three zip codes with the highest need 
index for the county. The need index is based on the Community Need Index developed by Dignity Health in 
2004. The following tables summarize hospitalization and Emergency Department (ED) visit rates per 1,000 
residents for the state, county, and three selected jurisdictions.

According to the 2014 and 2016 Maryland Youth Risk Behavior Survey, the percentage of students who reported 
feeling sad or hopeless for more than two weeks in a row climbed 33.3% between the first year of middle school 
and the senior year of high school. The percentage of high school students who seriously considered committing 
suicide was 18.2 % while 14.4% made a plan for how they would commit suicide. 
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Health Insurance Coverage 
Without health insurance, most people cannot afford quality healthcare. Lack of coverage may lead to disparities 
in overall health. Access to health insurance coverage has remained strong in Harford County with the expansion 
of Medicaid eligibility and implementation of the Maryland Health Exchange for Qualified Health Plans under the 
Affordable Care Act. In 2016, the percentage of uninsured adults was just 4.6% compared to Maryland (8.1%) 
according to the U.S. Census Bureau. However, the following disparities arise by zip code, age, sex, race, and 
educational attainment. Notice that the following characteristics make adults less likely to have health insurance 
coverage: 18 to 24 years of age, male, Hispanic, and less than a high school degree. Populations with the highest 
uninsured rates live in Aberdeen (21001) and Edgewood (21040). 
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Access to Primary Care and Preventive Health Services  
Preventive health services are essential for early detection of diseases and to avoid serious complications when 
diseases are not caught in their early stage. Most health insurance plans are required to cover a set of preventive 
services – such as vaccines and screenings – at no cost to the patient. The chart below shows the percentage of 
Harford County adults that took advantage of such opportunities in 2014. Notice that the use of each type of 
preventive health service is similar in Harford County and Maryland.  

In the 2013-2015 BRFSS, 87.6% of Harford County residents reported having a person that they think of as their 
personal doctor or health care provider, higher than the state percentage of 82.4%. Responses to the 2015 BRFSS 
indicate that more Harford County residents have had routine health checkups in the last year (79.9%) than 
Maryland residents (76.2%). However, in the 2013-2015 BRFSS, 11.5% of Harford County residents reported 
needing to see a doctor but not being able to because of a cost barrier. In 2014 the two most reported reasons for 
delaying medical care included not being able to get an appointment soon enough (6.1%) and not having 
transportation to reach an appointment (8.3%), according to the Maryland BRFSS. The graph below shows that 
Hispanics were almost 10 times more likely than whites to report transportation as a barrier to receiving care.  
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According to the Maryland Department of Health's Health Resources and Services Administration, a portion of 
Harford County is considered a Health Professional Shortage Areas (HPSA) for primary care. The following image 
shows in green the area of Harford County that has been designated as HPSA for primary care. 

Access to Mental Health and Substance Abuse Care 
While most mental health and substance use disorders can be treated successfully, many who suffer from these 
diseases do not receive the care they need. The Health Resources and Services Administration designated all of 
Harford County as a Health Professional Shortage Area (HPSA) for mental health services. This designation means 
that the need for mental health services far outweighs their availability. 

The Maryland Department of Health's Behavioral Health Administration compares each Maryland County’s Opioid 
Treatment Program (OTP) capacity to the estimated need in that county. In 2015 Harford County’s estimated need 
was 2,570 patients. In comparison, existing capacity could only serve 1,687 patients, leaving about 883 persons in 
need. The figure below maps Buprenorphine Treatment Providers and OTP facilities throughout the county. In 
addition, data from County Health Rankings show that in 2016, Harford County’s mental health provider ratio was 
740:1. This is much higher than Maryland’s ratio of 490:1. United States counties in the 90th percentile for this 
measure report ratios closer to 360:1 for mental health providers. 

Harford County
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Another indicator that suggests limited access to substance abuse treatment is the rate of substance-exposed 
newborns. The following graph shows the 8-fold increase in the rate of hospital encounters for newborns with 
maternal drug/alcohol exposure for Harford County and Maryland between 2000 and 2016. 

Harford
County

Baltimore

County

Cecil

County
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The Harford County Health Department provides community-based behavioral health treatment and support 
services, as well as outreach, education, and specialized substance use disorder programs. The University of 
Maryland Upper Chesapeake Health provides behavioral health services through its Harford Memorial Hospital, 
including acute inpatient treatment, emergency room evaluations, medical consultations, and intensive 
outpatient programs. However, data indicates that the county needs additional capacity for treating those with 
mental illness and with addiction disorders. 

Access to Oral Health Care 
Oral health is an important part of overall health. Poor oral health has been associated with heart disease and has 
recently been linked to cancer in women (1). Dental problems are often painful, causing difficulty in eating and, 
consequently, to poor nutrition. On occasion, periodontal disease can require hospitalization and may lead to 
death. Access to affordable dental care is critical to ensuring good oral health. The ratio of dentists to population 
is lower in Harford County than for the state as a whole: 1 dentist for every 1,630 people in the county as 
compared to 1 to 1,350 in the state. Harford County has a lack of dentists in the southern area, which has been 
designated as a Health Professional Shortage Area (HPSA) for dental health. In the map below, the county’s dental 
HPSA is shaded purple. 

(1) Ngozi N. Nwizu, et. al., Periodontal Disease and Incident Cancer Risk among Postmenopausal Women: Results from the Women's Health Initiative Observational Cohort, Cancer 
Epidemiology, Biomarkers and Prevention, August 2017. 

Harford County

Data for 2015 from the Maryland BRFSS showed that just 67% of adults in Harford County reported visiting the 
dentist in the past year, a figure that was lower than for the state (72%). In addition, 6.8% reported that their last 
dental visit was over 5 years ago. 



4 0

Online Community 
Health Survey

C O M M U N I T Y  H E A L T H  N E E D S  A S S E S S M E N T

Background
The customized survey tool consisted of approximately 46 questions to assess access to health care, health status 
and behaviors, and health-related community strengths and opportunities. The online survey took respondents 
approximately 15 minutes to complete. In total, 1,741 respondents completed the survey. 

The following section provides an overview of the findings from the Online Community Survey, including 
highlights of important health indicators and health disparities. 

Demographic Information
The demographic profile of the respondents who completed the online survey is depicted in Tables 1 and 2. 
Approximately 55% of all respondents reside in zip codes 21014, 21015, 21009, 21078, and 21050. An additional 
13.8% of respondents live in an “Other” zip code, the most common of which are 21901, 21918, and 21921. As 
depicted in Table 2, of the total 1,741 respondents, 80.29% were female and 19.71% were male. Whites comprised 
83.77% of study participants and Blacks/African-Americans represented 11.55%. Approximately 3% of all 
respondents identified as Latino/Hispanic. Approximately 49% of all respondents were between the ages of 45 
and 64 years. An additional 34.8% of all respondents were between the ages of 25 and 44 years.
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The marital status, education level, employment status, and income level were also assessed for each respondent. 
The majority of respondents (63.09%) were married. Approximately 15% of respondents were single (never 
married) and 11.71% were divorced. 2.07% of respondents attained less than a high school diploma or GED. 
Approximately one-third (29.76%) of respondents attained some college, technical school or nursing school and 
51.69% of respondents have an undergraduate degree or higher.  

The majority (72.29%) of respondents were currently employed and working full-time. In addition, half of the 
respondents had an annual household income of $75,000 or more. Less than 14% of respondents had an income 
less than $25,000. 
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A high proportion of respondents had health care coverage (97.92%) and at least one person who they think of as 
their personal doctor or health care provider (88.44%). In addition, 76.33% of respondents had a routine checkup 
within the past year and 13.95% had one within the past two years. The source of respondent’s health insurance 
coverage is detailed in Table 3. 

Access to Health Care

Despite primarily positive findings regarding health insurance and access to primary care, respondents in Harford 
County still cite the cost of care as a barrier. Nearly 12% of respondents said that there was a time in the past 12 
months when they needed to see a doctor but could not because of cost. This finding may be an indicator that 
out-of-pocket expenses not covered by insurance (e.g. copays) are preventing respondents from seeking care 
when they need it. In addition, 21 respondents cited an “Other” reason for not being able to see a doctor due to 
cost. Of these 21 respondents, seven stated they were not able to afford dental care or they had transportation 
issues. 
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Next, respondents were asked if they had delayed needed medical care in the past 12 months. Nearly 71% of 
respondents did not delay or need medical care in the past 12 months. Of those who did delay medical care, 
13.04% stated they could not get an appointment soon enough. Approximately 146 respondents (8.50%) cited an 
“Other” reason for delaying care. The most frequently mentioned themes are summarized below. The majority of 
respondents mentioned the inability to pay out-of-pocket costs as their main reason for delaying needed medical 
care. Others indicated being unable to take time off work. 

Next, respondents were asked if they travel outside of Harford County to get medical help. More than one-third 
of respondents (35.66%) travel outside of the County for medical help. Respondents travel outside of the county 
for primary care, obstetrics/gynecology, and specialty care. The following is a summary of the approximate 
number of times the most prominent types of care/providers were mentioned. 
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Respondents were asked to indicate where they get their health information. Approximately 90% of respondents 
get their information from one of the five sources shown in the graph below. More than one-third of participants 
(34%) reported that they get health-related information from health professionals (doctors, nurses, pharmacists). 
Respondents also indicated that they get health information from a variety of sources that were listed, not just 
one source. 

Health Information
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Respondents were asked to rate their general health status. Approximately 56% of respondents stated their 
general health is very good or excellent. Approximately 11% of respondents stated their general health is fair or 
poor. Respondents were also asked to rate their overall physical and mental health. In general, self-reported 
measures of poor physical and mental health days were favorable among Harford County respondents. Nearly 
50% of respondents reported having no poor physical health (including physical illness and injury) or mental 
health (including stress, depression, and problems with emotions) during the past 30 days. Thirty percent of 
respondents reported having poor physical health and 26% reported having poor mental health for a maximum of 
one to two days during the past 30 days. 

Respondents were also asked how many hours of sleep they get in a 24 hour period on average. The vast majority 
of respondents (87.27%) reported getting 5 to 8 hours of sleep and 7.93% reported getting 9 to 12 hours of sleep. 
An average of 7 to 9 hours of sleep is recommended for adults by the National Sleep Foundation. 

Health Status & Chronic Health Issues

Overall Physical & Mental Health

Physical Activity

It is widely supported that physical activity can inhibit health concerns such as obesity and overweight, heart 
disease, joint and muscle pain, and many others. It is recommended that individuals regularly engage in at least 30 
minutes of moderate physical activity, preferably daily, and at least 20 minutes of vigorous physical activity 
several days a week. Approximately 72% of respondents reported that they have participated in physical activities 
or exercises such as running, calisthenics, golf, gardening or walking during the past month. Among respondents 
who participated in physical activity, the majority (51.50%) reported participating in exercise 1 to 5 times per 
week, and nearly 10% were physically active 6 to 10 times per week. The majority of respondents (59.29%) 
engaged in exercise for 30 minutes to 1 hour. These findings may indicate that the majority of respondents for 
Harford County engage in physical activity on a regular basis.  

Dietary Behaviors

Respondents were asked about their consumption of fruits and vegetables. Only 10% of respondents reported 
eating fruits and/or vegetables three or more times a day. Approximately one-third of respondents eat fruits 
and/or vegetables one to two times per day.  
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The majority of respondents reported that they never drink soda or sugar-sweetened drinks (47.12% and 49.39% 
respectively). Nearly one quarter of respondents reported drinking soda and/or sugar-sweetened drinks one to 
nine times a month (25.28% and 22.70% respectively). In contrast, approximately 14% of respondents reported 
drinking soda and sugar-sweetened drinks respectively, one to six times per day. Strong evidence indicates that 
consumption of sugary drinks on a regular basis contributes to the development of type 2 diabetes, heart disease, 
and other chronic conditions. 

Next, respondents were asked if they are currently watching or reducing their sodium or salt intake. More than 
half of the respondents (51.59%) reported that they are not watching or reducing their salt or sodium intake 
currently and another 46.78% reported that they are currently watching or reducing their sodium or salt intake.  



4 8 C O M M U N I T Y  H E A L T H  N E E D S  A S S E S S M E N T

Chronic Conditions

Some chronic conditions are of concern in Harford County, including high cholesterol, high blood pressure, 
anxiety disorder and depressive disorder. Approximately 30% of respondents have been told they have high 
cholesterol and/or high blood pressure and 25% have been told they have an anxiety and/or depressive disorder. 
In addition, 22.8% of respondents have been told they have arthritis and 17.82% of respondents have been told 
they have asthma. Respondents also mentioned other chronic conditions that they have been diagnosed with but 
were not included in the survey list. Hyper/Hypothyroidism was the most frequently mentioned condition. A 
summary of chronic condition diagnoses among respondents is reported in Table 8. 

Respondents who reported having cancer were asked to specify the type of cancer with which they were 
diagnosed. The most common types of cancer reported by respondents included skin cancer (other than 
melanoma), breast cancer, and melanoma. Table 9 highlights the top 12 cancer types reported by respondents. 
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Health Risk Factors

The survey respondents were asked to rate their level of health and safety practices on a scale of “1 – Always” to “5 
- Never.” As detailed in the table below, respondents were highly likely to use safety measures including wearing a 
seatbelt, practicing safe sex, using sunscreen regularly, and driving responsibly. In addition, respondents were 
less likely to eat fast foods more than once a week, use electronic cigarettes, get exposed to second-hand smoke, 
use marijuana, or misuse prescription drugs. However, 24.20% of respondents reported feeling stressed out or 
overwhelmed “Always” or “Most of the time.” 

Health Behaviors
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Risky behaviors related to tobacco and alcohol use were measured as part of the survey. Approximately 34% of 
respondents reported smoking at least 100 cigarettes in their lifetime. Among this group, 87.42% reported they 
currently do not smoke at all, whereas 7.832% smoke every day and 3.34% smoke some days. 

Tobacco & Alcohol Use
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In regards to alcohol use, almost two-thirds of respondents (65.66%) did not have an alcoholic beverage during 
the past 30 days. Among respondents who did drink an alcoholic beverage, 22.16% participated in binge drinking 
one to two times during the past month. Only a very small percentage of respondents (approximately 11%) 
participated in binge drinking three or more times during the past month. Binge drinking is defined as four drinks 
or more on one occasion for women and five drinks or more on one occasion for men. 

Preventive Health Practices

Immunizations

A positive finding among Harford County respondents was the prevalence of immunizations. In the past 12 
months, 78.98% of respondents received a flu vaccine either as a shot or a nasal spray. 

Screenings

The prevalence of routine health screenings among Harford County respondents varies based on the type of 
screening. In general, Harford County respondents are less likely to receive skin screenings. Only 46.26% of 
respondents have routine health screenings for skin-related conditions. Oral/throat health screenings and 
prostate screenings are also less prevalent among Harford County respondents (42.41% and 48.83% respectively). 
A low percentage of respondents also participate in routine health screenings for colorectal cancer (38.26%). In 
contrast, a larger proportion of respondents participate in routine mammogram screening (64.82%). 
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Key Health Issues
Respondents were asked to rank the three most significant health issues facing Harford County. The respondents 
could choose from a list of 13 health issues as well as suggest their own that were not on the list. Drug/Alcohol 
abuse was the primary area of shared concern among Harford County respondents. Nearly 83% of respondents 
selected this issue as one of the top three most pressing health issues facing the county. Mental Health/Suicide 
was also a concern shared by 44.80% of respondents. The third most pressing health issue, as viewed by the 
respondents was overweight/obesity with a 41.36% rating. The following table shows the breakdown of the 
percent of respondents who selected each health issue. 

In addition, respondents were asked through an open-ended response to specify other pressing issues they think 
are facing Harford County. The most frequently voiced issues included drug abuse, transportation, homelessness, 
and non-compliance. A complete listing of answers given by respondents shown below. 
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Barriers to Services

Respondents were asked to consider the most significant barriers that keep people in the community from 
accessing health services. The five most significant barriers included cost of out of pocket expenses (81.40%), lack 
of health insurance coverage (57.62%), lack of transportation (42.03%), difficult to understand/navigate health 
care system (37.15%), and inability find a doctor/get an appointment (35.58%). Responses are summarized in the 
table below.  
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Respondents also identified through an open-ended response other significant barriers that they perceived were 
keeping people in the community from accessing health care. The vast majority pointed out lack of education and 
awareness as the most significant barrier. Responses such as “people lack education on how to maintain general 
health” and “they lack understanding of common health issues such as stroke, heart attack and diabetes” were 
very common. Other barriers that were mentioned frequently included conflicting work schedules, laziness, and 
the stigma or fear of addressing issues. 

Resources Needed to Improve Access

Respondents were asked what resources or services are missing in the community. More than half of respondents 
(51.93%) indicated that free/ low-cost dental care services are missing in the community. A few other resources 
identified as missing included mental health services (42.46%), substance abuse services (42.22%), free/ low-cost 
vision/eye care (38.13%), and free/ low-cost Medicare services (37.95%). In addition, respondents indicated 
through an open-ended question that they want to have more access to affordable senior living facilities, health 
insurance, and substance abuse programs. Table 12 includes a listing of missing resources in rank order. 
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Risky Behaviors in our Community

Respondents were asked to rank the three most important “risky behaviors” in Harford County. The respondents 
could choose from a list of 12 risky behaviors as well as suggest their own that were not on the list. Drug abuse 
was the most frequently identified risky behavior. Nearly 90% of respondents selected this issue as one of the top 
three most important risky behaviors in the county. Alcohol abuse was also a concern shared by 47.90% of 
respondents. The third most identified risky behavior, as viewed by the respondents, was being overweight with a 
41.99% rating. In addition, respondents indicated through an open-ended question that texting while driving was 
an identified risky behavior. Table 13 includes a listing of risky behaviors in rank order. 
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Needs for a Healthy Community/Quality of Life

Respondents were asked to rank the three most important needs for a “Healthy Community”. The respondents 
could choose from a list of 16 things that most improve the quality of life in a community as well as suggest their 
own that were not on the list. Low crime/safe neighborhoods was the most identified need. More than half of 
respondents (54.51%) selected this issue as one of the top three needs for a healthy community. Access to health 
care was also a need shared by 37.51% of respondents. The third most identified need, as viewed by the 
respondents, was healthy behaviors and lifestyles with a 34.81% rating. Table 14 includes a listing of important 
needs for a “Healthy Community” in rank order. 
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Community Feedback

Respondents were asked to comment on what prevents them from being healthy in Harford County. The most 
common responses referenced lack of time, affordable health care, transportation, the high cost of healthy foods, 
and work-related issues. 

What Prevents You From Being Healthy In Harford County? 
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- Shannon L. Adler

"When 'I' is replaced by 'We', illness 
becomes wellness."
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