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INTRODUCTION   

Pursuant to COMAR 10.24.01.08(F)(1) and the notice posted on the Maryland Health Care 

Commission’s website on January 20, 2016: 

http://mhcc.maryland.gov/mhcc/Pages/hcfs/hcfs_con/hcfs_con_filed_applications.aspx (See 

Exhibit 1) Ashley, Inc. d/b/a Father Martin’s Ashley (“FMA”), an interested party in regard to  

Docket  No. 15-07-2363, hereby submits comments on the MODIFIED application by Recovery 

Centers of America – Earleville (“RCA-E” or the “Applicant”) for a Certificate of Need (“CON”) to 

establish an intermediate care alcohol and drug abuse facility (“ICF”). 

On November 16, 2015, pursuant to COMAR 10.24.01.08(F)(1) and the notice published at 42 

Md. Reg. 1364-1365 (October 16, 2015),  counsel to FMA submitted on FMA’s behalf Comments 

on the Modified CON Application by Recovery Center of America (Earleville, Maryland). In those 

comments, FMA provided documentation qualifying FMA as an Interested Party to the above-

referenced CON application, and provided comments to the Commission with respect to the 

proposed project to establish a new 49-bed inpatient treatment center. Those comments 

addressed the deficiencies of the proposed project for failing to comply with applicable CON 

review criteria, and urged that the modified CON application as submitted be denied, unless the 

deficiencies are remedied and the application is brought into full compliance with State Health 

Plan Standards.  
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Subsequently, on November 30, 2015, the Applicant modified its docketed CON application 

(“Modified RCA-E”) and submitted a series of additional documents into the record of this CON 

review, as shown below:  

• Recovery Center of America - Earleville - Redline Modification Request (12/21/15) 
• Recovery Center of America - Earleville - Complete Corrected Modification Request 

(12/21/15) 
o Exhibits to Complete Corrected Modification Request (12/21/15) 

• Recovery Center of America - Earleville - Completeness Response (12/21/15) 

FMA has reviewed the Modified RCA-E and the additional documents placed in the record by the 

Applicant, and hereby submits three additional comments for the Commission’s consideration.  

Comment #1 

The modified RCA-E application is not currently approvable because it has failed to 

demonstrate consistency with COMAR 10.24.14.05D. Provision of Service to Indigent and Gray 

Area Patients. This standard requires, in pertinent part, the following: 

(1) Unless an applicant demonstrates why one or more of the 
following standards should not apply or should be modified, an applicant 
seeking to establish or to expand a Track One intermediate care facility 
must: 

 
 (a) Establish a sliding fee scale for gray area patients 

consistent with a client’s ability to pay; 
 
 (b) Commit that it will provide 30 percent or more of 

its proposed annual adolescent intermediate care facility bed days to 
indigent and gray area patients; and 

 
 (c) Commit that it will provide 15 percent or more of 

its proposed annual adult intermediate care facility bed days to indigent or 
gray area patients. 

 
(2) An existing Track One intermediate care facility may 

propose an alternative to the standards in Regulation D(1) that would 
increase the availability of alcoholism and drug abuse treatment to 
indigent or gray area patients in its health planning region. 
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(3) In evaluating an existing Track One intermediate care 
facility’s proposal to provide a lower required minimum percentage of bed 
days committed to indigent or gray area patients in Regulation D(1) or an 
alternative proposal under Regulation D(2), the Commission shall 
consider: 

 
 (a) The needs of the population in the health planning 

region; and 
 
 (b) The financial feasibility of the applicant’s meeting 

the requirement of Regulation D(1). 
 

 

The Applicant has stated the intent to provide/commit 6.15% of its patient days of care to 

indigent and gray area patients at the proposed RCA-E facility. Nevertheless, the modified RCA-

E Application states:  

Applicants revenue and expense projection tables, Exhibit (1),35, Tables G, H, J and K, 
reflect this commitment of 6.15%. (However, at,)calculated as a percentage of net revenue 
rather than patient days. At the request of the Commission staff, Applicant has produced 
alternative financial tables that reflect the 15% figure referenced in this standard. See Exhibit 
(2),36, Tables G, H, J and K. 

(See Exhibit 2, CORRECTED MODIFIED CON Application, redlined copy, with deleted language 

indicated above in parentheses, p. 47) 

We reviewed the alternative financial tables shown at Exhibit 36, and find that the proposed 

RCA-E facility is projected to produce pre-tax income in CY 2017 and CY 2018: 
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 Pre-Tax Net Income 

Entire Facility CY 2017 CY 2018 

Alternative TABLE G., UNINFLATED, 15% Charity Care  $1,620,039 $2,096,200 

Alternative TABLE H., INFLATED, 15% Charity Care $2,222,366 $3,270,670 

New Facility or Service - DETOX    

Alternative TABLE J. DETOX, UNINFLATED, 15% Charity Care $5,206,182 $5,603,116 

Alternative TABLE K. DETOX, INFLATED, 15% Charity Care $1,655,826 $2,072,810 

Source: EXHIBIT 36, MODIFIED CON Application – RCA Earleville 

As stated in the FMA Comments submitted on November 16, 2015, RCA – Earleville is projected 

to produce substantial net income when complying with the State Health Plan requirement that 

15% of its projected patient days are provided to charity care patients. The modified application 

also shows that RCA-E can achieve a profitable operation at the 15% standard, and therefore, 

the percentage of patient days provided to indigent and charity care patients should not be 

reduced.  

The Applicant offers a spurious and misleading argument to support its proposed level of 

charity care: that if 6.15% of its patient days for detox services were to be provided to indigent 

and charity care patient days, the actual percentage would rise to 25%, as detox patient days 

only comprise a portion of an entire stay:  

RCA believes it is clinically inappropriate to provide charity care for eligible patients’ only 
for detox services. Thus, the Applicant has committed to provide charity care for the entire 
course of detox and residential treatment, although there is no requirement that RCA provide 
charity care for residential treatment at ASAM level III.5. In fact, if the total charity care that 
RCA has committed to provide was applied to detox services only, RCA’s commitment would 
amount to almost 25% of patient days, exceeding the requirement set forth in Standard 
.04D(1)(c). Using the financial projections for 2017 as an example, RCA’s commitment of 
$1,509,228 in charity care is equivalent to approximately 1,755 patient days (1,509,228 ÷ 860 = 
471,754.91), which is 24.6% of the total projected patient days for detox services in that year 
(see Table F, line 2(i)). 
 
(See Exhibit 3, CORRECTED MODIFIED CON Application, redlined copy, p. 47) 
 
RCA-E is not planning to limit the services provided to indigent and charity care patients to the 

detox portion of care that is needed, but rather to provide the full course of treatment needed 

by those patients. For that reason, it is inappropriate to consider charity care only within the 
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context of detox services.  RCA-E is attempting to “get credit” where no credit is due by splitting 

the projected average length of stay into the CON-regulated portion, i.e., detox days, and the 

non-CON regulated portion, i.e., the rehabilitation days. We would urge the Commission to 

enforce the plain meaning of the standard: that a minimum of 15% of the projected patient 

days be provided to gray area and charity care patients at RCA-E unless a reasonable basis for 

the proposed reduction from 15% to 6.15% has been provided by the applicant.  RCA-E 

recognizes that indigent and charity care patients will not be discharged after detox simply 

because they cannot pay for continued care, and that it is inappropriate to provide charity care 

only for the detox portion of a course of treatment, yet suggests it should be considered to 

meet the State Health Plan standard precisely for that reason.   

Comment #2 

The modified RCA-E application is not currently approvable because it has failed to justify the 

number of beds needed to provide subacute detox services. In its comments submitted on 

November 18, 2015, FMA showed that the 21 detox beds proposed for RCA-E were inconsistent 

with the State Health Plan Intermediate Care Private Bed Need Average Length of Stay standard 

found at COMAR 10.24.14.07 B. (7) (g)., and inconsistent with the actual number of subacute 

detox days of care provide at FMA. A more realistic projection would show a need for 7 such 

Detox beds, as shown below:  

Calendar 
Year 

Projected 
Admissions 

ALOS: 
Detox 

ALOS: 
Residential 

Total Days Beds Needed 
(@85% Occupancy) 

 Detox  Residential   Detox  Residential Detox  Residential 
2016  396 4 days 16 days  6,336  21 
2017 509 1,590 4 days 16 days 2,036 25,440 7 82 
2018 548 1,688 4 days 16 days 2,192 27,008 7 87 
  

Despite these comments, the Applicant has continued to assert the need for 21 detox beds 

needed based on its own changing and unfounded estimates ranging from 15% to 20% to 41% 

of the detox bed inventory in existing providers, some of which depend on faulty and 

inconsistent assumptions concerning FMA’s own utilization and bed capacity for providing 

subacute detox services. For example, in the Original CON Application submitted on March 27, 
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2015, the “Applicant assumed that existing providers use 20% of their licensed beds as ‘true’ 

detox beds and the remaining 80% as inpatient beds. The Applicant concluded the 20% 

assumption from internal discussions with RCA’s clinical and operations team who have 

extensive experience in the field.” On that basis, the applicant shows that FMA has 20 detox 

beds. (See Exhibit 4, CON Application, p. 28-32; TABLE 6.)  

Subsequently, in the first modified CON Application of May 18, 2015, the Applicant revised its 

estimates of ‘true’ detox beds for each existing Track One facilities based on the RCA 

management team’s experience in the field and the 2013 National Survey of Substance Abuse 

Treatment Services. The modified application continues to show that FMA had 20 detox beds. 

The reference to the Nation Survey provides no specific information concerning the number of 

detox beds at FMA. The Applicant continues to show that FMA has 20 Detox beds (See Exhibit 

5, Modified CON Application: p. 30, 31, 38; Exhibit 11) 

Subsequently, on August 31, 2015, in response to Additional Information Questions Dated July 

17, 2015, the Applicant provided Exhibit 32, determined that 41% of the beds at the three RCA 

proposed projects was the appropriate percentage to use to identify the number of detox beds, 

and applied this percentage to all Maryland facilities offering inpatient detox and residential 

services. At this point, FMA was estimated to have 41 detox beds, not 20 detox beds (See 

Exhibit 6, Modified TABLE 9). 

On November 16, 2015, FMA submitted comments on the Modified CON application. In 

Response to these comments, RCA-E presented TABLE 1. Inventory of Existing Providers, which 

shows that FMA’s inventory of 100 beds includes 17 detox beds (Exhibit 7). 

Finally, in the CORRECTED MODIFIED CON application of December 31, 2015, the Applicant 

states on multiple pages that it assumed that the percentage of licensed beds in the existing 

non-funded inventory utilized for detox/assessment changed from 15% to 41% (See Exhibit 8: 

CORRRECTED MODIFIED CON Application, redlined copy, December 31, 2015, pp. 40,42,44,61, 

and 68). 

Despite the fact that FMA has set forth a detail and precise accounting for its estimate of the 

number of beds that are actually utilized for subacute detox services, RCA-E continues to persist 
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in estimating a higher number.  Astonishingly, in Modified TABLE 12 RCA-E estimates that FMA 

to have 41 detox beds. (Modified TABLE 12, p. 68, CORRECTED MODIFIED Application, redlined 

copy; also CORRECTED MODIFIED Application, redlined copy, Exhibit 37). This discrepancy 

illustrates numerous misunderstandings concerning the manner in which the need for subacute 

detoxification services, a service which is specifically defined to be facilitated in an intermediate 

care facility under COMAR 10.24.14.08. B. (13), is to be determined and provided. The State 

Health Plan could not be more specific on what it considers a reasonable length of stay for ICF 

services, which includes not only the detox portion of an overall stay, but also the subsequent 

rehabilitation portion of that stay. Nevertheless, RCA-E persists on providing alternative and 

changing assumptions and estimates for the need for subacute detox beds, not only for its own 

proposed ICF facility, but for existing ICF facilities as well.  

The source of the current assumption that 41% of beds at facilities that provide subacute detox 

services and inpatient rehabilitation services is based on the Applicants own revised projected 

detox/assessment bed to total bed ratio for which a meaningful basis has not been established.  

RCA-E previously asserted that FMA has 20 detox beds, and now has asserted that the number 

of FMA detox beds should be considered to be 41, which is more than double the prior number 

of ascribed beds!  

By contrast, the reality of the ratio of detox beds at RCA-E is now 21%: 108 total ICF beds / 21 

detox beds =21%. 

A second source of misunderstanding regarding the need for detox beds is provided by a 

statement that RCA-E will utilize a “patient-centered assessment tool” which may result in 

average lengths of stay longer than those that the Interested Parties experience. (Exhibit 9: 

Response to Interested Party Comments, p. 9). This claim should be completely discounted by 

the Commission in light of the fact that RCA-E, in contrast to FMA, has no established track 

record of providing any type of inpatient substance abuse services at all, much less any 

experience using a “patient assessment tool” to identify the specific need for detox beds or 

services in a licensed Maryland intermediate care facility that provides subacute detox services 

as defined in the State Health Plan.  
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Rather than accept FMA’s own explanation as to how many of its 100 beds are actually used to 

provide detox services, and understanding that the utilization of those beds has previously 

been CON-approved and is consistent with the standards set forth in the State Health Plan, 

RCA-E has sought to exaggerate the volume of these services it intends to provide and the 

number of beds needed to provide them.  

RCA-E continues to assert that there are different levels of care that are provided in 

intermediate care facilities, some of which do not actually constitute ICF services, and that the 

need for detox services and beds is currently greater than the supply. The changing estimates 

and inventory of detox beds RCA-E has provided the Commission over the past nine months is 

not based on reasonable assumptions, and should be disregarded with respect to the need for 

the 108 bed treatment center RCA-E has proposed. 

 

Comment #3 

The modified RCA-E application is not currently approvable because the staffing estimates provided by 

the Applicant do not include an assessment of the impact on existing providers of intermediate care 

services, which is certain to be unacceptably negative. In the absence of such documentation, the 

application has not demonstrated that the project is consistent with COMAR 10.24.01.08 G (3)(f). Impact 

on Existing Providers and the Health Care Delivery System. 

The CORRECTED MODIFIED CON Application provides a great deal of information concerning 

the staffing levels and composition for providing services to the patients treated for detox and 

rehabilitation services at the proposed RCA-E. It would appear that the proposed RCA-E facility 

will be staffed with 124.54 FTEs when fully utilized (See Exhibit  10, which includes CORRECTED 

MODIFIED CON Application, redlined copy,  pp. 9, 12, 13, 54, 61, 63; TABLE L. Work Force 

Information Detox – Earleville, November 30, 2015 Update; Response to MHCC Staff 

Completeness Question 5., 6.)  

Despite the fact that such a large number of positions will be needed to staff this proposed 108 

bed facility, whose campus will be located in a rural area distant from large labor markets, no 

discussion is provided on the impact on the existing providers of intermediate care services in 
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the region, including FMA. RCA-E is proposing to operate the single largest residential 

intermediate care facility in the State thirty miles from the FMA campus.  Even before this CON 

review has been completed by the MHCC, the impact of RCA-E’s plans is already being felt in 

the market for health care personnel currently employed by FMA. We are aware of the 

recruiting efforts that have already begun to attract the existing members of the staff of FMA to 

consider the employment opportunities at the proposed RCA-E facility.  

The impact of this new facility, as proposed for 108 beds, will seriously challenge FMA and 

other Maryland facilities to maintain their existing staffing levels to meet the current demand 

for services, and maintain their accessibility to the gray area and indigent patients. Addressing 

growing demands for their services will be that much more challenging, FMA urges the 

Commission to consider the impact of the proposed RCA-E project on FMA’s ability to provide 

sufficient staff to maintain its efficient and effective services at the 100 bed level previously 

CON-approved, and consider alternative development plans for RCA-E that will minimize any 

unnecessary duplication, negative impact, and increased costs of care that could result. 

For the reasons discussed above, FMA respectfully requests that the RCA-E application not be 

approved unless and until it remedies the deficiencies identified in these Comments, and its 

application is brought into full compliance with all applicable Commission CON and SHP review 

criteria. 
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LIST OF EXHIBITS 

 

1. MHCC Notice Modified CON Application, January 20, 2016 
 

2. Exhibit 36, Corrected Modified RCA-E CON Application 
 

3. Corrected Modified RCA-E CON Application, p. 47 
 

4. Original CON Application, p. 28-32; TABLE 6 
 

5. Modified CON Application: p. 30, 31, 38; Exhibit 11 
 

6. Modified TABLE 9, August 31, 2015 Responses to Completeness Questions 
 

7. RCA-E Response to Interested Party Comments, TABLE 1. 
 

8. CORRRECTED MODIFIED CON Application, December 31, 2015, pp. 40,42,44,61, and 68 
 

9. Response to Interested Party Comments, p. 9 
 

10. CORRECTED MODIFIED CON Application pp. 9, 12, 13, 54, 61, 63; TABLE L. Work Force 
Information Detox – Earleville, November 30, 2015 Update; Response to MHCC Staff 
Completeness Question 5., 6. 
  

11. Affirmations 
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